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Agency for Health Care Administration’s  
Agency Management Team 

 

Agency Secretary     Holly Benson 
        (850) 922-3809 
 
Chief of Staff      Mark Thomas 
        (850) 922-7245 
 
Deputy Secretary for  
Communications and Legislative Affairs Clint Furman 

(850) 922-5583 
 

 Director,       Tina Nye  
 Florida Center for Health Information   (850) 922-7036 

and Policy Analysis 
 
Director,       Janet Parramore 
Administrative Services     (850) 488-2964 
 
General Counsel     Craig Smith 
        (850) 922-5873 
 
Inspector General     Ken Yon (Acting) 
        (850) 921-4897 
 
Deputy Secretary for     Elizabeth Dudek 
Health Quality Assurance    (850) 414-9796 
 
Deputy Secretary for     Dyke Snipes 
Medicaid       (850) 488-3560 
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Agency Mission  
 

 
 

The Agency for Health Care Administration Champions Accessible, Affordable and  
 

Quality Health Care for All Floridians 
 

“Purchase, Provide and Protect” 



 

 3 

Agency Priorities 
 

1. Medicaid Reform: How can the vital health care safety net for Florida's low-income, 
elderly and disabled citizens be maintained while moving toward a more consumer-
centric system which introduces market forces to boost access to services? 

 
2. Long-Term Care Delivery Systems: How can we develop an integrated long-term care 

plan? 
 

3. Create a Transparent Health Care Delivery System: How can we shine a light on the 
cost to delivery health care services and effectively communicate that information to 
health care consumers? 

 
4. Disparity in Health Care Delivery: How can we eliminate gender, racial, ethnic, 

economic, social and cultural disparities in the health care delivery system? 
 

5. Performance Measures: How can we use performance and outcome measures as a 
bases to reallocate resources, to reward or sanction providers, and to assist Floridians in 
making informed health care decisions? 

 
6. Safety Net: How can we support the viability of safety net providers, particularly those 

hospitals and programs in rural areas? 
 

7. Technology in Health Care Delivery: How can we use technology to improve access to 

health care delivery and management systems? 
 

8. Efficiency in Health Care Delivery: How will we manage reduced Medicaid budgets 
without adversely affecting the balance between reducing benefits and reducing 
beneficiaries? 

 
9. Prescription Drug Management: How can prescription drug management are used to 

reduce short-term and long-term medical costs? 
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Agency Goals Listed in Order of Priority 
 

Priority 
Agency 

Goal  
Goal Description Program 

 
1. 

 
Goal 1 

 
To be a prudent purchaser of quality health care 
services for low-income Floridians  
 

 
Health Care Services 

(Division of Medicaid ) 

 
 

2. 

 
Goal 2 

 
To maximize the use of Agency resources by 
increasing the efficiency and effectiveness of 
Agency operations to achieve required outcomes 
and eliminate unnecessary health facility 
regulations  
 

 
Health Care Regulation 

(Division of Health Quality 

Assurance ) 

 
3. 

 
Goal 3 

 
To increase the availability of transparent health care 
data and information so consumers may make better 
informed selection and purchasing decisions. 
 

 
Administration and Support 

(Florida Center for Health Information 

and Policy Analysis) 
 

 
4. 

 
Goal 4 

 
To combat fraud, waste and abuse in the Florida 
Medicaid Program  

 
Administration and Support 

(Inspector General) 
 

 
5. 

 
Goal 5 

 
To promote and advance the mission and 
objectives of the Agency through increased 
communications with the general public, media, 
Agency stakeholders, and federal and state policy 
makers  
 

Administration and Support 

(Communications and Legislative 
Affairs) 

http://ahca.myflorida.com/Medicaid/deputy_secretary/index.shtml
http://ahca.myflorida.com/MCHQ/index.shtml
http://ahca.myflorida.com/MCHQ/index.shtml
http://ahca.myflorida.com/MCHQ/index.shtml
http://ahca.myflorida.com/SCHS/index.shtml
http://ahca.myflorida.com/SCHS/index.shtml
http://ahca.myflorida.com/Executive/Inspector_General/index.shtml
http://ahca.myflorida.com/Executive/Communications/index.shtml
http://ahca.myflorida.com/Executive/Communications/index.shtml


 

 5 

Medicaid Key Personnel List 
 
Health Care Services 
(Division of Medicaid ) 

 

 
Deputy Secretary for Medicaid ......................................................... Dyke Snipes (850) 488-3560  
 

 Assistant Deputy Secretary for Medicaid Operations   Christine Osterlund (850) 488-3560 
 

 Assistant Deputy Secretary for Medicaid Finance  ............... Phil Williams (850) 488-3560  
 
Bureau ........................................................................................................ Bureau Chief 

 
Medicaid Contract Management ............................................Alan Strowd (850) 922-2726 
 
Medicaid Health Systems Development ......................... Brady Augustine (850) 487-2355 
 
Medicaid Quality Management .......................................   Susan Dilmore (850) 413-8059 
 
Medicaid Pharmacy Services ................................................. Anne Wells (850) 487-4441 
 
Medicaid Services ................................................................  Beth Kidder (850) 488-9347 
 
Medicaid Program Analysis ........................................... Michele Hudson, (850) 414-2756 
 

Medicaid Area Offices  .............................................. Christine Osterlund (850) 488-3560 
 ..............................................................................................Fran Nieves (239) 338-2620 
 
Area Offices  Field Office Managers 

 

Area 1  .............................................................. Delphine Metarko (850) 595-5700 
 
Area 2a  ................................................................... Ernie Brewer (850) 872-7690 
 
Area  2b  .................................................................. Ernie Brewer (850) 921-8474 
 
Area 3a  .............................................................. Marilynn Schlott (386) 418-5350 
 
Area 3b  .............................................................. Marilynn Schlott (386) 418-5350 
 
Area 4  ..................................................................... Lisa Broward (904) 353-2100 
 
Area 5  ............................................................... Noreen Hemmen (727) 552-1191 
 
Area 6   .................................................................... Sue McPhee (813) 871-7600 
 
Area 7  .........................................................  Judy Jacobs, Acting (407) 317-7851 
 
Area 8  .......................................................................Fran Nieves (941) 338-2620 

http://ahca.myflorida.com/Medicaid/index.shtml
http://ahca.myflorida.com/Medicaid/index.shtml
http://www.fdhc.state.fl.us/Medicaid/deputy_secretary/index.shtml
http://www.fdhc.state.fl.us/Medicaid/about/about3_prog.shtml
http://www.fdhc.state.fl.us/Medicaid/about/about3_finance.shtml
http://www.fdhc.state.fl.us/Medicaid/about/about3_finance.shtml
http://www.fdhc.state.fl.us/Inside_AHCA/about23.shtml
http://www.fdhc.state.fl.us/Inside_AHCA/about40.shtml
http://ahca.myflorida.com/Medicaid/quality_management/index.shtml
http://ahca.myflorida.com/Medicaid/quality_management/index.shtml
http://ahca.myflorida.com/Medicaid/quality_management/index.shtml
http://ahca.myflorida.com/Medicaid/quality_management/index.shtml
http://www.fdhc.state.fl.us/Medicaid/Prescribed_Drug/index.shtml
http://www.fdhc.state.fl.us/Medicaid/Prescribed_Drug/index.shtml
http://www.fdhc.state.fl.us/Medicaid/Prescribed_Drug/index.shtml
http://www.fdhc.state.fl.us/Inside_AHCA/about20.shtml
http://www.fdhc.state.fl.us/Inside_AHCA/about22.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/index.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area1.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area2a.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area2a.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area2a.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area2a.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area3a.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area3b.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area4.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area5.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area6.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area7.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area8.shtml
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Area 9 ..................................................................  Mark Pickering (561) 616-5255 
 
Area 10   ................................................................... Rafael Copa (954) 202-3200 
 
Area 11  ........................................................... Rhea Gray, Acting (305) 499-2000 

 
 

http://www.fdhc.state.fl.us/Medicaid/Areas/area9.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area8.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area8.shtml
http://www.fdhc.state.fl.us/Medicaid/Areas/area11.shtml


 

 7 

Health Care Services 

(Division of Medicaid) 
 

 

Goal 1: To be a prudent purchaser of quality health care services for low-income Floridians. 

 
Objective 1. A:  Under the Medicaid Reform 1115 Waiver, the growth in the per-member per-

month (PMPM) expenditure should not exceed eight percent. (The initial waiver was 
implemented in July 1, 2006, and expires June 30, 2011). 
 
Service Outcome Measure 1. A: Target weighted PMPM by State Fiscal Year  
 
Service Outcome Measure Projection Table 1. A: Target Weighted PMPM by State Fiscal 
Year 
 

Baseline/Year 

FY 2006-2007 
FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Projected 
PMPM with 8% 

growth 
 

$328.24 
 

$413.08 $446.13 $481.82 $520.37* $561.99* 

Actual PMPM 
 

$269.89 
 

$314.8 $339.98 $367.18 $396.55 $428.27 

*Assumes Waiver is renewed for additional years 
 
Objective 1. B: To maintain or improve baseline performance on 100 percent of all outcome 

measures developed under performance-based budgeting and the Long Range Program Plan 
by FY 2013-2014 and to develop measures more in line with program performance goals. 
 
Service Outcome Measure 1. B: Percent maintained or improved in Medicaid’s performance-
based outcome indicators. 
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Service Outcome Measure Projection Table 1. B: Performance Based Medicaid Outcome 

Indicators tracked over time.  
 

Baseline/Year 
FY 2007-2008 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Number of 
Medicaid 
outcome 

measures 
that are 
tracked  

 
33 

  

30 20 20 20 20 

Number of 
outcome 

measures 
maintained or 

improved 
 

N/A  
 

N/A N/A N/A N/A N/A 

Percent of 
outcomes 

maintained or 
improved 

 
N/A  

 

100% 100% 100% 100% 100% 

Given the increased emphasis on performance measures, the Medicaid LRPP measures will be submitted for 
revision with emphasis on improving the measures to more accurately tie in with the overall goals, programs and 
services in Florida Medicaid.  This will necessitate the deletion of 14 obsolete measures, the revision of nine 
measures, and the addition of 11 new measures for a total of 30 measures by FY 2008-2009.  Further revisions 

planned are deletion of all irrelevant count measures which will bring the total to 20 by FY2009-2010. 

 
Objective 1. C: To slow the growth in long-term care expenditures by $290 million by 

converting a portion of the institutional care budget to community-based long-term care, by FY 
2012-2013. 
 

Service Outcome Measure 1. C: Long-term care savings in millions over current projections.  
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Service Outcome Measure Projection Table 1. C: Projected Long Term Care (LTC) 

Expenditures (in millions). 
 

Baseline/Year 
FY 2005-06 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Current LTC 
projections 

$2,423 

$2,508 $2,552 $2,596 $2,641 $2,686 

Revised 
LTC 

projections 

$2,294 

$2,328 $2,345 $2,362 $2,379 $2,396 

LTC savings 

$129 
$180 $207 $234 $262 $290 

Table excludes Medicare nursing home crossover payments.  
 
Objective 1. D: To increase beneficiaries reported satisfaction with access to specialty care 

services to 83 percent by FY 2013-2014. 
 

Service Outcome Measure 1. D: Percent of MediPass adult patients who needed specialty 

care who reported it was not a problem to obtain specialty care. 
 

Service Outcome Measure Projection Table 1. D: 
 

Baseline/Year 

FY 2005-06 
FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Percent of 
MediPass patients 

that reported 
satisfaction with 

access to 
specialty care 

 
68% 

 

73% 75% 77% 80% 83% 

 
 
Objective 1. E: To increase the extent of consumer directed care to four programs/services, to 

include development of alternative options to Medicaid by FY 2012-2013.  
 
Service Outcome Measure 1. E: Number of services/programs available to low–income 

recipients that utilize principals of consumer driven care.  
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Service Outcome Measure Projection Table 1. E: 

(Services/programs with consumer directed incentives) 
 

Baseline/Year 

FY 2003-2004 
FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Number of 

Services 

programs with 
consumer 
directed 

incentives 

 

1 

 

2 2 3 3 4 

 
 
Objective 1. F: To increase physician use of electronic records and adherence to evidence 

based medicine by promoting the use of hand-held wireless devices by Medicaid enrolled 
physicians to eight percent by FY 2013-2014.  
 
Service Outcome Measure 1. F: Percent of physicians enrolled in Medicaid that uses hand-

held wireless devices to assist in prescribing. 
 
Service Outcome Measure Projection Table 1. F: 

 

Baseline/Year 

FY 2004-2005 
FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Percent of 
physicians enrolled 

in Medicaid who 
use hand-held 

wireless devices to 
assist in prescribing 
 

2% 
 

4% 5% 6% 7% 8% 
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Linkage of Agency Goals and Programs to Governor’s Priorities 
 

 

 
Governor’s Priorities and Goals 
 

Agency Goals and/or Programs 

1.  
Protecting Our Communities 
 

 

2.  
Strengthening Florida’s Families 
 

 

3.  
Keeping Florida’s Economy Vibrant 
 

 

4.  
Success for Every Student 
 

 

5.  
Keeping Floridians Healthy 
 

Goal 1: To be a prudent purchaser of 
quality health care services for low-income 
Floridians. 

6.  
Protecting Florida’s Natural Resources 
 

 

 



 

 12 

Trends and Conditions Statement 

 
Authority for the Florida Medicaid Program is established in Chapter 409, Florida Statutes 
(F.S.), (Social and Economic Assistance) and Chapter 59G (Medicaid) of the Florida 
Administrative Code. The statutes that mandate the management and administration of state 
and federal Medicaid programs, child health insurance programs, and the development of plans 
and policies for Florida’s health care industry include Chapters 20, 216, 393, 395, 400, 408, 
409, 440, 626 and 641, F.S. Medicaid must meet federal standards or obtain a federal waiver to 
receive federal financial participation in the program. Although rates of federal participation vary 
each year, 55.4 percent of the cost of most Medicaid services was reimbursed with federal 
funds in FY 2008-2009, while administrative costs were reimbursed 50 percent. Information 
technology projects and services such as family planning are reimbursed at higher levels.  
 
In July 2007 U.S. Census Bureau estimated Florida’s population to be approximately 18.3 
million, making it the fourth most populous state in the nation. Projections indicate that Florida 
will become the third most populous state by CY 2025; its growth rate is among the fastest in 
the nation.  
 
As the population grows, so does the need for health care services. As of July 1, 2007, Florida 
had the highest percentage (17 percent) of elderly residents in the nation. The over 65 
population is projected to grow to more than 3.4 million by CY 2010, nearly 18 percent of the 
state's total population.  As the baby–boom generation reaches retirement age the demand for 
health care services will continue to grow at an increasing rate. Since the elderly use more 
health resources than younger populations, the demand for health care will be even greater 
than the population growth alone. Medicaid is currently working with community stakeholders 
and the Florida legislature to improve performance of Medicaid programs.  As part of that effort, 
the Agency is re-designing its performance monitoring tools in order to be better able to track 
performance and outcomes (Objective 1B).  Medicaid hopes to maintain or improve the level of 
quality in its programs by FY 2009-2010.   
 
In FY 2007-2008, Medicaid served nearly 3.0 million beneficiaries and processed 150 million 
claims from approximately 80,000 providers. Medicaid is the second largest single program in 
the state budget behind public education, requiring more than 23 percent of the state’s total 
budget, and is the largest source of federal funding for the state. While Medicaid caseloads are 
up almost 48 percent from over a decade ago, there was a slight decline from the FY 2005-2006 
level in fiscal years, FY 2006-2007 and FY 2007-2008.  However, it is projected to rise slightly 
above the FY 2005-2006 caseload level in FY 2008-2009. The recent increase reflects external 
factors such as the economy and eligibility criteria set by State and Federal mandates, and are 
not within the Medicaid program’s control. The average monthly caseload in FY 2008-2009 is 
projected to be about 2.25 million which is close to the caseload in FY2005-2006.  See Figure 
1.1 for average monthly caseloads between FY 1995-1996 and FY 2008-2009. 
 
Expenditures in the Medicaid program grew at an average annual rate of 13 percent between 
Fiscal Year 1999-2000 and Fiscal Year 2004-2005. The primary factors contributing to the 
expenditure growth were prescription drug costs, increased costs of medical services, long-term 
care, and enrollment growth. Between FY 2004-2005 and FY 2006-2007, expenditures 
remained fairly flat, actually dropping slightly in FY 2005-2006 then increasing by 3.5 percent in 
FY 2006-07 and 3.8 percent by the end of FY 2007-2008. They are expected to increase 3.2 
percent in FY 2008-2009.  The largest expenditure categories for FY 2008-2009 are Prepaid 

http://www.leg.state.fl.us/statutes/
https://www.flrules.org/gateway/Division.asp?DivID=192
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0020/titl0020.htm&StatuteYear=2007&Title=%2D%3E2007%2D%3EChapter%2020
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0216/titl0216.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0393/titl0393.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0395/titl0395.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0400/titl0400.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0408/titl0408.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0409/titl0409.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0440/titl0440.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0626/titl0626.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0641/titl0641.htm
http://www.census.gov/popest/states/NST-ann-est.html
http://www.census.gov/popest/states/asrh/SC-EST2006-02.html
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Health Plans ($2.4 billion), Nursing Home Care ($2.3 billion), Hospital Inpatient Services ($2.2 
billion), Prescription Services ($1.5 billion) and Low Income Pool ($1.0 billion). Figure 1.2 shows 
the largest expenditure categories by beneficiary type. Figure 1.3 shows Medicaid expenditures 
by appropriation category.  

 
Figure 1.1 
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Figure 1.2 
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Medicaid Budget - How it is Spent 
Fiscal Year 2008-09 

* Adults and children refers to non disabled adults and children.
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Figure 1.3 
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Estimated Fiscal Year 2008-09 Medicaid 
Expenditures By Appropriation Category
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Medicaid Pilot 

Florida’s Medicaid pilot program, created in Section 409.91211, F.S., with the passage of 
Senate Bill (SB) 838 (View Bill Info) during the CY 2005 Florida Legislative Session, authorized 
the Agency to seek a demonstration project waiver (pursuant to s. 1115 of the Social Security 
Act) to create a statewide initiative for a more efficient and effective services delivery system 
that would enhance quality of care and beneficiary outcomes in the Florida Medicaid program.  
The Agency received approval of the 1115  waiver from Centers for Medicare and Medicaid 
Services on October 19, 2005, and authority to implement the program with the passage of 
House Bill (HB) 3B during the Florida Special Legislative Session in December 2005.     
 
The Medicaid pilot program is designed to enhance and change the Medicaid program by 
empowering Medicaid beneficiaries to take control of their health care. Beneficiaries will have 
more choices and will be provided incentives to adopt healthy behaviors.  They will also enjoy 
better health through education and increased health literacy. 
The Medicaid pilot program is designed to transform the Medicaid program by empowering 
Medicaid beneficiaries to take control of their health care by providing more choices for 
beneficiaries, and improving health through health literacy and incentives and bringing about 
healthy behaviors.  
 
The major components of Medicaid Reform are: 
 

 Choice Counseling; 
 Customized Benefit Plans; 
 Opt-Out; 
 Risk-Adjusted Premiums; and 
 Enhanced Benefits. 

 
During the initial phase of implementation, beneficiaries in the children and families, and the 
aged and disabled (non-Medicare) eligibility categories were required to enroll in a Medicaid 
pilot health plan. Some beneficiaries were allowed to voluntarily enroll in a Medicaid pilot health 
plan, such as those eligible for Medicare and Medicaid, and foster care children.  Beneficiaries, 
who were in the mandatory eligibility groups, were given Medicaid Reform Choice Counseling 
materials and had 30-days to make a plan selection. If a beneficiary did not make a selection 
within the 30 day choice period, the Agency assigned the beneficiary to a Medicaid pilot health 
plan on criteria set forth in Section 409.91211, F.S.  The first date of enrollment into a Medicaid 
pilot health plan was September 1, 2006. 
 
The Medicaid pilot Choice Counseling Program is designed to empower eligible beneficiaries to 
select a Medicaid pilot health plan that best meets their individual health care needs. The 
Agency established contract standards for the Choice Counseling Program related to the 
percentage of beneficiaries who must choose their own health plan.. Each quarter, a minimum 
of 65 percent of the new Medicaid eligibles should voluntarily enroll in a pilot health plan.  At the 
end of two years, this quarterly requirement increases to 80 percent for the Medicaid Choice 
Counseling Program. 
 
During the first year of operation, the quarterly contract calculations of the self-selection rate in 
pilot counties is presented in Figure 1.4 below.  The lowest quarterly self-selection rate was 79 
percent and the high was 83 percent during the second year of the pilot.   
 
 

http://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=Section+409.91211&URL=CH0409/Sec91211.HTM
http://www.flsenate.gov/session/index.cfm?Mode=Bills&SubMenu=1&BI_Mode=ViewBillInfo&BillNum=0838
http://www.ssa.gov/OP_Home/ssact/title11/1115.htm
http://www.ssa.gov/OP_Home/ssact/title11/1115.htm
http://www.ssa.gov/OP_Home/ssact/title11/1115.htm
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=32304&SessionIndex=-1&SessionId=53&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=-1
http://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=Section+409.91211&URL=CH0409/Sec91211.HTM
http://search.myflorida.com/ahca/query.html?qt=reform+health+plan&col=hs&qp=site%3Aahca.myflorida.com
http://search.myflorida.com/ahca/query.html?qt=reform+health+plan&col=hs&qp=site%3Aahca.myflorida.com
http://search.myflorida.com/ahca/query.html?qt=reform+health+plan&col=hs&qp=site%3Aahca.myflorida.com
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Figure 1.4 

 

 

New Eligible Self-Selection  Rate July 1, 2007 – June 30, 2008 

 

Voluntary Enrollment Numbers for Newly Eligible Enrollees:  

1st quarter 

Self-Selection Rate  78.56% 

2nd quarter 

Self-Selection Rate 80.70% 

3rd quarter 

Self-Selection Rate 81.53% 

4thquarter  

Self-Selection Rate 83.32% 

 
By the end of FY 2007-2008, 16 Medicaid pilot health plans had been contracted in Broward 
County. In Duval County, seven plans were contracted and in Baker, Clay, and Nassau 
counties, two plans were contracted. 
 
Should Florida expand the Medicaid pilot program statewide, the vast majority of Medicaid 
enrollees will be required to enroll in a Medicaid pilot health plan.  When fully implemented, the 
Medicaid pilot program will be the state’s primary delivery system. Only a few Medicaid eligibility 
beneficiary groups will continue to receive their health care services through the fee-for-service 
program. The fee-for-service program will be limited to certain Medicaid eligibility groups such 
as the Medically Needy and those with retroactive eligibility. Updates on Medicaid pilot program 
may be found at: http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml 
 
Source:  Medicaid Health Systems Development, Medicaid Program Analysis, Medicaid Choice Counseling ‘Florida 
Medicaid Reform: Quarterly Progress Report’ for the four quarters during FY2007-2008.  

 
State Children’s Health Insurance Program / KidCare 

Because of programmatic changes requiring families to document their income and complete an 
active renewal process, Florida KidCare enrollment declined between CY 2004 and CY 2006. 
Enrollment in Florida's State Children’s Health Insurance Program (SCHIP) a component of 
Florida KidCare, was 331,281 in July 2004. In July 2006, SCHIP enrollment was 196,674, a 41 
percent decrease.  
 
In CY 2006, the Florida Legislature funded $1 million in matching grants for KidCare community 
outreach, and provided funding for maximum average monthly caseload of 228,159 children in 
FY 2006-2007. In July 2006, the Medikids Full Pay component began offering Medikids 
coverage to families with incomes over 200 percent of the federal poverty level.  In CY 2007, the 
Florida legislature again funded $1 million in matching grants for KidCare community outreach.  
SCHIP enrollment in June 2007 was 224,575, a 16 percent increase from the 193,639 enrolled 
as of June 2006.  The FY 2007-2008 Florida Legislature also increased funding for a target 
average monthly caseload of 236,609.  Enrollment in the Title XXI programs will cease when 

http://www.cms.hhs.gov/MedicaidGenInfo/05_SCHIP%20Information.asp
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enrollment reaches the General Appropriations Act (GAA) target enrollment ceiling of 277,346 
children  
 
SCHIP enrollment in June 2008 was 257,137, a 14.5 percent increase from the June 2007 
enrollment.  The FY 2008-09 Florida Legislature increased funding for a target average monthly 
caseload of 264,616.  The Legislature did not fund the $1 million in matching grants for KidCare 
community outreach although the KidCare partners continue to conduct outreach campaigns 
with existing funding. Without the matching grant funds, community organizations will be limited 
in the amount of KidCare outreach activities they can initiate.  The number of KidCare 
applications received may decrease as a result.  
 
While several of the programmatic changes from CY 2004 have been eliminated, two changes 
remain in place:  1). They are income documentation and, 2) prohibition of enrollment for 
children who have access to employer-sponsored family health insurance coverage if the cost of 
such coverage is less than five percent of family income.  Except for the Medicaid component, 
KidCare is not an entitlement; it requires participants to contribute to the cost of their monthly 
premiums. Several entities partner with Medicaid to implement KidCare.  
 
The Agency updated the Florida Heath Insurance Study in CY 2004 and KidCare was credited 
with the decrease in the uninsured rate for children over the five year span between 1999 and 
2004.  The uninsured rate for children dropped from 13.9 percent in CY 1999 to 12.1 percent in 
CY 2004. While this reduction is clearly positive, it is noteworthy that over half a million children 
are still without health insurance. No insurance for children has long-term implications for the 
state since inadequate health screenings and developmental assessments may result in lifelong 
health problems. 
 
The Institute for Child Health Policy (www.ichp.edu/) conducted The Florida Children’s Health 
Insurance Study 2007 and found that 548,000 children in Florida were uninsured, or 12.6 
percent of all children in the state.  Of the uninsured, it is estimated that 77 percent are eligible 
for Florida KidCare. 
 
Source:  Florida KidCare Enrollment Reports, 2004 through 2008; KidCare Appropriations Social Services 
Estimating Conferences, FY 2006-2007, FY 2007-2008 and FY 2008-2009; Florida Health Insurance 
Study, 2004; Florida Children’s Health Insurance Study 2007. The Florida Children’s Health Insurance 
Study 2007 

 

Prescription Drug Program 

The Agency continues to promote innovations that facilitate evidence-based medicine 
(Objective 1.F.).  The Agency initiated a contract with Gold Standard Multimedia (GSM) in FY 
2003-2004 to provide hand-held wireless devices (EmPowerRx) to 1000 high volume Medicaid 
prescribers.  In FY 2004-2005, this program was expanded to 3000 EmPowerRx hand-held 
devices.  In addition to supporting e-prescribing via Sprint connectivity, the hand-held devices 
allow prescribers to view all medications their patients received in the preceding 100 days 
through the Medicaid Drug Program. To date, the volume of e-prescribing has not met 
expectations, and remains at approximately 3-4 percent of Medicaid prescriptions.  However, 
the data captured from the hand-held devices indicate that these e-prescribers write fewer 
duplicate or unnecessary prescriptions than non-e-prescribers, and the savings generated by 
the EmPowerRx Program more than offsets program expenses. Additionally, the hand-held 
device provides drug interaction warnings to physicians that serve to reduce adverse drug 
events and medication errors.  The Agency continues to support e-prescribing via the Electronic 

http://www.ichp.edu/
http://www.floridakidcare.org/images/data/KCenrolltrend.pdf
http://209.85.165.104/search?q=cache:S2Zk75dWLdIJ:www.doh.state.fl.us/AlternateSites/KidCare/council/12-1-06/KCEstConf11-06.pdf+Kid+Care+Appropriations+Social+Services+Estimating+Conferences&hl=en&ct=clnk&cd=1&gl=us
http://209.85.165.104/search?q=cache:S2Zk75dWLdIJ:www.doh.state.fl.us/AlternateSites/KidCare/council/12-1-06/KCEstConf11-06.pdf+Kid+Care+Appropriations+Social+Services+Estimating+Conferences&hl=en&ct=clnk&cd=1&gl=us
http://ahca.myflorida.com/Medicaid/quality_management/mrp/Projects/fhis2004/reports.shtml
http://ahca.myflorida.com/Medicaid/quality_management/mrp/Projects/fhis2004/reports.shtml
http://ahca.myflorida.com/Medicaid/quality_management/mrp/Projects/fhis2004/reports.shtml
http://74.125.45.104/search?q=cache:VZPr6mblGSsJ:www.floridakidcare.org/council/mm-1-14-08/FL-CHIS-1-08.pdf+Florida+Children+Health+Insurance+Study&hl=en&ct=clnk&cd=1&gl=us
http://74.125.45.104/search?q=cache:VZPr6mblGSsJ:www.floridakidcare.org/council/mm-1-14-08/FL-CHIS-1-08.pdf+Florida+Children+Health+Insurance+Study&hl=en&ct=clnk&cd=1&gl=us
http://74.125.45.104/search?q=cache:VZPr6mblGSsJ:www.floridakidcare.org/council/mm-1-14-08/FL-CHIS-1-08.pdf+Florida+Children+Health+Insurance+Study&hl=en&ct=clnk&cd=1&gl=us
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Prescribing Advisory Panel that was created by the Legislature in CY 2007. Section 408.0611 

F.S. requires the Agency to establish an informational clearinghouse on the Agency’s website; 
collaborate with stakeholders to create the clearinghouse; and report on the progress to the 
Governor and the Legislature.  While working with various stakeholders, the panel is well aware 
that e-prescribing has lagged behind expectations. Reasons for the slow adoption of technology 
include:  hand-held connectivity limitations in rural areas; hardware / software limitations that 
limit utility to physicians; desktop application restricts office workflow; and the EmPowerRx 
product is not integrated with an office electronic medical record system.   
 
The Agency was also awarded a $1.7 million Transformation Grant to enhance the promotion of 
electronic prescribing by allowing physicians to dispense 10 day starter packs of generic 
medications directly from their offices.  The Gen Rx service can only be made available via 
EmPowerRx with e-prescriptions going to the pharmacy of the patient’s choice.  The balance of 
the first month’s supply and refills are obtained at the pharmacy.  The Agency is in the second 
year of the Transformation Grant, and physician interest in dispensing medication starter packs 
from their offices has proven to be far below expectations.  The initial goal was to have 100 
physicians operational in the GenRx Program by the end of the first year, but fewer than 10 
physicians are participating.  The Centers for Medicare and Medicaid Services (CMS) is aware 
of the low participation rate, and the Agency will not be applying for Grant extension.  The 
program will end in June 2009. 

 
The Medicaid Drug Program pursues a variety of cost containment measures that are designed 
to facilitate Medicaid meeting Objective 1.A: To limit the increase in per-case-month 
expenditures for Medicaid beneficiaries to less than eight percent per year for FY 2009-2010 
through FY 2013-2014.  Over the last 12 months, reimbursed prescription costs as well as net 
cost after rebate have remained stable, and well below increases in the consumer price index 
for pharmaceuticals.  Expansion of the cost containment measures, as described below, will 
help keep the cost of pharmaceuticals comparatively flat over the next 12 months. 

At this time, the Florida Medicaid Drug Program has implemented the following cost 
containment strategies:  (Note:  physicians may submit clinical documentation for patients to 
receive therapies or medications outside the normal parameters that are controlled by the fiscal 
intermediary). 

 In accordance to Food and Drug Administration (FDA) guidelines, dispense quantity 

limits, age limits and dosing limits have been implemented at the fiscal intermediary to 
control excessive utilization. Plan limitations will continue to be developed and 
implemented as new drugs become available or as the need arises. 

 The Preferred Drug List (PDL) has been fully implemented across all therapeutic 
categories of medications, and the prior authorization processes for non-PDL 
medications has matured.  Human immunodeficiency virus (HIV) medications remain 
exempt from the PDL.  Processes for obtaining rebates from the pharmaceutical 
companies are operating in a timely manner. 

 The new fiscal intermediary has technology which will allow the drug program to reduce 
paper-based prior authorizations, and convert them to electronic processes.  The drug 
program has implemented a few of these processes, and is exploring ways to implement 
them on a broader scale. 

 The ―Lock-In‖ Program for beneficiaries who have a history of over-utilization of 
pharmaceuticals has been successful for several years.  This will continue unchanged. 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2008-%3eCh0408-%3eSection%200611#0408.0611
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 The daily activities of the 12 area pharmacists have been restructured to support 
outcomes based medical chart reviews; broader interaction with high volume Medicaid 
prescribers; auditing support for waiver programs; and technical support of e-prescribing. 

 The ―Medication Therapy Management Program‖ authorized in the FY 2006-2007 
General Appropriations Act (GAA) is being implemented, and started generating data in 
FY 2008-2009.  

 
Source: Medicaid Pharmacy Services, August 2008 
http://ahcaweb/medicaid/pdffiles/pharmacy_services_directory.pdf 

 
Disease Management / Other programs 

 
The Florida Medicaid Program was a pioneer in developing and implementing disease 
management initiatives to improve health care for the chronically ill while controlling costs. 
Focusing on prevention, education and increased self-management for Medicaid beneficiaries, 
the Agency contracted with several disease management organizations to provide services for 
various disease states that include HIV/AIDS, hemophilia, diabetes, asthma, hypertension, and 
congestive heart failure. 
 
In May 2006, Medicaid issued an Invitation to Negotiate (ITN) as current disease management 
contracts were expiring. This ITN resulted in a statewide contract with one disease management 
entity instead of multiple vendors and contracts to provide services to individuals with one or 
more of the following disease states:  sickle cell disease, renal disease, congestive heart failure, 
chronic obstructive pulmonary disease, diabetes, hypertension, and asthma.  Due to contracts 
expiring at the end of CY 2008, the State released a Request for Proposal (RFP) for HIV/AIDS 
disease management services in August 2008.  It is anticipated that a new contract for these 
services will begin in the spring of CY 2009.  The State has also contracted with two specialty 
pharmacy vendors to provide factor products and disease management to beneficiaries with 
hemophilia.  These program services began on April 1, 2008.   
  
Since the diseases targeted by disease management initiatives disproportionately affect racial 
and ethnic minorities, disease management initiatives also serve to reduce racial and ethnic 
disparities in health status as well as improve performance on the Agency’s outcome measures.  
 
The Agency is also testing the use of capitated dental plans to increase access to care. The 
Agency selected a vendor to provide capitated dental services to most children enrolled in 
Medicaid in Miami-Dade County. The Agency allows the vendor to provide a financial incentive 
to providers in the plan. The incentives are structured around requirements that providers must 
supply preventive dental services to 60 percent of their enrolled children. 
 
Other steps the Agency is taking to improve purchasing and access to quality services that are 
medically necessary include (Objective 1.D.): 
 

 Continuing to test new delivery systems, such as Provider Service Networks, Minority 
Physician Networks and the Pediatric Emergency Room Diversion project; 

 

 Developing strategies to reduce payment and eligibility errors;  
 

 Redesigning Medicaid’s quality improvement and monitoring activities to improve 
comprehensiveness and coordination of initiatives; 

http://ahcaweb/medicaid/pdffiles/pharmacy_services_directory.pdf
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 Exploring methods for expanding services utilizing existing state and local revenues as a 
base for federal financial participation; 

 

 Reducing costs through selective contracting for some Medicaid services; and 
 

 Exploring and adopting technological solutions for improving efficiency and reducing 
costs. 

 
Source:  Medicaid Health Systems Development, Disease Management Office, August 2008  
 
Long Term Care 
 
Developing new models for long-term-care is critical. Significant reductions in the growth of the 
Medicaid budget will not be achieved without addressing the aged and disabled population.  

Long-term care utilization is greatest among the population aged 85 and over. The 85 plus 
population is expected to grow significantly by CY 2025. Although studies of the elderly suggest 
that impairment levels at each age cohort are diminishing, the decline may not be enough to 
offset the population growth. This, combined with recent court decisions such as the Supreme 
Court Olmstead Decision, which interprets the Americans with Disabilities Act to require that 

alternatives to institutional care be made available to those needing long-term care due to 
disability, puts pressure on federal and state health programs to develop cost effective 
alternatives for those in need of long-term care, including the provision of personal care 
and home health services (Objective 1.E.). 
 
The Agency has done a remarkable job in controlling long-term care costs given its large 
existing elderly population coupled with a 60 percent growth rate over the last decade for 
individuals age 85 and older who are more likely to need nursing home assistance. Florida is 
ranked 42nd out of 50 states in the total number of Medicaid long-term care expenditures. 
Furthermore, Medicaid reimbursement represents a declining share of resident days and 
nursing home occupancy rates.   
 
Growth in the nursing home budget slowed with the expansion of Medicaid alternatives. Even 
so, Florida’s expenditures have been concentrated in nursing home care, indicating that 
additional savings are achievable. By continuing to develop options for serving the frail elderly 
and developmentally disabled in less restrictive settings which are generally less costly than 
residential or nursing home settings, the Agency hopes to meet Objective 1.C: ―To slow the 
growth in long-term care expenditures by converting a portion of the institutional care budget to 
community-based long-term care, by FY 2013-2014.‖ 
 
Source:  Bureau of Medicaid Services, September 2008  

 
Developmental Disabilities 
 

The Agency has been particularly successful in serving individuals with developmental 
disabilities in the community.  As of July 2007, there were 31,410 individuals being served in 
community based options under two federal waivers for persons over the age of three with the 
following disabilities:  an IQ of 59 or less; primary disability of either autism, cerebral palsy, 
spina bifida, or Prader-Willi syndrome; or these conditions in combination with other 
handicapping functional limitations.  Although the waivers have increased the number served, 
there is still a waiting list of 14,538.  Funding was appropriated to offer waiver services to 

http://ahcaweb/medicaid/pdffiles/hsd_directory_080220.pdf
http://www.accessiblesociety.org/topics/ada/olmsteadoverview.htm
http://www.accessiblesociety.org/topics/ada/olmsteadoverview.htm
http://www.accessiblesociety.org/topics/ada/olmsteadoverview.htm
http://ahcaweb/medicaid/pdffiles/medicaid_services_directory.pdf
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individuals identified in a crisis situation and for children in the child welfare system being 
served by the Department of Children and Families for FY 2007-2008.  The waiting list includes 
4,635 individuals (31.8 percent) who are receiving services on the Family and Supported Living 
Waiver but requested to remain on the wait list for services on the when funds become 
available.  
 
The Agency, at the direction of the CY 2007 Florida Legislature, created a four-tiered waiver 
system of care for beneficiaries with developmental disabilities.  Starting in fall 2008 
beneficiaries were assigned to the appropriate tier based on identified service needs and 
historic service utilization. 
 
Finally, the Agency administers the Familial Dysautonomia (FD) Waiver for individuals 
diagnosed with FD, a rare developmental disability.  Consumer and provider enrollment began 
July 2006.   There are currently seven individuals enrolled. 
 
Source:  Bureau of Medicaid Services, September 2008 

  

http://ahcaweb/medicaid/pdffiles/medicaid_services_directory.pdf
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List of Potential Policy Changes Affecting the Agency’s  
Legislative Budget Request 

 
 

Number 
Potential 

Policy 
Changes 

Reference 
LRPP Goals 

The Legislative Budget 
Requests (LBR) 

Affected  

Impact on Policy if LBR 
Request is not 

Approved 

1 None    
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List of Potential Policy Changes that Would Require Legislative 
Action 

 

Number 
Changes in 

Current 
Programs 

Statutory 
Reference 

Changes in 
Current 
Services 

Changes in 
Current 

Activities 

Substantive 
Legislative Action 

Required to Support 
Changes 

1 None     
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 List of All Task Forces and Studies in Progress 

 

NUMBER BILL CITE 
TASK FORCES AND STUDIES 
REQUIRED BY FY 2008-2009 

LEGISLATION 

DIVISION 
ASSIGNED 

1. HB 370  
Page 4 

Web Page 

Personal Care Attendant Program-
Oversight Group 
The oversight group shall include, but 
need not be limited to, a member of the 
Florida Association of Centers for 
Independent Living, a person who is 
participating in the program, and one 
representative each from the Department 
of Revenue, the Department of Children 
and Family Services, the Division of 
Vocational Rehabilitation in the 
Department of Education, the Medicaid 
program in the Agency for Health Care 
Administration, the Florida Endowment 
Foundation for Vocational Rehabilitation, 
and the Brain and Spinal Cord Injury 
Program in the Department of Health  

Medicaid Services 

2. SB 1092  
Page 1-2 

Web Page 

Alzheimer's Waiver Evaluation 
The Office of Program Policy Analysis 
and Government Accountability shall 
conduct an evaluation of comparable 
Medicaid home and community-based-
services waiver programs. The office shall 
consult with the Agency for Health Care 
Administration, the Department of Elderly 
Affairs, appropriate substantive and fiscal 
legislative committees, and other subject 
matter experts to determine which waiver 
programs should be included in the 
evaluation in order to make reasonable 
comparisons. The evaluation shall assess 
whether the waiver programs are more 
effective at delaying or preventing 
participants from entering institutional 
settings and the cost of the waiver 
programs across groups compared to the 
regular Medicaid program. The evaluation 
shall also assess whether specialty home 
and community-based-services waiver 
programs are more effective at keeping 
participants out of institutional settings 
than the broader home and community-
based-services waiver programs and 

Medicaid Services 

http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb0370er.html&Directory=session/2008/Senate/bills/billtext/html/
http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb1092er.html&Directory=session/2008/Senate/bills/billtext/html/
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whether there is a difference in Medicaid 
expenditures per participant on average 
between specialty and broad waiver 
programs. The evaluation shall provide a 
review of the flexibility provided to states 
by the federal Deficit Reduction Act of 
2005 in regard to home and community-
based services and recommend whether 
this flexibility should be used instead of 
providing these services under the 
provisions of current Medicaid home and 
community-based-services waivers.  
The evaluation's findings and 
recommendations shall be submitted to 
the President of the Senate and the 
Speaker of the House of Representatives 
by February 1, 2010. 
 

5. SB 2534  
Page 6-13 
Web Page 

Cover Florida Program 

(4) PROGRAM.--The agency and the 
office shall jointly establish and administer 
the Cover Florida Health Care Access 
Program. 
(b) Guidelines shall be developed to 
ensure that Cover Florida plans meet 
minimum standards for quality of care and 
access to care. The agency shall ensure 
that the Cover Florida plans follow 
standardized grievance procedures. 
(c) Changes in Cover Florida plan 
benefits, premiums, and policy forms are 
subject to regulatory oversight by the 
office and the agency as provided under 
rules adopted by the Financial Services 
Commission and the agency. 
(c) Changes in Cover Florida plan 
benefits, premiums, and policy forms are 
subject to regulatory oversight by the 
office and the agency as provided under 
rules adopted by the Financial Services 
Commission and the agency. 
(5) PLAN PROPOSALS.--The agency 
and the office shall announce, no later 
than July 1, 2008, an invitation to 
negotiate for Cover Florida plan entities to 
design a Cover Florida plan proposal in 
which benefits and premiums are 
specified. 
(a) The invitation to negotiate shall 
include guidelines for the review of Cover 
Florida plan applications, policy forms, 

Medicaid Services 

http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb2534er.html&Directory=session/2008/Senate/bills/billtext/html/
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and all associated forms and provide 
regulatory oversight of Cover Florida plan 
advertisement and marketing procedures. 
A plan shall be disapproved or withdrawn 
if the plan: 1. Contains any ambiguous, 
inconsistent, or misleading provisions or 
any exceptions or conditions that 
deceptively affect or limit the benefits 
purported to be assumed in the general 
coverage provided by the plan; 2. 
Provides benefits that are unreasonable 
in relation to the premium charged or 
contains provisions that are unfair or 
inequitable, that are contrary to the public 
policy of this state, that encourage 
misrepresentation, or that result in unfair 
discrimination in sales practices; 3. 
Cannot demonstrate that the plan is 
financially sound and that the applicant is 
able to underwrite or finance the health 
care coverage provided; 4. Cannot 
demonstrate that the applicant and its 
management are in compliance with the 
standards required under s. 624.404(3); 
or 5. Does not guarantee that enrollees 
may participate in the Cover Florida plan 
entity's comprehensive network of 
providers, as determined by the office, the 
agency, and the contract. (b) The agency 
and the office may announce an invitation 
to negotiate for the design of Cover 
Florida Plus products to companies that 
offer supplemental insurance, discount 
medical plan organizations licensed under 
part II of chapter 636, or prepaid health 
clinics licensed under part II of chapter 
641. 
(c) The agency and office shall approve at 
least one Cover Florida plan entity having 
an existing statewide network of providers 
and may approve at least one regional 
network plan in each existing Medicaid 
area. 
(10) PROGRAM EVALUATION.--The 
agency and the office shall: (a) Evaluate 
the Cover Florida Health Care Access 
Program and its effect on the entities that 
seek approval as Cover Florida plans, on 
the number of enrollees, and on the 
scope of the health care coverage offered 
under a Cover Florida plan. (b) Provide 
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an assessment of the Cover Florida plans 
and their potential applicability in other 
settings (c) Use Cover Florida plans to 
gather more information to evaluate low-
income, consumer-driven benefit 
packages. (d) Jointly submit by March 1, 
2009, and annually thereafter, a report to 
the Governor, the President of the 
Senate, and the Speaker of the House of 
Representatives which provides the 
information specified in paragraphs (a)-(c) 
and recommendations relating to the 
successful implementation and 
administration of the program. 
15. Provide information on a quarterly 
basis to the Legislature and the Governor 
which compares the costs and utilization 
of the full-pay enrolled population and the 
Title XXI-subsidized enrolled population in 
the Florida Kidcare program. The 
information, at a minimum, must include: 
a. The monthly enrollment and 
expenditure for full-pay enrollees in the 
Medikids and Florida Healthy Kids 
programs compared to the Title XXI-
subsidized enrolled population; and b. 
The costs and utilization by service of the 
full-pay enrollees in the Medikids and 
Florida Healthy Kids programs and the 
Title XXI-subsidized enrolled population. 
By February 1, 2009, the Florida Healthy 
Kids Corporation shall provide a study to 
the Legislature and the Governor on 
premium impacts to the subsidized 
portion of the program from the inclusion 
of the full-pay program, which shall 
include recommendations on how to 
eliminate or mitigate possible impacts to 
the subsidized premiums. 
 

8. SB 2654 
Pages 3-4 
Web Page 

Medicaid Waiver or State Plan 
Amendment for Home and Community 
Based Services 
The agency is authorized to seek federal 
approval through a Medicaid waiver or a 
state plan amendment for the provision of 
occupational therapy, speech therapy, 
physical therapy, behavior analysis, and 
behavior assistant services to individuals 
who are 5 years of age and under and 
have a diagnosed developmental 

Medicaid Services 

http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb2654er.html&Directory=session/2008/Senate/bills/billtext/html/
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disability as defined in s. 393.063, autism 
spectrum disorder as defined in s. 
627.6686, or Down syndrome, a genetic 
disorder caused by the presence of extra 
chromosomal material on chromosome 
21. Causes of the syndrome may include 
Trisomy 21, Mosaicism, Robertsonian 
Translocation, and other duplications of a 
portion of chromosome 21. Coverage for 
such services shall be limited to $36,000 
annually and may not exceed $108,000 in 
total lifetime benefits.  
 
The agency shall submit an annual report 
beginning on January 1, 2009, to the 
President of the Senate, the Speaker of 
the House of Representatives, and the 
relevant committees of the Senate and 
the House of Representatives regarding 
progress on obtaining federal approval 
and recommendations for the 
implementation of these home and 
community-based services. The agency 
may not implement this subsection 
without prior legislative approval. 
 

9. HB 5001 
HB 5001-

Appropriations 

Substance Abuse Services 

The agency is authorized to work with the 
Department of Children and Family 
Services and Florida county governments 
to develop a local match program to fund 
these Medicaid specialized substance 
abuse services using local county funds. 
The public revenue funds required to 
match the Medicaid funds for these 
specialized substance abuse services are 
limited to those funds that are local public 
tax revenues and are made available to 
the state for this purpose. As required by 
Medicaid policy, participating counties 
shall make these services available to 
any qualified Florida Medicaid recipient 
regardless of county of residence. 
Payment for these services is contingent 
upon the local matching funds being 
provided by participating counties. 
 
 
 
 
 

Medicaid Services 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
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11. HB 5085  
Page 8 

 
HB 5085 -

 Health Care 

Administrative Claiming/ Educational 
Services.   
The Agency for Health Care 
Administration may develop a 
procurement document and procedure to 
claim administrative federal matching 
funds for state provided educational 
services. The agency shall then 
competitively procure an entity with 
appropriate expertise and experience to 
retrospectively and prospectively 
maximize federal revenues through 
administrative claims for federal matching 
funds for state provided educational 
services. 
 

Medicaid Program 
Analysis 

12. HB 7083   
Page 40-41 

 
CS/HB 7083 -
 Health Care 
Fraud and 

Abuse 
 

Assessment of Home Health Services 
to Dual Eligible Recipients. 

The Agency for Health Care 
Administration shall report to the 
Legislature by January 1, 2009, on the 
feasibility and costs of accessing the 
Medicare system to disallow Medicaid 
payment for home health services that 
are paid for under the Medicare 
prospective payment system for 
recipients who are dually eligible for 
Medicaid and Medicare. 

Medicaid Program 
Analysis 

 
 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20061
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Health Care Regulation 
(Division of Health Quality Assurance) 
 
Deputy Secretary for Health Quality Assurance ......................... Elizabeth Dudek (850) 414-9796 
 

 Assistant Deputy Secretary for Health Quality Assurance Rebecca Knapp (850) 414-9796 

 
Bureaus .................................................................................................... Bureau Chiefs 

 
Health Facility Regulation ........................................................ Jeff Gregg (850) 922-0791 
 
Plans and Construction ....................................................... Skip Gregory (850) 487-0713 
 
Managed Health Care ................................................... Thomas Warring (850) 922-6830 
 
Long Term Care Services ................................................ Molly McKinstry (850) 414-9707 
 
Field Operations .................................................................. Polly Weaver (850) 414-0355 

 
 
Area Offices  Field Office Managers 

 
Area 1/2  ...................................................... Barbara Alford (850) 922-8844 
 
Area 3  .......................................................... Kris Mennella (386) 418-5314 
 
Area 4  ........................................................... Nancy Marsh (904) 359-6046 
 
Area 5/6  ............................................... Pat Reid-Caufman (727) 552-1133 
 
Area 7  ................................................................ Joel Libby (407) 245-0850 
 
Area 8 ........................................................ Harold Williams (239) 338-2366 
 
Area 9/10  ............................................. Arlene Mayo-Davis (561) 480-0156 
 
Area 11 …………………………………………Steve Emling (305)-499-2165 
 

http://ahca.myflorida.com/MCHQ/index.shtml
http://www.fdhc.state.fl.us/MCHQ/index.shtml
http://www.fdhc.state.fl.us/MCHQ/index.shtml
http://www.fdhc.state.fl.us/MCHQ/Health_Facility_Regulation/index.shtml
http://www.fdhc.state.fl.us/MCHQ/Plans/
http://www.fdhc.state.fl.us/MCHQ/Managed_Health_Care/index.shtml
http://www.fdhc.state.fl.us/MCHQ/Long_Term_Care/index.shtml
http://www.fdhc.state.fl.us/MCHQ/Field_Ops/index.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area1_2.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area3.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area4.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area5_6.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area7.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area8.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area9_10.shtml
http://www.fdhc.state.fl.us/MCHQ/Areas/area9_10.shtml
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Health Care Regulation  
(Division of Health Quality Assurance) 
 

 
Goal 2: To maximize the use of Agency resources by increasing the efficiency and 
effectiveness of Agency operations to achieve required outcomes and eliminate unnecessary 
health facility regulations. 
 
Objective 2. A: To receive 50 percent of all facility license renewal applications electronically 

via the Internet within five years. 
 
Service Outcome Measure 2. A: The number of license applications received electronically via 
the Internet. 
 
Service Outcome Measure Projection Table 2. A: 
 
 
Baseline/Year 
FY 2005-2006 
 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Average 
annual 

number of 
renewal 

applications 
 

11,380 
 

569 1,707 3,414 4,552 5,690 

 
Percent 

applications 
received via 

Internet 
 

0% 
 

5% 15% 30% 40% 50% 

 

The Agency currently receives all applications from health care facilities in hard copy, including 
renewals. Each form must be signed and, depending upon the program, some must also be 
notarized before it can be accepted. To accept electronic applications over the Internet, the 
Agency will need to establish a web based linking program connected to FRAES/LicenseEase 
and develop/manage software and individual passwords to enable provider use of such 
programming. Those efforts are currently in process. During the CY 2006 legislative session, 
the Agency secured passage of the Health Care Licensing Procedures Act (Chapter 408, Part II, 
Florida Statutes). This uniform licensure statute, enables the Agency to promulgate rules 
requiring electronic submission of documents. The Agency will use this rule authority to require 
electronic renewal applications via the Internet (Objective 2.A.). For the project to be a success, 
it must also include the ability to accept e-payments from the Internet site. E-applications of this 

http://www.fdhc.state.fl.us/MCHQ/index.shtml
http://election.dos.state.fl.us/laws/06laws/ch_2006-192.pdf
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type have met with success in other states as well as in other Florida agencies; most notably, 
the Department of Business and Professional Regulation, as well as in the Agency’s own 
Background Screening System.  The Agency is making progress more slowly than originally 
anticipated with its e-gateway programming to implement on-line licensure applications.  
Pending success of the FY 2009-2010 legislative budget request, it is reasonable to expect the 
system will be implemented by CY 2010.  Consequently, we anticipate a 50 percent e-renewal 
application rate by FY 2013-2014. 
 
Objective 2. B: To reduce the volume of Health Facility Regulation public record requests 
handled using Agency resources (AHCA staff time and contract staff time) by 50 percent by FY 
2010-2011. 
 
Service Outcome Measure 2. B: The number of public records requests handled by AHCA 

Division of Health Quality Assurance. 
 
Service Outcome Measure Projection Table 2. B: 
 

 
Baseline/Year 
FY 2003-2004 

 

 
 

FY 2009-2010 
 
 

 
 

FY 2010-2011 

 
 

FY2011-12 

 
 

FY 2012-2013 

 
 

FY 2013-2014 
 

 
Number of 

public record 
requests 

handled by the 
Division of 

Health Quality 
Assurance 

 
3,723 

 

 
2,234 

 
 
 
 
 

 
       1,862 

 
 
 
 
 

Completed in 
previous year     

 
 
 
 
 

Completed in 
previous year     

 
 
 
 
 

Completed in 
previous year     

 
Percentage 
reduction in 
the public 
records 
requests 

handled by the 
Division of 

Health Quality 
Assurance 

 

40% 

 
 
 
 
 

50% 

 
 
 
 
 

Completed in 
previous year     

 
 
 
 
 

Completed in 
previous year     

 
 
 
 
 

Completed in 
previous year     

 

This service measure relates to streamlining the operations of Agency staff to enable increased 
productivity within existing FTE resources. Failure to streamline operations will result in the 
need to increase staffing in order to meet the increasing demands of licensure and regulation 
programs. Automation of document management is one way in which streamlining will be 
accomplished. All three segments of a new automated document management system have 
been implemented in the Division of Health Quality Assurance.  The system is so new that 
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significant results will not be experienced until FY 2009-2010.  In the interim, we have seen a 
reduction to 2,929 in the numbers of public information requests made to the division.  Most 
such requests continue to come into the long term care services area.  On average, responses 
to public information requests are completed in less than 15 days. 

 
Objective 2. C: To increase to 60 percent the percentage of managed care plans that meet the 
statewide average on each reported measure by FY 2013-2014. 
 
Service Outcome Measure 2. C: The percentage of health care plans that reach or exceed 
the statewide average each year on the reported HEDIS measures. 
 
Service Outcome Measure Projection Table 2. C: 
 

 
Baseline/Year 
FY 2000-2001 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 

Percentage of 
Medicaid 

HMOs that 
reach the 
statewide 

average on 
the reported 

HEDIS 
measures 

 
53.0% 

 

40% 45% 50% 55% 60% 

 
In January 2008, the External Quality Review Organization, Health Services Advisory Group, 
reported results on 15 HEDIS measures for the CY 2006, reported by the 12 Medicaid HMOs in 
2007:  
 

 Evaluation of data based on the Florida Medicaid weighted average of nine measures 
revealed that on two of the measures, 50 percent or more of all plans reporting reached or 
exceeded the Florida average. 

 

 On the other seven measures, less than 50 percent of all plans reached or exceeded the 
Florida average. 

 

 Of 15 measures, five (33.3 percent) fell between the national 10 th and 25th percentile: 
 

 Six measures (40 percent) fell between the 25th and 50th percentiles 
 

 Three measures (20 percent) fell between the 50th and 75th percentiles 
 

 One measure (6.7 percent) fell between the 90th and 100th percentiles 
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Objective 2. D: To increase the numbers of fully operational Health Flex plans to 20 by  

FY 2013-2014. 
 
Service Outcome Measure 2. D: The numbers of Health Flex plans that are fully operational at 

the end of FY 2013-2014. 
 
Service Outcome Measure Projection Table 2. D: 

 
 

Baseline/Year 
FY 2003-2004 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 

The number of 
approved, fully 

operational 
Health Flex 

plans 
 
4 
 

7 10 15 17 20 

 
During the CY 2004 session of the Florida Legislature, legislators spent significant amounts of 
time working on and passing House Bill 1629. As it expanded the option to implement Health 
Flex Plans statewide, the Agency anticipated working to approve additional plans over the next 
five years. One additional plan was approved during FY 2005-06; however, since then, one plan 
has left the program. In FY 2007-2008, Senate Bill 2534 revised section 408.909, Florida 
Statutes, to expand coverage of certain employer groups up to 300 percent of the poverty level 
and extend applicability of Health Flex Plans into CY 2013 from the original ending date of CY 
2008.  Consequently, we extended the time frame to meet our goal of 20 plans to FY 2013-2014 
(Objective 2.D).   
 
As of August 2008, there were only four operational Health Flex plans. Of the four plans, only 
two can be considered successful. Provider and consumer interest in the establishment of these 
plans has been low. The only Health Flex Plans that have acceptable enrollment levels receive 
significant subsidies from the counties where they are located and from other health care 
providers. Initial perceptions that these plans could be fully funded by member premiums proved 
incorrect. Last year, the Division indicated this objective would be eliminated this year unless 
additional Health Flex Plans materialized. During the CY 2008 Legislative session, the law was 
amended to increase the income level of eligible enrollees from 200 percent of the poverty level 
to 300 percent. This program change should encourage additional enrollment.  In fact, one of 
the existing plans (American Care) currently restricted to Miami-Dade County, has applied to 
offer the Health Flex Plan in Polk, Broward, Palm Beach and Hillsborough counties.  In addition, 
the health flex plan program has been extended from July 2008 to July 2013. 

http://www.myfloridahouse.com/Sections/Bills/billsdetail.aspx?BillId=14603&BillText=1629&HouseChamber=H&SessionId=36&
http://www.flsenate.gov/data/session/2008/Senate/bills/billtext/pdf/s2534er.pdf
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC909.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20909#0408.909
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Linkage of Agency Goals and Programs to Governor’s Priorities 
 

  
Governor’s Priorities and Goals 
 

Agency Goals and/or Programs 

1.  Protecting Our Communities 
 

 

2.  Strengthening Florida’s Families 
 

 

3.  Keeping Florida’s Economy Vibrant 
 

. 
 

4.  Success for Every Student 
 

 

5.  Keeping Floridians Healthy 
 

Goal 2: To maximize the use of Agency 

resources by increasing the efficiency and 
effectiveness of Agency operations to 
achieve required outcomes and eliminate 
unnecessary health facility regulations. 

6.  Protecting Florida’s Natural Resources 
 

 

 
Goal 2 links to the Governor’s priority of Keeping Floridians Healthy, including consumer driven 
healthcare; improving health care through innovation; and working to create standards for best 
practices to improve outcomes in all healthcare settings. With the increasing consumer 
awareness created by Internet access come an increase in consumers’ perceptions of need for 
government intervention into the activities of regulated providers. Since resources are limited by 
budgetary constraints and competing priorities, there is little ability to increase staffing to 
address the increasing demand for services. Consequently, one of the Agency’s top priorities is 
to increase the efficient use of resources for the provision of statutorily required services. These 
services include requirements to approve, inspect and/or survey and investigate complaints 
against health care facilities and health maintenance organizations mandated by Chapters 381, 
383 390, 391, 394, 395, 400, 408, 409, 429, 483, and 641, F.S. In the case of some facilities, 
such as nursing homes and hospitals, the Agency must also meet federal requirements for 
survey completion.  
 

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0381/titl0381.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0383/titl0383.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0390/titl0390.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0391/titl0391.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0394/titl0394.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0395/titl0395.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0400/titl0400.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0408/titl0408.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0409/titl0409.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0483/titl0483.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0641/titl0641.htm
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Trends and Conditions Statement 
 
The Goal of the Division of Health Quality Assurance is to maximize the use of Agency 
resources by increasing the efficiency and effectiveness of Agency operations to achieve 
required outcomes and eliminate unnecessary health facility regulations. 
 
National Trends Are Mirrored or Enhanced in Florida 
 
In accordance with the Deficit Reduction Act, in mid 2006, the Centers for Medicare and 
Medicaid Services (CMS) announced it was investigating ways to reduce or eliminate the 
occurrence of ―never events‖—serious and costly errors in the provision of health care services 
that should never happen.  ―Never events,‖ like surgery on the wrong body part or mismatched 
blood transfusions, cause serious injury or death to beneficiaries and result in increased cost to 
the Medicare program to treat the consequences of errors.  Never events, at least initially, would 
be based on those defined by the National Quality Forum as Serious Reportable Adverse 
Events.  The Deficit Reduction Act allowed the CMS, beginning in FY 2008-2009, to adjust 
payments for hospital acquired infections.  On July 31, 2008, CMS announced new Medicare 
and Medicaid payment and coverage policies to improve safety for hospitalized patients.  The 
Inpatient Prospective Payment System FY 2008-2009 final rule expands the list of selected 
hospital-acquired conditions that will have Medicare payment implications beginning October 1, 
2008. CMS issued a State Medicaid Director letter outlining the authority of State Medicaid 
Agencies to deny payment for selected hospital acquired conditions. Florida is considering 
payment measures to curb medical errors with Medicaid payment policies. 
 
Florida is at the forefront of the quest to initiate electronic health records with requests pending 
for grants for a point of care model electronic health records program. 
 
Florida currently has the largest percentage of population over 65 years of age in the United 
States.  However, the use of hospitals and nursing homes in Florida by those 65+ is among the 
lowest in the nation and is declining.  Growth in Florida’s 85+ populations in the 11 Agency–
defined areas of the state will mean that the 85+ population in the eight of the 11 areas will 
more than double by CY 2030. (Mapping the Future: Estimating Florida’s Demand for Aging 
Services 2008-2030, Larson Allen LLP). 

 
In a reversal of the trend to privatize seen in Florida over the eight years of the Bush 
Administration, a trend toward bringing privatized functions back into state agencies to enable 
cost savings may be emerging.  Recent media articles speak to the decision of the Department 
of Veterans’ Affairs’ to drop their PhyAmerica Government Services contract in three nursing 
homes for nurse aide and food worker staffing.  Instead, the facilities will employ state workers 
in these jobs, hiring those currently working for the contractor in as many cases as possible.  
According to the Department, using state workers in these jobs is more cost effective, provides 
better quality care for the residents and the employees get better benefits.  Similarly, believing 
that services will improve with the return to in-house provision, the division has developed a 
budget request to bring that portion of the call center charged with facility complaint intake back 
into the Agency. 

 
Health Care Facilities, Staffing, and Licensure Issues 
 
The Agency licenses, investigates, reviews, evaluates, monitors, and surveys facilities and 
approves facilities’ construction plans, while it works to decrease the numbers of facilities in 
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which deficiencies pose a serious threat to health, safety and welfare of Floridians. In doing so, 
the Agency promotes a spirit of cooperation and involvement with a complex array of 
stakeholders that includes the provider community, associations and advocacy groups. 

Statutory authority for regulation of health care facilities exists under Chapters 381, 383, 390, , 
395, 400, 408, 429 and 483, F.S. These chapters cover facility types ranging from hospitals, 
health care clinics and adult day care centers to prescribed pediatric extended care centers, 
skilled nursing facilities and clinical laboratories. 
 
Nurse Staffing Shortages 
 

Nurse staffing shortages and shortages in available specialty physicians continue to affect 
health care in Florida. According to the Florida Hospital Association’s most recent survey 
(January 2007), (full report) 11 percent of the registered nursing positions in Florida hospitals 
were vacant in June 2006. While this statistic trended down to 8.2 percent in 2005, it has now 
begun trending upward once again. In North Florida, the vacancy rate was up to 14 percent! 
Turnover statistics also increased back to 13 percent, which was above the last high level noted 
in 2003. Florida must be particularly vigilant in its recruitment and retention efforts because of 
the State’s large senior population. State agencies find themselves in stiff competition for staff 
with the facilities they regulate. To address the nursing shortage in Florida, hospital providers 
(the primary employers of nurses) offer competitive salaries and sign-on bonuses. Agency staff 
members are clearly prime candidates for facility positions since they not only possess clinical 
credentials and skills but also have regulatory expertise and can provide guidance to providers 
regarding regulatory compliance. Furthermore, staff members are required to complete 
comprehensive training while employed with the Agency, which represents an expenditure that 
is not recoverable.  Survey staff members receive offers from health care providers that are 
often well above—sometimes even double--their current surveyor salaries. 
 
As of July 27, 2008, the field offices where the majority of health quality assurance nurses are 
employed, had a 12.5 percent vacancy rate for registered nurses as compared to a 9.4 percent 
vacancy rate for all other types of field office staff.  This rate compares favorably with last year’s 
vacancy rate, which was 14.2 percent, possibly reflecting the recent downturn in the economy.  
Efforts are in process to increase salaries for nurse surveyor positions through a legislative 
budget request.  The CY 2008 Legislative session will be the third year in which this request has 
been made. Nurse surveyor staff members are on call 24/7/365 and salaries are not 
commensurate with the level of their responsibilities.   
 
A recent review of surveyor salaries in the U.S. has indicated that the starting surveyor salary in 
Florida is among the lowest in the nation; the disparity of starting surveyor salaries between 
Florida and other states is as much as $40,000. The average salary for existing nurses in 
Florida facilities is $60,000 and higher depending on experience and location, while the average 
nurse surveyor salary is approximately $44,000 annually. In addition, the median salary for 
contract nurses in the hospital setting is $45 per hour (over $93,000 annually). Private sector 
benefits, including salaries and bonuses have surpassed what is available through the current 
state agency staffing/rate scheme.  During the CY 2007 Legislative Session, the Agency filed a 
legislative budget request to increase salary levels for the field survey staff. That request would 
have brought starting salaries of registered nurses to a minimum of $50,000. The budget 
request was not successful. 

Long Term Care Facilities 
 
Florida’s population potentially in need of long term care is significantly greater than that of other 
states. Our over-85 population is almost double the national average and the annual growth of 

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0381/titl0381.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0383/titl0383.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0390/titl0390.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0395/titl0395.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0400/titl0400.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0408/titl0408.htm
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0483/titl0483.htm
http://www.fha.org/06nursestaffingreport.pdf
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Florida’s low-income elderly population is eight times the average. Through its licensure 
program the Agency will continue to take administrative action against nursing homes with 
serious deficiencies. The Agency does not anticipate that this will have fiscal implications, as the 
overall occupancy rate of nursing facilities in Florida for the CY 2007 was 88.05 percent, down 
by 0.17 percent from the prior year. As of March 1, 2008, there were 79,214 licensed and 1,367 
approved community nursing home beds in Florida. This represents practically no change from 
the prior year’s total available beds. Medicaid occupancy for CY 2007 was 60.62 percent; six-
month occupancy was 61.09 percent during the period July 2007 through December 2007. Total 
occupancy for the second half of that calendar year was down by nearly one percent from 88.50 
percent to 87.60 percent. 
 
Overall, Florida’s facilities are still improving in some respects. For FY 2007-2008, the most 
recent year for which complete information is available, conditional days in nursing homes 
declined to 3,656, down by nearly 69 percent from their high of 11,670 in FY 2000-2001. More 
oversight and more open communication between the Agency and providers, including joint 
training sessions provided in part by Florida’s Quality Improvement Organization, have 
enhanced improvements in all types of facilities—but nursing homes are the most obvious 
example. Although the Agency had, by June 30, 2005, met its objective to reduce conditional 
days by 50 percent, it will continue these efforts and the quality assurance program will remain 
fully operational. 
 
The Agency is required to report annually to the Legislature on adverse incidents and to publish 
a semi-annual report on nursing homes regarding notices of intent (NOI) reported, regulatory 
deficiencies cited and federal quality information. The FY 2007-2008 report, entitled ―Nursing 
Home and Assisted Living Facility: Adverse Incidents and Notices of Intent,‖ specifically notes 
the following: 
 

July 1, 2007 to June 30, 2008 
o 3,928 reported adverse incidents occurring with associated outcomes. 
o 17 on-site visits to nursing homes and 12 on-site visits to assisted living facilities 

specifically in response to adverse incidents requiring investigations.  These surveys did 
not result in findings of any Class I & II deficiencies. 

o 70 practitioner cases opened by the Department of Health in response to adverse 
incident reports resulting in 33 license revocations or suspensions. 

 
Comments 

o Adverse incident and liability claim information currently available is self-reported and is 
not subject to verification or audit.   

o All data reported are based upon the information received by the Agency from nursing 
homes and assisted living facilities unless otherwise indicated.   

 

Adverse incident reporting enables Agency staff to observe the facility's risk management 
process without being on-site. Risk management is a facility’s mechanism to identify problem 
areas, to enhance resident safety and prevent recurrence of adverse events.  
 
Figures 2.1 and 2.2 show the trends in the top five Nursing Home and Assisted Living Facilities’ 
outcomes over time. Note that, for both nursing homes and assisted living facilities, preventable 
negative outcomes, such as transfers to higher levels of care, fractures and abuse/neglect have 
trended downward or remained relatively steady over the years from FY 2001-2002 through FY 
2007-2008. 

http://ahca.myflorida.com/Publications/forms/2006AnnualReportFinal.pdf
http://ahca.myflorida.com/Publications/forms/2006AnnualReportFinal.pdf
http://ahca.myflorida.com/Publications/forms/2006AnnualReportFinal.pdf
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Figure 2.1:  Top Five Nursing Home Outcomes Over Time 
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Figure 2.2:  Top Five Assisted Living Facility Outcomes Over Time 

 
There is a federal side to the nursing home quality assurance program as well. The Government 
Performance Results Act of 1993 was intended to improve the confidence of the American 
people in the capability of the Federal Government by systematically holding Federal agencies 
accountable for achieving program results. To that end, the Act required initiation of a series of 
pilot programs setting program goals, measuring program performance against those goals and 
reporting publicly on the outcome. The two goals chosen for nursing homes include the 
percentage of pressure ulcers in the nursing home population and the percentage of residents 
in restraints. Florida is making steady progress with both goals.  Pressure ulcer incidence is 
down from 9.7 percent in the third quarter of CY 2003 to 8.3 percent in the second quarter of 
2008.  Restraint use is down from 9.3 percent in the third quarter of 2003 to 6.5 percent in the 
second quarter of CY 2008.   
 
Another plus for Florida is that a variation of Florida’s nursing home five-star rating system is 
currently under consideration as an improvement for use on the federal Nursing Home Compare 
web site maintained by the Centers for Medicare and Medicaid Services.  

 
Certificates of Need 
 

Activity in the Certificate of Need (CON) program has generally trended down due to a 
moratorium on the approval of new community nursing home beds and the deregulation of most 
types of hospital bed additions. The five-year moratorium on new nursing homes began in CY 
2001 and was extended for another five years in CY 2006. Beginning in July 2004, most types 
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http://www.whitehouse.gov/omb/mgmt-gpra/gplaw2m.html
http://www.whitehouse.gov/omb/mgmt-gpra/gplaw2m.html
http://www.whitehouse.gov/omb/mgmt-gpra/gplaw2m.html
http://www.medicare.gov/NHCompare/Include/DataSection/Questions/SearchCriteria.asp?version=default&browser=IE%7C7%7CWinXP&language=English&defaultstatus=0&pagelist=Home&CookiesEnabledStatus=True
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of hospital bed additions, which previously required full CON review, now require a simple 
notification to the Agency. 

 
Between CY 2003 and CY 2006, the most common type of application reviewed by the Agency 
was for long term care hospitals. These specialized facilities, which mostly serve long-stay post-
acute patients who are funded by Medicare, have submitted CON applications for many areas 
around the state. A Medicare moratorium on new long term care hospitals through January 1, 
2011, has slowed the interest in filing CON applications. 

 
The CON program also staffed a FY 2005-2006 technical advisory group on the development of 
licensure standards for hospital-based adult interventional cardiology programs. The group was 
charged with envisioning an outcome-oriented reporting system that would become a part of the 
regulation of all hospitals wishing to provide open heart surgery, angioplasty or other adult 
interventional cardiology services. The advisory group provided clinical direction on the content 
of administrative rules for licensure of adult cardiovascular services. Previous attempts to 
promulgate rules were subjected to challenges; however, when the rules are finalized, there will 
be no more CON review of adult open heart surgery programs.  At this time, the rules are under 
review at the Division of Administrative Hearings and further progress is pending the decision of 
the administrative law judge. 
 
Additional revisions to the CON law occurred during the CY 2008 Legislative session, becoming 
Chapter 2008-29, Laws of Florida. The revised statutes streamline the CON process for new 
acute care hospitals, particularly with respect to the litigation that generally follows Agency CON 
decisions.  Revisions require a CON application for a new general hospital to contain a detailed 
description of the project, statement of purpose and need. The project location as well as its 
service areas must be identified by zip code. The primary service area is defined as the zip 
code areas comprising 75 percent of the hospital’s discharges with the remaining being the 
secondary service area.   
 
Except for competing applicants, a hospital must submit a detailed written statement of 
opposition to the Agency and the applicant in order to be eligible to challenge the Agency’s 
decision. The bill provides for an administrative hearing related to a CON application for a 
general hospital to begin within six months and prohibits granting of a continuance unless there 
is a finding of extraordinary circumstances by the administrative law judge. If the party appealing 
the final order is unsuccessful, that party must pay all attorney’s fees and costs, up to $1 million. 
The party appealing a final order must post a bond in the amount of $1 million. The Agency is 
not liable for any other party’s attorney’s fees unless the court finds that the Agency violated the 
Administrative Procedures Act.   
 
The Agency has considered expansion of CON revisions to other types of projects, but has 
determined expansion is not feasible until it can determine whether the new law is effective.  

 
Consumerism, Technology, Public Information and Document Management 
 
The 2004 Affordable Health Care for Floridians Act (Chapter 2004-297, Laws of Florida) 
expanded the notion of ―transparency‖ to the costs and quality indicators for hospitals. The 
Florida Center for Health Information and Policy Analysis implemented Florida Compare Care in 
FY 2005-2006, the first time such information had been required by law in any state. Florida 
Compare Care is now Florida Health Finder—and its improved utility has been remarkable. 
 

http://laws.flrules.org/files/Ch_2008-029.pdf
http://election.dos.state.fl.us/laws/04laws/ch_2004-297.pdf
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Figure 2.3 show that consumer complaints about health care facilities are trending upward, not 
necessarily because there are more problems in health care facilities, but often because 
consumers are more capable of using the Internet to obtain information than in the past. 
Complaints coming into the Division for review and potential investigation have increased 
substantially over the past eight years, rising from 5,792 to 7,921.  Increasing numbers of 
complaints place additional resource requirements upon the Agency. Sources of complaints 
include not only individual consumers, but also other state agencies and the media. 
 

Figure 2.3 NUMBER OF CONSUMER COMPLAINTS AGAINST HEALTH CARE 
FACILITIES – FY 2000-2001 THROUGH FY 2007-2008 
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investigation systems are effective. In the past, the Agency improved the efficiency of 
operations by consolidating area offices and allowing tele-working. Such consolidation enabled 
staff and office space reductions; however, it did not improve efficiency of handling the 
documents and paper files that are so much a part of the licensure and regulatory effort. In 
addition to the need to survey, license and regulate facilities, the Agency is tasked with 
responding to public information requests filed under chapter 119, F.S., and the Federal 
Freedom of Information Act, 5 USC § 552, for all the programs and facilities it regulates. This 
responsibility has grown in complexity over time, and in FY 2007-2008, the Division received 
2,929 public information requests (Objective 2.B).  
 
As demonstrated repeatedly by the failure of legislation to restrict public access to records held 
by state agencies and by efforts to expand the types of information available to the general 
public, Florida’s citizens have a fundamental interest in obtaining Agency records they believe 
would be useful in securing and managing their health care. In addition, as a result of the 
increasingly litigious environment in which we operate, attorneys and others knowledgeable 
about the value of such records tend to request significant numbers of public records on behalf 
of their clients.  
 
In the past, the Agency used a contractor to redact and scan documents deemed available for 
public information for submission to the requestors. Over time, the costs for such requests have 
increased substantially and a significant amount of staff time is spent to pull, redact, copy and 
re-file reams of paper documents. Often, multiple sequential requests will be made for the same 
documents, necessitating duplication of effort.  
 
To streamline this process, the Agency developed its own document management system, for 
which third year funding in the amount of $449,251 was obtained in FY 2006-2007. By the time 
this project was completed in FY 2007-2008, it effectively placed all of the records of the 
Division of Health Quality Assurance into an electronic format. The system enables the Agency 
to establish electronic scanning, redaction and storage of documents for easy retrieval and 
response to public records requests. Beginning in FY 2008-2009, redacted documents were 
available on the Internet. Over time, implementation of this system will enable the Agency to 
reduce storage facility costs, contracted redaction and scanning services, and the labor 
associated with pulling and re-filing documents. 
 

Public Information 
 
As part of on-going efforts to promote transparency in health care, the Agency now includes 
health care facilities’ and providers’ inspection reports on its Web site.  The site incorporates 
regular inspections and complaint investigation reports for health care facilities and providers 
regulated by the Agency. The inspection reports reflect regulatory violations found during an 
Agency inspection.  
 
Health care facilities and providers are routinely inspected according to statute to ensure that 
providers operating in compliance with applicable Florida Statutes, Florida Administrative Code 
and applicable federal regulations, in a manner that protects the health and safety of their 
residents or patients.  Access these documents at: http://ahcaxnet.fdhc.state.fl.us/dm_web .  
 
In an additional effort to streamline operations, the Agency plans to offer provider facilities the 
opportunity to renew their licenses online (Objective 2.A). This requires the technology to create 
an online identity management application as well as new programming. The Agency is still in 
the planning stages on this initiative.   

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0119/titl0119.htm
http://www.usdoj.gov/04foia/foiastat.htm
http://ahcaxnet.fdhc.state.fl.us/dm_web
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Disaster Preparedness 
 
In CY 2006, Florida’s legislature passed a significant emergency management bill, House Bill 
7121 Web Page, which became Chapter 2006-71, Laws of Florida. Among other things, the bill 
established a framework for emergency management and response that included requirements 
affecting home health agencies, nurse registries, home medical equipment providers and 
hospices. Although the requirements placed on the Agency are already operational, Part III of 
Chapter 252, F.S., formalized some of the details of Agency assistance with emergency 
response to nursing homes.    
 
Hurricanes that devastated Florida in CY 2004 and CY 2005 led to the development of an on-
line tracking system for emergency situations. This system, called the Emergency Status 
System (ESS), has developed over a three-year period into an effective on-line tracking system 
for hospitals, nursing homes, assisted living facilities, end-stage renal disease facilities, 
intermediate care facilities for the developmentally disabled, crisis stabilization units and 
residential treatment facilities to enter their own status reports before, during and after an 
emergency situation. The system contains information on emergency contacts, status of 
facilities with respect to evacuation planning and implementation, electrical power, water 
systems, facility damage, facility accessibility, needs and available beds in non-evacuating 
facilities for those that must move their residents and patients.  During CY 2007 and CY 2008, 
additional modifications were made to this system, one of which will allow analysis of 
transportation needs when facilities evacuate prior to an anticipated disaster, such as a 
hurricane.  Recent indications are that the system is gaining acceptance in the provider 
community.  Note participation statistics in Figure 2.4 as of August 4, 2008. There were 4,837 
facilities eligible to use ESS, of which 2,617 are participating in the program. 

http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=hb712106er.html&Directory=session/2006/House/bills/billtext/html/
http://election.dos.state.fl.us/laws/06laws/ch_2006-071.pdf
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0252/titl0252.htm&StatuteYear=2008&Title=%2D%3E2008%2D%3EChapter%20252
http://ahca.myflorida.com/MCHQ/Emergency_Activities/Files/ESSOverviewnew.pdf
http://ahca.myflorida.com/MCHQ/Emergency_Activities/Files/ESSOverviewnew.pdf
http://ahca.myflorida.com/MCHQ/Emergency_Activities/Files/ESSOverviewnew.pdf
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Figure 2.4    ESS Providers / Online Participation 
 

Provider Type 
Percent of 
Provider 

Type 

Number of 
Participating  
Providers of 

Type 

 
Total 

Providers of 
This Type 

Hospitals 97.9% 280 of 286 

Inpatient Hospices 96.4% 53 of 55 

Intermediate Care 
Facilities/DD 

90.3% 93 of 103 

Nursing Homes 94.2% 631 of 670 

Crisis Stabilization Units 80.9% 55 of 68 

Dialysis Facilities 63.8% 196 of 307 

Residential Treatment 
Centers 

52.3% 23 of 44 

Assisted Living Facilities 39.8% 1,066 of 2,676 

Transitional Living Facilities 41.7% 5 of 12 

Adult Family Care Homes 23.4% 122 of 502 

Homes for Special Services 100.0% 1 of 1 

VA Hospitals 28.6% 2 of 7 

 
The Agency has little doubt that, if emergency situations arise in the future, ESS will attract 
more users, particularly since it has been used not only for hurricane disasters but also for the 
wildfire situations occurring in early CY 2008 in Florida. 
 
Managed Health Care Operations 

 
Chapter 641, F.S., gives the Agency joint responsibility with the Department of Financial 
Services, Office of Insurance Regulation (OIR), for regulating managed care organizations. As 
of December 2007, there were 35 licensed Health Maintenance Organizations (HMOs), down 
from 38 in 2006. However, as of August 2008, three new applications are pending. 
 
The following statistics are based on data available for these 35 HMOs. Based upon the most 
recent available Agency and OIR data reports, the enrollment in Florida's HMOs declined from 
4.5 million in CY 2001 to 3.5 million in June 2008.  WellCare had the largest market share with 
541,712 enrollees, including the two Medicaid plans HealthEase and Staywell, followed by 
Aetna with 536,283 enrollees and Humana with 462,227. HealthEase generally reports separate 
enrollment figures to the Agency and OIR, although they are wholly owned subsidiaries of the 
same parent organization.  
 
The decline in enrollment did not negatively affect the profitability of Florida's HMOs. In the 4th 
quarter of CY 2007, Florida’s HMOs reported an overall net income of $640.3 million, up from 
$626 million in the 4th quarter of CY 2006 (Florida Hospital Association, data brief CY 2008).  
 

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0641/titl0641.htm
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As of December 2007, 21 of the HMOs offered commercial managed care, 26 provided a 
Medicare product and 14 offered Medicaid plans. Eight HMOs offer all three product lines. 
 
There has been an increase in Medicaid HMO enrollment partially reflective of the 
implementation of the Medicaid Reform Program that required most managed care eligible 
recipients to move from MediPass enrollment to a managed care organization. Medicaid 
enrollment increased from 711,255 in December 2006, to 787,344 in July 2008 (Agency internal 
reports).  HealthEase and Staywell, both product lines of WellCare, had the largest market 
share with 384,437 enrollees or 48.8 percent of the total.  
 
Medicaid HMOs reported operating income of $104.7 million in CY 2007 compared to $95.8 
million in CY 2006 for the Medicaid product line only. The consolidated HMO operating income 
for the 14 Medicaid HMOs over all product lines grew from $107.3 million in CY 2005 to $271.4 
million in CY 2007. 
 

Since implementation of the mandatory requirement for placement of most Medicaid patients in 

MediPass or in managed care plans (Section 409.9122, F.S.), the Agency has been concerned 

with the issue of assessing care quality in commercial and Medicaid managed care plans and 
MediPass. The Agency has collected required Health Plan Employer Data and Information Set 
(HEDIS) quality of care measures from all HMOs since these requirements became effective 
during CY 2000. All HMOs have to be accredited by a national accreditation organization 
approved by the Agency. Medicaid HMOs have to report additional quality of care data as 
specified in the Medicaid HMO contract.  
 
One of the outcome measures the Agency will concentrate on over the next five years is to bring 
individual health plans up to the current statewide averages on selected Health Employer Data 
and Information Set (HEDIS) measures (Objective 2.C). The Florida Center for Health 
Information and Policy Analysis collects 25 indicators on quality of care that are rotated 
annually. Each year, the managed care plans are required to report data on five indicators 
selected by the Agency. In the past, the Agency’s published report card containing these 
indicators measured the size of an eligible population that had received specific types of care. In 
CY 2004, the Agency revised the published rating system for these indicators. The Agency 
calculated the average score for each indicator over all plans. Plans were then given check 
marks from one to five based upon their ranking in relation to the average score. Beginning in 
CY 2006, the External Quality Review contractor reviewed the Agency’s HEDIS measure and 
published reports comparing HMOs on these measures.  The report contains comparisons to 
Medicaid national standards as well as Florida specific average scores. 
 
Florida law specifies that subscribers dissatisfied with the care provided by an HMO or denied 
care, have the right to access an HMO’s internal grievance process. If the subscriber is not 
satisfied with the outcome of the HMO’s internal grievance process, he/she has the right to 
access an external appeal process. Currently, the external consumer grievance process 
employed by the state uses the Subscriber Assistance Program mandated under Section 

408.7056, F.S. In FY 2007-2008, this program reviewed more than 526 cases. The availability 

of the Internet as a research tool has made HMO subscribers generally more informed, 
confident, and knowledgeable consumers. As a result, cases brought before the Subscriber 
Assistance Panel involving medical necessity, experimental procedures, and unusual treatment 
protocols are more complex than ever. The use of specialist physicians as members of the 
panel has allowed panel members to focus on highly complex medical issues. Other trends 

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0409/SEC9122.HTM&Title=-%3e2004-%3eCh0409-%3eSection%209122#0409.9122
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC7056.HTM&Title=-%3e2004-%3eCh0408-%3eSection%207056#0408.7056
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include increases in cases that involve drug formularies, physical, occupational and respiratory 
therapies and contract interpretations. This latter trend appears to have evolved from the 
industry consolidation in the managed health care market. HMOs disputing the findings of the 
external grievance program can appeal the decision to the Division of Administrative Hearings.  
 
In addition to the Subscriber Assistance Panel, the Agency has a call center to register HMO 
complaints. However, emphasis shifted from resolving problems to requiring the managed care 
plans, which are paid for problem resolution, to provide appropriate services to their 
subscribers. While the Agency still tracks complaints, it requires individual and plan 
responsibility for health care needs and decisions. These policy changes appear to have 
resulted in improved accountability on the part of the managed care organizations. The Agency 
has been assisted in this regard by volunteer organizations known as District Managed Care 
Ombudsman Committees, which serve as consumer advocates to assist consumers with 
obtaining services from their HMOs. 
 
To give providers an opportunity to dispute insurance claim payments, the Legislature 
established the Statewide Provider and Managed Care Organization Claim Dispute Program in 
CY 2001. This program is operated by a private contractor, Maximus, selected by the Agency to 
resolve claims disputes between providers and HMOs, prepaid health plans, exclusive provider 
organizations, and other major health insurers. Organizations disputing the findings of the 
dispute resolution program can appeal the decision to the District Court of Appeals. All program 
costs are borne by the parties involved in the disputes. This program handled a total of 174 
cases in CY 2004, 175 cases in CY 2005, 59 cases in CY 2006, and 15 cases in CY 2007  
Initially successful as a review option, it appears that the cases being sent to Maximus are 
trending sharply downward.  Of the 15 cases processed in 2007,  
 

 Five cases were returned to the filing entities because they did not meet the review 
criteria;  

 

 Two providers submitted incomplete information and the cases were returned;  
 

 One case was withdrawn by Maximus because the case was not within its jurisdiction; 
 

 One case was withdrawn by the filing entity prior to completion of the full review; 
 

 Two cases were settled prior to the full review; 
 

 Two cases completed the review process and a final order was issued; and  
 

 Two cases are pending resolution. 
 
The ongoing process of Medicaid Reform is the single greatest challenge to the Agency’s 
managed care regulatory staff.  While the overall goals of stabilizing the growth in Medicaid 
spending and involving Medicaid beneficiaries in making healthy decisions are in the best 
interests of all concerned, the transition from the standardized benefit program and fee for 
service health care delivery system is arduous. Medicaid Reform poses many unique 
challenges to the Agency's staff.  The ongoing transition from non-reform to reform over the 
next five years will require all involved to be keenly aware of the differences in the programs and 
understand the needs of the beneficiaries and health care providers.  Recent decisions by 
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UnitedHealth, Staywell, Wellcare and Amerigroup to exit the Medicaid Reform plan in Broward 
County have been a disappointment to the Agency.   
 

Hospital Emergency Care Issues 
 
Hospital emergency room operations have become a significant source of concern not only for 
the industry, but also for the Agency. The Florida Hospital Association and the Florida College 
of Emergency Physicians have met with Agency representatives in an effort to address 
concerns about insufficient numbers of emergency room physicians, insufficient numbers and 
types of specialists in emergency rooms and chronic overcrowding. The Florida Hospital 
Association (FHA) established a Task Force on Challenges in the Emergency Department (ED) 
to resolve problems caused by increased patient volume, sicker patients, increased numbers of 
uninsured patients, insufficient space, inadequate ED staffing and on-call coverage and medical 
liability; the Agency is a participant on this task force. Statistics from a July 2005 FHA 
presentation on this topic show that by CY 2003, emergency room visits in Florida hospitals had 
increased by 46 percent since CY 1993 and 59 percent of the patients admitted to Florida 
hospitals were first seen in the emergency room. During the same period, the number of 
hospitals with emergency departments decreased from 226 to 214 - a five percent drop.  In CY 
2003, more than 19,000 patients were treated each day in Florida’s emergency departments—a 
30.5 percent increase in numbers of patients per day since CY 1993. The uninsured place 
additional burdens on hospital emergency rooms where, by federal and state law and 
regulations, care must be provided in emergency situations regardless of patients’ ability to pay. 
 

In 2006, the Agency was involved in litigation about off site emergency departments. Off 
site emergency departments are departments of an existing hospital that are not located 
on the main campus of the hospital. The CY 2007 Legislature passed CS/SB 1758 which 
would have extended the moratorium on off premises emergency departments to January 1, 
2009.  Governor Crist vetoed the bill, stating that a continued moratorium on such facilities 
would restrict competition and consumer options in a time of overcrowded emergency rooms 
and long waiting times for patients.  He directed the Agency to work with the Legislature and 
Florida’s hospital providers to assess additional standards, including patient transportation 
protocols and distance requirements between off-site emergency departments and full service 
hospitals as well as standards for other aspects of emergency care, including access to 
specialty and ancillary services.  Subsequently, the hospitals that were suing the Agency over 
off-premises emergency rules dropped their litigation; and meetings to address standards are 
ongoing.   
 
Emergency department issues will be the subject of discussion between hospital providers and 
the Agency during future years until a viable, cost-effective solution can be found for ER 
physician shortages and overcrowding problems. In the interim, a Center for Disease Control 
National Center for Health Statistics report was released indicating that, nationwide, the average 
waiting time for emergency room services was up by 47 percent over the decade spanning CY 
1996 to CY 2006. Average wait time is now 56 minutes as opposed to 38 minutes in CY 1996. 
Nationally, this is explained partially by the 32 increase in the number of emergency room visits, 
and partially by the decrease in supply of available emergency rooms.   
 
In CY 2008, the Agency is discussing ways to: 
 

 Promote emergency room diversion and targeted primary care efforts; 
 

http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=35815&BillText=1758&HouseChamber=S&SessionId=54&
http://www.cdc.gov/nchs/data/nhsr/nhsr007.pdf
http://www.cdc.gov/nchs/data/nhsr/nhsr007.pdf
http://www.cdc.gov/nchs/data/nhsr/nhsr007.pdf
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 Increase the role and visibility of urgent care centers; 
 

 Allow urgent care centers that meet defined standards to become Medicaid providers; 
and 

 

 Ensure accurate reporting of available emergency service by adapting the ESS 
database for use as a potential call coverage tool. 

 
Helping consumers to use lower-cost options will reduce emergency room demand and save 
the state money.  Developing new ways to identify available on-call physicians in a community 
will help direct patients to the most appropriate place quickly.  Since 99 percent of hospitals 
already use the Agency’s Emergency Status System, this seems the best alternative to meet 
the policy needs. 

 
Health Care Clinics 
 

FY 2006-2007 was the fourth full year of operations for the Health Care Clinic Unit, which was 
charged in CY 2003 with the regulation of an anticipated 2,600 health care clinics in Florida. In 
fact, that number decreased with the exemption in CY 2004 of additional numbers of health care 
clinics. As of August 5, 2008, the Agency has licensed 2,375 clinics and provided exemption 
certificates to 6,422 health care clinics. The specific type of clinic intended to be licensed and 
regulated is known as a ―PIP‖ clinic because it specializes in cases involving reimbursement 
through Personal Injury Protection (PIP) provisions found in no-fault automobile insurance 
policies. Health care providers that benefit from the requirement for personal injury protection 
insurance, including hospitals, health care clinics and various practitioners, are attempting to 
retain this insurance provision.  However, regardless of whether PIP provisions sunset, all 
health care clinics will still require licensure unless they are exempt under the law.  As these 
clinics are engaged in an area of insurance fraught with allegations of fraud and abuse, much of 
the Agency’s direction is to collect information on its surveys and provide referrals to the 
Department of Financial Services, Division of Insurance Fraud, for any clinic suspected of 
engaging in inappropriate billing practices. Since the inception of the program, 14 clinic licenses 
have been revoked, 129 licenses have been denied, and 29 clinics have licensure issues in 
litigation. Nine of the 14 revocations occurred in Miami-Dade County, two were in Broward 
County, and one each in Duval and Hillsborough counties. Of the 129 denied applications, 84 
were in Miami-Dade County, 13 were in Broward County and no other county had more than six 
denials. The Division of Insurance Fraud arrested 39 healthcare clinic professionals/employees 
at 24 clinics during FY 2006-2007.  Of these 39 individuals, 16 were clinic owners.   
 

New Initiatives to Resolve the Problem of Un-Insurance 
 
One of Governor Crist’s major objectives during the CY 2008 Legislative session was to begin 
resolving the problems associated with lack of health insurance.  The Cover Florida Health Care 
Access Program (Cover Florida) was born with passage of Senate Bill 2534 (Chapter 2008-32, 
Laws of Florida).  Cover Florida is intended to provide low cost (anticipated average of $150 per 
month) insurance for individuals through private insurers. Cost-effectiveness will be gained by 
allowing bare bones policies to be issued by unregulated entities not required to follow all the 
state statutory mandates for insurance coverage. The Invitation to Negotiate to provide such 
services was issued jointly by the Agency for Health Care Administration and the Office of 
Insurance Regulation on July 2, 2008.  Nine proposals were submitted by August 19, 2008.  The 
Agency received proposals from: 

http://www.flsenate.gov/data/session/2008/Senate/bills/billtext/pdf/s2534er.pdf
http://laws.flrules.org/files/Ch_2008-032.pdf
http://vbs.dms.state.fl.us/vbs/boiler_plate.pdf_list?advertisement_key_num=73542&pui_code_str=5900&dept_ad_num_str=AHCAITN0810
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 Blue Cross Blue Shield of Florida 

 Universal Health Care  

 Florida Health Care Plan 

 United Health Care 

 Medical Health Plan 

 Celtic Insurance Company 

 JMH Health Plan 

 Total Health Choice  

 American Management Advisors- AIG  
 
Now it remains for the Agency to review the proposals and negotiate with these plans to provide 
affordable health care coverage for the 3.2 million Floridians that could conceivably be covered 
by this effort. 
 
Chapter 2008-32 also contains the seeds of another program, Florida Health Choices, Inc. 
Florida Health Choices, Inc., will be established by the Agency to:  
 

 Expand opportunities for Floridians to purchase affordable health insurance and health 
services 

 

 Preserve the benefits of employment-sponsored insurance while easing the 
administrative burden for employers who offer these benefits 

 

 Enable individual choice in both the manner and amount of health insurance purchased 
 

 Provide for the purchase of individual, portable health care coverage 
 

 Disseminate information to consumers about the price and quality of health services 
 

 Sponsor a competitive market that stimulates product innovation, quality improvement, 
and efficiency in the production and delivery of health services 

 
Florida Health Choices is a single centralized market for sale and purchase of products that 
enable individuals to pay for health care.  Products would include health insurance plans, health 
maintenance organization plans, prepaid services, service contracts, flexible spending 
accounts, etc.  Policies sold as part of the program would not be subject to licensing 
requirements of the Florida Insurance Code, Chapter 641 or the mandated offerings of Chapter 
627 (Part VI) and chapter 641. 
  

Status of CY 2007 Legislation  
 

 Supplemental Social Services Block Grant funding originally appropriated in CY 2006 and 
re-appropriated in CY 2007 for hospital hurricane damage relief was distributed in CY 2008.  
Total funds sent to 45 of the original 78 hospital applicants amounted to $13,234,618.38. 

 

 Legislation passed in CY 2007 required the Agency to establish a one year pilot program in 
Orange and Pasco counties and a one year pilot program in Manatee, Sarasota and DeSoto 
counties to offer health care services during the weekend and after regular business hours.  
The Division developed procedures for operating the pilot programs and submitted a report 
in January 2008 on the success and outcomes achieved by the pilot programs.  An 

http://laws.flrules.org/files/Ch_2008-032.pdf
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0641/ch0641.htm
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0627/part06.htm&StatuteYear=2008&Title=%2D%3E2008%2D%3EChapter%20627%2D%3EPart%20VI
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0627/part06.htm&StatuteYear=2008&Title=%2D%3E2008%2D%3EChapter%20627%2D%3EPart%20VI
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0627/part06.htm&StatuteYear=2008&Title=%2D%3E2008%2D%3EChapter%20627%2D%3EPart%20VI
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appropriation of $3.5 million was tied to this project.  When the full appropriation was not 
spent during the fiscal year, remaining funds were re-appropriated in CY 2008 to continue 
the programs. 

 

Legislation for CY 2008 
 
For the Division of Health Quality Assurance, major legislation from the CY 2008 Legislative 
Session included: 
 
House Bill 7083 Web Page (Chapter 2008-246, Laws of Florida) relating to Health Care Fraud 
and Abuse, which expands licensure requirements for home health agencies and the Agency’s 
enforcement authority to help combat abuse of the payment systems and blatant fraud in the 
industry, particularly notable in South Florida. Passage of this bill was on the Agency’s top 
legislative priorities in early CY 2008. 
 
Two bills dealing with Organ and Tissue Donation issues, one of which, SB 2630 Web Page 
(Chapter 2008-223, Laws of Florida)  requires the Agency and the Department of Highway 
Safety and Motor Vehicles to jointly contract through competitive solicitation for operation of an 
organ and tissue donor registry and education program.    
 
Senate Bill 2534 Web Page (Chapter 2008-32, Laws of Florida), which creates the Cover 
Florida Health Care Access Program to provide unsubsidized, low-cost private insurance to 
uninsured Floridians. This legislation was one of the Governor’s top priorities for the 2008 
session.  The Invitation to Negotiate to obtain companies to negotiate for provision of these 
services was published July 2, 2008.  Nine responses from managed care organizations were 
received on August 19, 2008.  Negotiations will begin in the near future. 
 
Senate Bill 2326 Web Page (Chapter 2008-29, Laws of Florida) which will streamline the 
Certificate of Need Process for new acute care hospitals, particularly with respect to litigation. 
This legislation was another of the Agency’s top priorities for the CY 2008 session. 

 
  

 

http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=hb708305er.html&Directory=session/2008/House/bills/billtext/html/
http://laws.flrules.org/files/Ch_2008-246.pdf
http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb2630er.html&Directory=session/2008/Senate/bills/billtext/html/
http://laws.flrules.org/files/Ch_2008-223.pdf
http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb2534er.html&Directory=session/2008/Senate/bills/billtext/html/
http://laws.flrules.org/files/Ch_2008-032.pdf
http://www.flsenate.gov/cgi-bin/view_page.pl?Tab=session&Submenu=1&FT=D&File=sb2326er.html&Directory=session/2008/Senate/bills/billtext/html/
http://laws.flrules.org/files/Ch_2008-029.pdf
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List of Potential Policy Changes Affecting the Agency’s Legislative Budget Request 
 

Number Potential Policy Changes 
Reference 

LRPP Goals 

 
Legislative Budget Requests 

(LBR) Affected 

  

Impact on Agency Policy if LBR 
Request is not Approved 

1 Implementation of an online 
system for providers to 
submit renewal applications 
over the Internet 

2 LBR in play for the FY 2009-
2010 legislative session 

Inability to manage currently increasing 
application workload without additional 
staff 

2. Deregulation of Utilization 
Review Organizations, 
homemaker companions and 
Clinical Laboratories that do 
only waived testing. 

2 LBR in play for the FY 2009-
2010 legislative session 

Inability to continue regulation without 
acquisition of additional staff. 
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List of Potential Policy Changes that Would Require Legislative Action 

Number 
Changes in Current 

Programs 
Statutory 
Reference 

Changes in Current 
Services 

Changes in Current 
Activities 

 
Substantive Legislative 

Action Required to Support 
Changes 

  

1 Deregulation of 
Utilization Review 
Organizations, 
Clinical Laboratories 
that do only waived 
testing, and 
homemaker 
companions. 

Section 
395.0199, F.S. 
Chapter 400, 
Part III, F.S.,  
 
Sections 
483.031(2), 
483.041(10), 
483.23(1)(a)(3),  
483.106, and 
483.172(3) F.S 

Homemaker 
companions and 
utilization review 
organization agents 
would no longer be 
registered.  Waived labs 
would not receive 
regulatory processing 
before receiving 
certificates of 
exemption. 

Three programs and 
the fees attendant 
thereto would also 
be eliminated. 

The statutory sections 
referenced in column 3 
would be modified 
substantially or eliminated 
entirely.  
 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0395/SEC0199.HTM&Title=-%3e2008-%3eCh0395-%3eSection%200199#0395.0199
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0400/part03.htm&StatuteYear=2008&Title=%2D%3E2008%2D%3EChapter%20400%2D%3EPart%20III
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0400/part03.htm&StatuteYear=2008&Title=%2D%3E2008%2D%3EChapter%20400%2D%3EPart%20III
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0483/SEC031.HTM&Title=-%3e2008-%3eCh0483-%3eSection%20031#0483.031
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0483/SEC041.HTM&Title=-%3e2008-%3eCh0483-%3eSection%20041#0483.041
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0483/SEC23.HTM&Title=-%3e2008-%3eCh0483-%3eSection%2023#0483.23
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0483/SEC106.HTM&Title=-%3e2008-%3eCh0483-%3eSection%20106#0483.106
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0483/SEC172.HTM&Title=-%3e2008-%3eCh0483-%3eSection%20172#0483.172


 

 54 

List of All Task Forces, Studies in Progress 

 
 

 

  

Number 

 
Bill Cite 

 

 
Task Forces and Studies 

Required by FY 2008-09 Legislation 

 
Agency Staff 

Assigned 

 
Action 

Required 
Due Date 

1 None 
 

  

     

     

     



 

 55 

Administration and Support 
 
(Executive Direction and the Division of Administrative Services) 
www.fdhc.state.fl.us/ 
 
Executive Direction 

 
Agency Secretary  ........................................................................... Holly Benson (850) 922-3809 
 
Chief of Staff .................................................................................. Mark Thomas (850) 922-5583 
 

 Washington Office .................................................................. Kristi Craig (202) 624-5885 
  

 Florida Center for Health Information and Policy Analysis  
Director  ......................................................................................Tina Nye (850) 922-7036 
o Research and Development ................................................ Heidi Fox (850) 922-3012 
o Data Collection and Quality Assurance ..................... Patrick Kennedy (850) 922-5531 
o Data Dissemination, ..................................................... Beth Eastman (850) 922-3803 
o Florida Health Information Infrastructure .... Christopher Sullivan, PhD (850) 414-5421 
o Health Policy ..................................................................... Amber Bell (850) 922-5585 
 

 Administrative Services 

Director .......................................................................... Janet Parramore (850) 488-2964 
o Budget Office .............................................................. Michele Tallent (850) 922-8414 
o Finance & Accounting .................................................... Paula Shirley (850) 488-5869 
o Human Resources ...................................................... James Haynes (850) 922-8435 
o Support Services ............................................................Don McAlpin (850) 921-4406 
o Information Technology .................................................Robert Fields (850) 921-7922 

 
Division of Communications and Legislative Affairs 
Deputy Secretary  ......................................................................... Clint Fuhrman (850)-922-5583 

o Legislative Affairs.................................................................. (Vacant) (850) 922-5584  
o Communications  ............................................................... Doc Kokol (850) 413-9666 

 
General Counsel ............................................................................... Craig Smith (850) 922-5873 

 Deputy General Counsel ...................................................... Bill Roberts (850) -922-5873 
o Chief Counsel for Medicaid .......................................... Kim A. Kellum (850) 922-5873 
o Chief Counsel for Facilities Regulation and  
            Managed Care ..................................................... Grant Dearborn (850) 922-5873 
o Chief Appellant Counsel ................................................ Justin Senior (850) 922-5873 
o Agency Clerk .............................................................. Richard Shoop (850) 922-5873 

 
Inspector General (Acting) ..................................................................... Ken Yon (850) 921-4897 

o Medicaid Program Integrity ................................................... Ken Yon (850) 921-1802 
o Internal Audit ......................................................... Michael Blackburn (850) 414-5419 
o Investigations .............................................................. Jerome Worley (850) 487-3697 
o HIPAA Privacy and Security Compliance ........................ John Collins (850) 487-9906 

http://www.fdhc.state.fl.us/
http://ahca.myflorida.com/Executive/Secretary/secretary.shtml
http://www.fdhc.state.fl.us/Executive/ChiefofStaff/index.shtml
http://ahca.myflorida.com/SCHS/index.shtml
http://www.fdhc.state.fl.us/SCHS/rd.shtml
http://ahcaweb/schs/data_collection.asp
http://ahcaweb/schs/data_collection.asp
http://ahca.myflorida.com/SCHS/datadis.shtml
http://www.fdhc.state.fl.us/SCHS/datadis.shtml
http://ahca.myflorida.com/dhit/index.shtml
http://ahcaweb/admin_services/admin.asp
http://www.fdhc.state.fl.us/Admin/Budget/index.shtml
http://www.fdhc.state.fl.us/Admin/Finance_Accounting/index.shtml
http://www.fdhc.state.fl.us/Admin/Human_Resources/index.shtml
http://www.fdhc.state.fl.us/Admin/Support_Services/index.shtml
http://ahcaweb/itweb/default.asp
http://www.fdhc.state.fl.us/Executive/Communications/index.shtml
http://www.fdhc.state.fl.us/Executive/ChiefofStaff/legislative.shtml
http://www.fdhc.state.fl.us/Executive/Communications/index.shtml
http://www.fdhc.state.fl.us/Executive/General_Counsel/index.shtml
http://www.fdhc.state.fl.us/Executive/Inspector_General/index.shtml
http://www.fdhc.state.fl.us/Executive/Inspector_General/medicaid.shtml
http://www.fdhc.state.fl.us/Executive/Inspector_General/audit.shtml
http://www.fdhc.state.fl.us/Executive/Inspector_General/investigations.shtml
http://www.fdhc.state.fl.us/Inside_AHCA/about17.shtml
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Executive Direction 
 

 

Florida Center for Health Information and Policy Analysis 
 
Goal 3: Increase the availability of transparent health care data and information so consumers 

may make better informed selection and purchasing decisions. 
 
Objective 3. A:  Shorten the length of time required to process and post certified patient data 
on www.FloridaHealthFinder.gov from 485 days to a maximum of 198 days by FY 2013-2014. 

 
Service Outcome Measure 3. A: The average number of days between receipt of certified 

patient data and posting that data on the Agency for Health Care Administration’s web site 
www.FloridaHealthFinder.gov.    
 
Service Outcome Measure Projection Table 3. A: 

 

 

Baseline/ Year   
 FY 2005-2006 
 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 

Number of days 
from data 
receipt to 
posting on 

website 
 

485 
 

485 388 310 248         198 

 

Percent 
decrease in 

days to post on 
website 

             
0 
 

0% 20% 20% 20% 20% 

 
The purpose of Objective 3.A is to promote streamlined and enhanced data processing 
functions (collection, auditing, certification, database upload, maintenance and dissemination) in 
a climate of growing production demands for faster consumer accessibility to high quality health 
data information.  
 
The Agency should take advantage of all technologies to speed data processing and public 
reporting. The Florida Center is working in partnership with the Bureau of Information 
Technology to determine which technology and process strategies are best to accomplish this 
objective and will begin development in-house to improve the process. 
 
 

http://www.floridahealthfinder.gov/
http://www.floridahealthfinder.gov/
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Objective 3.B: To increase by 10 percent annually through FY 2013-2014 the average daily 
number of persons who visit www.FloridaHealthFinder.gov.   
 
Service Outcome Measure 3.B: The average daily number of website visits to 

www.FloridaHealthFinder.gov. This measure more accurately reflects the number of people who 
access the website, instead of the number of times any page within the website is opened. 
Ordinarily, a person will have one session in which many pages are opened. The baseline 
number below is taken from the original Agency website www.FloridaHealthStat.com. 
 
Service Outcome Measure Projection Table 3.B: 

 

 
Baseline/Year 
FY 2006-2007 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Average 

number of 
sessions on 
web site per 

day 
 

3,107  
 

3,760 4,136 4,550 5,005 5,506 

Annual percent 
increase in the 

number of 
sessions 

begun per day 
 

10 

10% 10% 10% 10% 10% 

 
 
Objective 3. C: To increase the percentage of prescriptions submitted electronically in Florida 
at a rate of 75 percent increase per year. 
 
Service Outcome Measure 3. C: The percentage of prescriptions that are sent electronically.  
 
In CY 2007, the Florida Legislature directed the Agency to collect information on the benefits of 
electronic prescribing (e-prescribing) and e-prescribing software and disseminate that 
information through the Agency’s website in order to facilitate and promote the adoption of 
electronic prescribing. The Florida Center is also partnering with Medicaid to promote e-
prescribing among Medicaid providers.  The promotion of e-prescribing requires coordination 
among physicians, pharmacies, health plans and patients. A key adoption metric is the 
percentage of e-prescriptions sent to a pharmacy relative to the number of prescriptions that 
could be submitted electronically. The desired outcome is for this percentage to increase at a 
rate of 75 percent per year. 
 

http://www.floridahealthfinder.gov/
http://www.floridahealthfinder.gov/
http://www.floridahealthstat.com/
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Service Outcome Measure Projection Table 3. C: 

 

Baseline/Year  
FY 2007-2008 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

Percentage of 
Florida 

prescriptions that 
are sent 

electronically 
 

 1.7% 
 

5.2% 9.1% 15.9% 27.9% 48.8% 

Annual percent of 
increase in the 
percentage of 

electronic 
prescriptions 

 
75% 

 

75% 75% 75% 75% 75% 
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Linkage of Agency Goals and Programs to the Governor’s Priorities 
 
 

 
Governor’s Priorities 

 
Agency Goals and Programs 

1. Protecting Our Communities 
 

 

2. Strengthening Florida’s Families 
 

 

3. Keeping Florida’s Economy Vibrant 
 

 

4. Success for Every Student 
 

 

5. Keeping Floridians Healthy 
 

Goal 3: Increase the availability of transparent 

health care data and information so 
consumers may make better informed 
selection and purchasing decisions. 

6. Protecting Florida’s National 
Resources 

 

 

 
 



 

 60 

Trends and Conditions Statement 
 

The Agency’s consumer oriented website, FloridaHealthFinder.gov was developed in support of 
the Florida Center for Health Information and Policy Analysis’s (Florida Center) mission to 
provide accurate and timely health care information to the public, and to promote well informed 
decisions and transparency in the health care delivery system. With growing interest in 
harnessing the power of consumer choice to drive quality and cost effectiveness in health care, 
data collection systems must have the capacity to handle increased data volumes efficiently and 
allow dynamic data access.   
 
The Florida Center collects an extensive array of health care information from hospitals, other 
facilities, and payers in order to fulfill its overall mission related to consumer information and to 
support public policy research as directed by the Legislature. The Florida Center collects patient 
data on hospitalizations, ambulatory surgery visits, and emergency department visits. 
 

Collection of Patient Data: 
 
Hospital Inpatient Data 
 
Hospital inpatient data collection is authorized under s. 408.061  (1) (e), F.S., and implemented 
under Chapter 59E-7, Florida Administrative Code. 
 
The hospital inpatient database is the most widely used of the Florida Center databases.  The 
inpatient data forms the basis of many of the reports in the Health Outcomes Series. The data is 
used for many special data requests within the Agency, the Legislature, researchers and the 
general public.  A de-identified version of the data (limited data set) is available for purchase. 
The database contains patient-level information for all discharges from approximately 255 acute 
care hospitals (initiated in 1988), and short-term psychiatric hospitals (initiated in 1997.) 
 
The number of hospital inpatient discharge records submitted increased from 2,232,553 records 
in CY 2000 to 2,557,279 records in CY 2008 for an increase of 12.7 percent.   The number of 
records continues a steady increase.  Inpatient services remain an important part of health care 
in Florida and this growing database will continue to provide a foundation for the information 
consumers, researchers, analysts and policymakers use to make informed health care 
decisions. 
 

Ambulatory Patient Data 
 
Ambulatory patient data collection is authorized under s. 408.061  (1) (e), F.S., and 
implemented under Chapter 59B-9, Florida Administrative Code. 
 
The ambulatory patient data collection database (initiated in 1997) is a companion to the 
hospital inpatient database.  The Florida Center currently receives patient-level data from 
approximately 570 facilities (ambulatory surgical centers, hospitals, cardiac catheterization labs 
and lithotripsy centers.)   Technological advancements have brought about dramatic changes in 
health care delivery.  Procedures that once required several days in a hospital are now 
performed in an outpatient setting.  As the health care delivery system continually evolves, the 
ambulatory patient database is expected to become increasingly more important in studying the 
trends in Florida health care. 
 
The number of submitted ambulatory patient records increased from 2,278,559 in CY 2000 to 
2,947,135 in CY 2007, for an increase of 22.7 percent.    

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59E-7
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
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Emergency Department Data 
 

Emergency department data collection is authorized in s. 408.061  (1), F.S., and is implemented 
under Chapter 59B-9, Florida Administrative Code. A significant change to the ambulatory 
patient data rule required the new reporting of hospital emergency department data beginning 
January 1, 2005. There were 5,075,679 emergency department discharges in CY 2005 and 
5,730,442 discharges in CY 2007, resulting in an increase of 11.4 percent. 
 

Comprehensive inpatient rehabilitation data 
 

Comprehensive inpatient rehabilitation data collection is authorized under s. 408.061  (1) (e), 
F.S., and is implemented under Chapter 59E-7.201, Florida Administrative Code. 
 
The comprehensive inpatient rehabilitation database (initiated in 1993) is a companion to the 
hospital inpatient and the ambulatory patient databases.  Although there are far fewer 
comprehensive inpatient rehabilitation records than hospital inpatient or ambulatory records, 
rehabilitation care continues to be an important feature in Florida’s health care delivery system. 
 

The comprehensive inpatient rehabilitation data is primarily for special requests and ad hoc 
reporting.  These requests come from within the Agency, the Legislature, researchers, and the 
general public. 
 

The number of comprehensive inpatient rehabilitation discharge records submitted decreased 
from 18,216 in CY 2000 to 17,234 in CY 2007 for a decrease of 5.4 percent. 
 

As additional resource, Figures 3.1, 3.2, and 3.3 provide a visual comparison for the historic, 
current and projected volume of data collected.  
 

 

 
 
 
 
 
 
 

  Emergency Department 

 Ambulatory Surgery 

  Hospital Inpatient 

Figure 3.1  Trends in Number of Patient Record Collection 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/RuleNo.asp?ID=59E-7.201
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Figure 3.2    Projected Record Collections 

 
 
 
 
 
 

 
Figure 3.3 Five Years Record Collection Projection 
   

                     Fiscal Year    

Record Type 

2009-10 2010-11 2011-12 2012-13 2013-2014

                                       

Hospital Inpatient 3,088,073 3,179,789 3,274,228 3,371,472 3,471,604

                           

Ambulatory Surgery 3,671,371 3,860,446 4,059,258 4,268,309 4,488,126

                          

Emergency Department 6,298,356 6,499,903 6,707,899 6,922,551 7,144,072

TOTAL Records 13,057,800 13,540,138 14,041,385 14,562,332 15,103,802  
 
Record volumes have exceeded anticipated record counts due to emergency department data 
collection implemented per Chapter 59B-9 F.A.C. 

  Emergency Department 

 Ambulatory Surgery 

  Hospital Inpatient 

https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
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Hospital Inpatient Data Collection 
 
Hospital inpatient data collection is authorized under s. 408.061 (1) (e), F.S., and is 
implemented under Chapter 59E-7, Florida Administrative Code. 
 
Among other information, records include patient demographics, admission information, medical 
information, discharge information, and charge data.  Patient demographics include the patient’s 
race, birth date, gender and zip code.  Admission information includes type of admission, 
admission source, and admission date.  Medical information includes principal and secondary 
diagnosis codes, principal and secondary procedure (ICD-9-CM) codes, principal procedure 

date, and attending and operating Florida physician license numbers.  Discharge information 
includes discharge date and discharge status. 
 
Charge data include total charges, and charges broken down by individual revenue charge 
categories.  Revenue charge categories include room and board, nursery,  level III nursery, 
intensive care unit (ICU), pharmacy, medical/surgical supplies, oncology, laboratory, pathology, 
diagnostic radiation, therapeutic radiation, nuclear medicine, computerized tomography (CT) 
scans, operating room services, anesthesia, respiratory therapy, physical therapy, occupational 
therapy, emergency room services, cardiology, magnetic resonance imaging (MRI), recovery 
room, labor room, and other charges.  A principal payer code (inclusive of Medicaid, Medicare, 
and Commercial HMO and self-pay) is also reported. 
 
Other information includes a hospital-generated record identification number, the patient’s social 
security number, and an infant linkage identification number.  The hospital number, the reporting 
year, and the quarter are also included in each record. 
 
The Health Insurance Portability and Accountability Act (HIPAA) limit the release of protected 
patient health information; therefore, not all reported information is available to the public. 
 
In CY 2005, the rule for inpatient data collection, Ch. 59E-7.012 , F.A.C., was changed to 
require hospitals to send their data to the Florida Center via the Internet as of January 1, 2006. 
The file format for the data was changed from a fixed-width text file to a file format using XML 
code, based on the Inpatient Data Extensible Markup Language (XML) Schema published by 
the Agency. The use of XML coding allows patient records to be sent over the Internet directly 
to Florida Center computers, and is available at http://ahca.myflorida.com/SCHS/hpdunit.shtml . 
This change to online reporting of data moves the Florida Center toward full Electronic 
Document Interchange (EDI) and, along with other technical enhancements, will result in greater 
efficiencies and continued decrease in the time required to process inpatient data. 
 
Also in CY 2005, the Florida Center amended the rules governing hospital inpatient data 
collection, Ch. 59E-7.014  F.A.C., by expanding the number of fields reported quarterly by 
hospitals.  The number of required diagnosis codes (International Classification of Diseases, 9th 
Revision, Clinical Modification, or ICD-9-CM) increased from ten to thirty. The number of 

procedure codes also increased from ten to thirty and the date of all procedures is required. 
ICD-10 codes (ICD-10) are also now accepted, in anticipation of a future updating of the 
diagnostic coding system. 
 
The rule change also required reporting on additional categories of charges made to the patient 
for services, and the reporting of an additional operating physician’s identification number, if 
applicable beginning on January 1, 2006. A final change was for hospitals to report a ―Present 
on Admission‖ indicator (POA) for each of the other diagnostic codes reported; this measure 
indicates whether the patient entered the hospital with the condition, or if it developed after 
admission. This measure was to be reported beginning on January 1, 2007.  Due to ongoing 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59E-7
http://www.cs.umu.se/~medinfo/ICD9.html
https://www.flrules.org/gateway/RuleNo.asp?ID=59E-7.012
http://ahca.myflorida.com/SCHS/hpdunit.shtml
https://www.flrules.org/gateway/RuleNo.asp?ID=59E-7.014
http://www.cs.umu.se/~medinfo/ICD9.html
http://www.who.int/classifications/apps/icd/icd10online/
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changes projected by the Centers for Medicare and Medicaid (CMS), the Agency reopened the 
rule to allow modification and expansion of the required reportable to include POA for reported 
principal diagnoses and e-codes.   

 

Surgical Infection Prevention Measures  
 
In October 2004, the Comprehensive Health Information System Advisory Council (CHIS) 
recommended that hospitals in Florida also report Surgical Infection Prevention (SIP) measures 
to  the Agency. The SIP measures address the appropriate use of antibiotics before and after 
surgery, and include three indicators: 1) Prophylactic antibiotic received within one hour prior to 
surgical incision; 2) Prophylactic antibiotic selection for surgical patients; 3) Prophylactic 
antibiotics discontinued within 24 hours after surgery end time. 
 
The Florida Center initiated a new rule Ch. 59B-15, F.A.C in CY 2005 to collect Surgical 
Infection Prevention (SIP) data on the use of appropriate antibiotics for surgical patients.  
Although the initial intent was to display the data on the Agency’s website, SIP data available 
from the Centers for Medicaid and Medicare Services (CMS) supplanted the need for separate 
data collection.  Therefore the Florida Center, in conjunction with the Comprehensive Health 
Information System Advisory Council (CHIS) recommended repeal of SIP rule 59B-15 .  The 
SIP rule repeal became effective June 8, 2008.  
 

Ambulatory Patient Data Collection 
 
Ambulatory patient data collection is authorized under s. 408.061 (1) (e), F.S., and implemented 
under Chapter 59B-9, Florida Administrative Code. 

 
The ambulatory patient data collection database (initiated in 1997) is a companion to the 
hospital inpatient database.  Technological advancements have brought about dramatic 
changes in health care delivery and progressively more procedures that once required several 
days in a hospital are now performed in an outpatient setting.  As the health care delivery 
system continually evolves, the ambulatory patient database is expected to become even more 
valuable in studying the trends in Florida health care. 
 
Along with hospital inpatient data, ambulatory patient data are used in many reports. The data 
are used for many special data requests within the Agency for Health Care Administration, the 
Legislature, researchers and the general public.  As with hospital inpatient data, a de-identified 
version of the ambulatory data (limited data set) is available for purchase. 
 
Through CY 2004, the ambulatory patient database contains patient-level information on  
reported patient visits to approximately 500 freestanding ambulatory surgery centers, short-term 
acute care hospitals, lithotripsy centers and cardiac catheterization laboratories in Florida. This 
number varies from year to year as new facilities open and others close. 
 
Reportable procedures are defined as having a primary procedure in any of the following ranges 
corresponding to Current Procedural Terminology (CPT) codes 10000 through 69999 and 
93500 through 93599.  These code ranges include surgical procedures, cardiac catheterization 
and lithotripsy.  Facilities with fewer than 200 reportable visits during the reporting period may 
request exemption from submitting data for that given quarter. 
 
As with inpatient data, ambulatory discharged patient data includes patient demographics, 
medical information, and charge data, as well as other information.  Patient demographics 
include race, birth date, gender and zip code.  Medical information includes principal and 
secondary diagnosis (ICD-9-CM) codes, primary and secondary procedure (CPT) codes, patient 

https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-15
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-15
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
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visit date, and the Florida license numbers for the reported attending and operating physician(s).  
Charge data include total charges, and charges broken down by individual revenue charge 
categories.  Revenue charge categories include pharmacy, medical/surgical supplies, radiation 
oncology, laboratory, CT scans, operating room services, anesthesia, MRI, recovery room, 
treatment or observation room, and other charges.  A principal payer code (e.g., Medicaid, 
Medicare, and Commercial HMO) is also reported. 
 
Other information includes a facility-generated record identification number and the patient’s 
social security number.  The facility number, the reporting year, and the quarter are also 
included in each record. 
 
The Health Insurance Portability and Accountability Act (HIPAA) limit the release of protected 
patient health information; therefore, not all reported information is available to the public.   
 
Ambulatory patient services have become an important aspect of health care in Florida.  This 
database provides consumers, researchers, analysts, policymakers, and others with the 
information necessary to make informed health care decisions. 
 

The amended rule, Ch. 59B-9, F.A.C, effective on January 1, 2005, changed the mode of file 
transmissions for ambulatory surgery and emergency department data reports. Beginning 
January 1, 2006, acute care inpatient facilities were also required to submit data reports in 
―XML‖ format and transmit electronically via the secure Internet Data Submission System 
(IDSS) implemented by the Agency.  Other substantial changes relate to the addition, deletion 
and modification of specific data elements, codes and standards.  
 

Emergency Department Data Collection 
 
Emergency Department data collection is authorized in s. 408.061 (1), F.S., and is implemented 

under Chapter 59B-9, Florida Administrative Code. This significant change to the ambulatory 
patient data rule requires the reporting of hospital emergency department data beginning 
January 1, 2005. 
   
Emergency department data will provide an important resource for analyzing utilization patterns, 
access to care and costs for disease and injury surveillance and for the management of chronic 
diseases.  Data elements include, but are not limited to, the hour of arrival, patient’s chief 
complaint, evaluation and management code, principal diagnosis, race and ethnic status, and 
external causes of injury. The rule requires the reporting of ―all emergency department visits in 
which emergency department registration occurs and the patient is not admitted for inpatient 
care.‖  The required file format is the same XML as used for reporting of ambulatory patient 

surgery (Chapter 59B-9, F.A.C.).  The data collected will be analyzed for a mandated study of 
emergency department utilization and the implications for hospital costs. 
 
It is important to note, in addition to the aforementioned launch of new format (XML) and 
transmission method (IDSS), there is a significant increase in volume of data collected.  The 
addition of ED data significantly increases the operational demands placed upon Florida Center 
staff and effects the overall time required to completely process all data submissions. 
 

Comprehensive Inpatient Rehabilitation Data Collection 
 
Comprehensive inpatient rehabilitation data collection is authorized under s. 408.061 (1) (e), 

F.S., and is implemented under Chapter 59E-7.201  Florida Administrative Code. 
 

https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=59B-9
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC061.HTM&Title=-%3e2007-%3eCh0408-%3eSection%20061#0408.061
https://www.flrules.org/gateway/RuleNo.asp?ID=59E-7.201
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The comprehensive inpatient rehabilitation data contains patient-level discharge information 
from Florida’s 14 licensed comprehensive inpatient rehabilitation centers.  These centers are 
defined as any hospital licensed as a class III special rehabilitation hospital.  Rehabilitation units 
of acute care hospitals are excluded from this database.  Nursing homes and hospital-based 
skilled nursing units are also not included. 
 
As with hospital inpatient and ambulatory data collections, the comprehensive inpatient 
rehabilitation data records include patient demographics, admission information, medical 
information, discharge information and charge data, as well as other information.  Patient 
demographics include race, birth date, gender and zip code. Admission information includes the 
admission date and a code for the admission source.  Medical information includes a primary 
condition code and the attending Florida physician license number. Discharge information 
includes the discharge date and a code for the patient’s discharge status.  A principal payer 
category and the total charge are also reported. 
 
Other information includes a facility-generated record identification number and the patient’s 
social security number. The facility number, the reporting year, and the quarter are also included 
in each record. 
 
HIPAA limits the release of protected health information; therefore, not all reported information 
is available to the public. The number of comprehensive inpatient rehabilitation discharge 
records submitted continues to grow.  

 

System of Patient Data Collection 
 
One of the Florida Center’s primary missions is to promote better and more informed decision 
making on the part of Florida’s health care consumers. The primary means of accomplishing 
this mission is through the promotion of health care transparency, i.e. the publishing of detailed 
health care data in visible and accessible venues such as the FloridaHealthFinder.gov web site. 
This can only be achieved through the rapid collection and display of quality data. Achieving the 
ambitious goal of data turnaround in 198 days, though, will require significant upgrades in both 
technology and personnel. 
 
The Florida Center’s data processing needs require personnel who can handle increasingly 
large amounts of data while mastering complex skills and a rigorous work pace. Current pay 
grades do not adequately reflect the demands of the processing positions resulting in significant 
turnover. Analysts that master these positions find themselves qualified for numerous other 
positions within the Agency and elsewhere that offer significantly higher wages. Consequently, 
the Data Collection unit continually operates well below its needed staffing levels as analysts 
leave for higher paying jobs. This problem is compounded by the lags in worker productivity due 
to the length of time required to train new staff, during which both the new analyst and the 
trainer cannot manage a full data processing load. 
 
In the last three years, the Data Collection unit has experienced a 108 percent turnover rate in 
its data collection positions. This rate includes a three-year turnover rate of 200 percent for the 
five positions occupying the 2208 and 2303 class codes. Similar class codes within the Agency 
averaged just fewer than 18 percent over the same three-year time period. Leveraging 
resources in order to reduce this turnover is essential to increasing the Florida Center’s 
efficiency. To that end, the Florida Center is moving ahead with an LBR to increase the pay 
grade of most data collection analysts. 
 
The Florida Center’s aggressive data turnaround goals also demand that all technological 
resources be maximized. Future technological needs for data collection can therefore be said to 
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be driven by the need for system-wide technical enhancements and increased automation. in 
order to These improvements will help accelerate the Center’s capacity to collect, audit and 
disseminate data, enhance the State’s health care database and improve the availability of 
information for consumer websites.  
 
The Florida Center is currently seeking to upgrade its data collection system to meet these 
goals, but was unsuccessful in its FY 2007-2008 legislative budget request (LBR) attempt to 
secure the necessary funds to begin evaluation of the current system.  A similar LBR request for 
FY 2008-2009 was not funded.  In the current year (FY 2008-2009), given state budget realities, 
the Florida Center is working with the Agency’s Bureau of Information Technology to determine 
the degree to which the system can be upgraded internally without the need for additional state 
funds.   

 
Data Dissemination 
 

Health care transparency in the health care delivery system is a compelling need and concern 
for all health care constituents. This awareness has fostered an appreciation that reports should 
be designed to support public policy objectives, health care purchasing decisions by consumers 
and organizations, and quality/cost improvement efforts within the health care sector. The 
Agency for Health Care Administration (Agency) uses the Agency for Healthcare Research and 
Quality (AHRQ) quality indicators to guide public reporting, but also has considered using 
measures developed by employer and health care industry groups. These dynamics raise 
important questions for Florida’s health data agencies. Which quality indicators have the most 
utility for public reporting and how does the Agency standardize usage throughout the state? 
 
Through implementation of health transparency and adoption of electronic health records as 
statutorily mandated, the legislature demonstrated its sensitivity and need to address the gap 
between the current state of health care information delivery, and what can be possible with the 
effective use of information technology in improving health care. This affords Florida an 
opportunity for collaboration among health care stakeholders to develop an effective health 
information system.   
 
There have been many calls from political leaders and policymakers for development of a 
system that will provide consumers access to more information and data that will assist them in 
making informed health care selection and purchasing decisions. In January 2000, the Florida 
Center launched FloridaHealthStat.com. The site provided a list of licensed health care facilities; 
patient data from hospitals and ambulatory surgery centers; information on insurance programs, 
prescription drug programs, and seniors; a drug price comparison tool; consumer publications; 
statistical reports and much more.   
 
In November 2005, as legislatively mandated, the Florida Center developed 
FloridaCompareCare.gov. This consumer-focused website provided performance data for 
selected medical conditions and procedures in Florida’s short-term acute care hospitals and 
ambulatory surgery centers. Consumers could view data on hospitalizations, length of stay, 
mortality and infection rates in hospitals and the numbers of visits and charges at ambulatory 
surgery centers.  In CY 2006 a health plan comparison tool was added to the site, including 
information on access, quality of care, financial performance, and a membership satisfaction 
survey. FloridaCompareCare.gov received national attention from such organizations as the 
National Association of Health Data Organizations (NAHDO), (www.nahdo.org) the Agency for 
Healthcare Research and Quality (AHRQ), the Centers for Disease Control and Prevention 
(CDC), and others. 
 

http://www.floridacomparecare.gov/
http://www.nahdo.org/
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With a proven record of community outreach and education through these two websites, plans 
were made to combine the two sites into one central location, to make access and navigation 
easier for the public.  The redesign work also provided an opportunity to update and expand on 
the website content and to create an attractive format. Input from consumers was gathered 
through a website usability study conducted in several locations across Florida in CY 2006, 
giving us hands-on information for improving website navigation and content.   
 
In the fall of CY 2007, FloridaHealthStat.com and FloridaCompareCare.gov were combined into 
one central website, www.FloridaHealthFinder.gov. Recent expansion on the new website has 
included the addition of the ADAM Health Encyclopedia with thousands of articles and 
illustrations, some of which contain links to Florida health care data for particular medical 
conditions or procedures.  A new Symptom Navigator allows the user to click on a human form 
to search for particular symptoms which then takes the user directly to relevant articles in the 
Health Encyclopedia.  When applicable, the diseases and procedures link up to quality outcome 
and pricing information. 
 
In July 2008 potentially preventable hospital readmissions were added to the website, making 
Florida the first state in the country to provide this information to the public.  This same year an 
emergency department query tool was added, as well as figures on Medicaid expenditures.  
 
In accordance with legislation that passed in the CY 2008 Legislative session, the website will 
be expanded to display over 150 medical conditions and procedures. Also a range of charges 
will be added, in addition to the average charges currently on the website.   
 
From the November 2007 launch of www.FloridaHealthFinder.gov through July 2008, there 
have been 842,375 visits to the website.  Each year the visit numbers have increased as more 
Floridians learn about the website.  See Table 3.B for future projections. 
 

Consumer Services 
 
Providing information through a website allows for quick update and dissemination of 
information, allowing the Agency to respond quickly to developing health care trends, to address 
concerns expressed by consumers and to update data more quickly as it becomes available.  It 
also provides for a wider dissemination of information, as compared to using only a print format.   
 
For example, since consumers can contact the Agency through the website it was quickly 
learned that many people have questions about health insurance and the need for services due 
to insufficient insurance coverage or lack thereof.  In response additional insurance information 
was added to the site, including links to the Florida Department of Insurance, as well as 
information on Medicaid and Medicare.  An extensive Medical Help Resources page was added 
that includes referrals to direct medical and social services for Floridians. 
 
Another example is related to the over utilization or inappropriate use of emergency rooms for 
non-urgent care.  By adding educational information about emergency room care and the 
Medical Help Resources section, the website provides alternative choices for non-urgent care 
as well as preventive care.   
 
By responding directly to consumer inquiries sent through the website ―Contact Us‖ link, 
consumers are referred to the correct information, agency, or private organization where they 
have found the assistance or information they need. Other state agencies and community-
based programs use the website’s list of health care facilities or the Medical Help Resources to 
assist their clients as well.   
 

http://www.floridahealthfinder.gov/
http://www.floridahealthfinder.gov/
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Additionally, health care professionals and researchers use the website data search tools to 
conduct health care research, look at health care trends, and contribute to health care literature 
and research. 
 
The variety and wealth of information on the Agency’s website helps Floridians be well-informed 
health consumers.  It allows consumers to compare costs and quality measures, and gives them 
the power of choice.  When consumers can make choices about where they want to receive 
their health care, based on quality of care and costs, it gives them greater control over their 
health care outcomes.  These choices can influence rising health care costs and create 
incentives for health care providers to create higher quality products and better delivery.   
The www.FloridaHealthFinder.gov website provides health care information directly to the public 
and is able to continue this work with recurring funds of $266,000 to maintain the website; these 
funds are used to contract with a vendor to develop, host and maintain the website.  Various 
deliverables include calculating outcome measures, updating the website on a quarterly basis, 
incorporating future outcome measures following national standards, and website utilization 
reports. 
 
The Agency’s website initiatives are leading the nation in health care transparency and 
technology. Florida was the first state in the nation to publicly report infection rates, and 
pediatric indicators by facility. The Florida Center’s efforts directly address the goal to improve 
health care and reduce skyrocketing costs by providing Florida’s consumers with more user-
friendly and comparative health care information. 

 
Consumer Communication Campaign 
 

Since the launch of FloridaHealthStat.com in CY 2000 and FloridaCompareCare.gov in CY 
2005, the Florida Center and the Agency for Health Care Administration have used outreach 
programs and activities to promote consumers awareness and use of the websites. With the 
launch of the new central website, we are again marketing the value and availability of the site.  
 
In cooperation with the State Consumer Health Information and Policy Advisory Council 
(Advisory Council) and its Public Relations Workgroup, the Florida Center developed a 
communications plan for use in conducting community outreach activities. These activities 
include participating in conferences, making presentations, public service announcements, 
distribution of information brochures, writing newspaper and magazine articles, and working with 
stakeholder groups about ways we can help them inform their membership about the Agency’s 
website. 
 
Although Florida leads the nation in providing transparent health care information through the 
Agency’s website there is a need to be more aggressive about our efforts to keep the public 
informed about health care availability. The Florida Center and the Advisory Council are working 
hard to promote and encourage Floridians to use the Agency’s website.  
 
In FY 2007-2008 the Florida Center requested $500,000 recurring dollars to conduct a 
communication outreach campaign to inform Floridians of the availability of health care 
information on the Agency’s consumer website.  While this LBR was not approved, the need still 
exists for education and community outreach to inform the public about the availability of Web-
based health care information on www.FloridaHealthFinder.gov. The Florida Center will 
continue to use available resources for educating consumers and will work with appropriate 
stakeholders to develop and implement further outreach.   
 

 

http://www.floridahealthfinder.gov/
http://www.floridahealthfinder.gov/
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State Consumer Health Information and Policy Advisory Council 
(http://ahca.myflorida.com/SCHS/chis.shtml) 
 

The State Consumer Health Information and Policy Advisory Council (Advisory Council) has 
played an integral role in the development and expansion of health care transparency in Florida.  
The Advisory Council has worked closely with the Florida Center in choosing the type of health 
care data to be collected, the use of this data, and the development of health care reports as 
well as the www.FloridaHealthFinder.gov website. 
 
Through the use of technical workgroups the Advisory Council members and Florida Center 
staff have developed and implemented action plans in these developments.  The technical 
workgroups include:  Data Transparency Steering Committee, Health Plan Workgroup, Health 
Care Facilities Workgroup, Physicians Data Workgroup, and Public Relations Workgroup.   
 
Since November 2005, the Advisory Council has assisted the Florida Center in the following 
accomplishments: 
 

 Launch of the consumer centric health information website making Florida the first state 
to publicly report hospital infection rates and mortality rates; 

 

 Development of a communications plan for www.FloridaHealthFinder.gov including an 
action plan and budget needs to implement the plan; 

 

 Development and launch of the health plan comparison tool on 
www.FloridaHealthFinder.gov; 

 

 Adding pediatric care data to www.FloridaHealthFinder.gov, making Florida the first state 
to publicly report specific data on pediatric conditions and procedures; 

 

  Display of Potentially Preventable Readmissions that capture readmits clinically relating 
to the original admission; 

 

 Preparation and research in the current development of the web-based physician 
comparison tool, to be added in the future; 

 

 Development and implementation of strategic goals for the enhancement and expansion 
of the website, and, 

 

 Development and implementation of standards for transparency to ensure consistency 
and conformity throughout the website. 

 
Recommendations for future development include: 
 

 Staying informed about national transparency initiatives and the State of Florida’s status 
in regards to same; 

 

 Exploring policy development as it relates to transparency; 
 

 Examining rules to  determine if current data collection should be expanded; 
 

 Discussing expansion of current measures and inclusion of additional measures; 
 

http://ahca.myflorida.com/SCHS/chis.shtml
http://www.floridahealthfinder.gov/
http://www.floridahealthfinder.gov/
http://www.floridahealthfinder.gov/
http://www.floridahealthfinder/
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 Review of current methodologies for public reporting and attendant policy issues; 

 Expanding data reporting to possibly include other health care facility types; and 
 

 Review of current regulatory and legislative mandates and authorities and the resulting 
impact on the Agency, the Advisory Council, their mission, vision and purpose. 
 

Future plans also being discussed are: 
 

 Expanding Hospital Profile pages to include additional specialty services provided in 
each facility and financial data; 
 

 Continuing to monitor national guidelines for public reporting of hospitals and ASCs 
quality/outcome measures (i.e. HCAHPS (hospital patient satisfaction surveys), Surgical 
Infection Prevention/Surgical Care Improvement measures, CMS measures relating to 
heart attack, heart failure and pneumonia, etc.); 

 

 Continuing to work with 3M on incorporating Potentially Preventable Complications 
(PPCs) which incorporates Present On Admission (POA) as well as incorporating the 
appropriate AHRQ Patient Safety Indicators with POA; 

 

 Incorporating AHRQ Pediatric Quality Indicators; and 
 

 Continuing to revise and update the data, display and methodology on the website to 
improve the consistency of reporting, when applicable, for providers and health plans 

 

Research and Development 
 
The Office of Research and Development is responsible for statutorily required reports and the 
production of health plan information.  The unit transforms the data collected by the Florida 
Center into information for policymakers, researchers, and the general public.   
 
This Emergency Department Utilization Report fulfills the requirements of s.408.062(1)(i), 
Florida Statutes, which mandates that the Agency publishes an annual report on the use of 
emergency department services, including an analysis of the treatment given by patient acuity 
level and the implications of increasing hospital costs in providing non-urgent care in emergency 
departments. The Emergency Department Utilization Report describes characteristics of visits to 
emergency (ED) departments in Florida, and presents data on utilization that may have 
implications for hospital costs.  
 
The Florida Health Care Expenditures Report examines trends in expenditures for health care 
services, health care payers, and Health Maintenance Organizations (HMOs).  The report 
focuses on data from the most recent calendar year available (FY 2004-2005), but also shows 
trends from CY 1992.  The Health Care Expenditures report describes payments for services 
delivered in Florida, including services delivered to nonresidents.   
 
The Florida Health Plan quality data posted on Florida’s interactive Health Plan Consumer 
Website, www.FloridaHealthFinder.gov, fulfills the requirement of s. 408.05(3)(k), Florida 
Statutes, which mandates that the Agency publicly disclose performance measures for specified 
Florida health plans. 
 
The State Health Data Directory as required in s.408.05(4)(g), Florida Statutes was developed 
to assist individuals searching for health data and statistics.  Its purpose is to facilitate referrals 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
http://www.floridahealthfinder.gov/
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
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to the responsible data administrator for detailed information regarding available data and to 
promote the efficient use of data for research and public policy purposes.  The State Health 
Data Directory is available on www.FloridaHealthFinder.gov.The directory is updated annually 
by an e-mail survey of state agencies.  Information is current and checked for accuracy as of the 
date indicated on each database entry. 
 
Copies of reports are available on the Internet at www.FloridaHealthFinder.gov.  
 

Health Plan Performance Data  
 
Since CY 1999, health plan performance data have been reported to the Florida Center by all of 
Florida’s licensed health maintenance organizations (HMOs) for each line of business 
(commercial, Medicare, Medicaid and Healthy Kids).  There are two major sources of data in 
this reporting system:   
 

 Health plan quality indicator data, as required under s. 641.59(9), Florida Statutes, known as 
the Health Plan Employer Data & Information Set (HEDIS); and, 

 

 Health plan member satisfaction information, as required under s. 641.58(4), Florida 
Statutes, known as the Consumer Assessment of Health Plan Survey (CAHPS). 

 
Quality indicator data typically display the percentage of eligible members who have received a 
specific health care service during the measurement year.  The indicators reported to the 
Agency include measures of chronic disease management, preventive health care, prenatal 
care and checkups for infants, children, and adolescents. 
 
Over the past three years, the quality indicator data have shown that Florida’s Commercial 
HMOs have performed equivalent to the national averages and that the rates have remained 
stable.  The same is true for Medicare HMOs.  However, the performance of the Medicaid 
HMOs has been consistently below the national averages for most indicators, and there is a 
trend toward poorer performance for some indicators. 
 
The member satisfaction survey data contain the results of an annual statewide survey of a 
sample of members in each HMO.  In CY 2006, the Florida Center began collection of survey 
data from many of Florida's largest Preferred Provider Organizations (PPO) and indemnity 
insurance plans.  The data contain the responses of members to a set of approximately 40 
questions regarding their experience with their health plan.  The survey includes questions 
about health care utilization, access to care and specialists, communicating with health care 
providers, customer service, experience with claims processing and overall satisfaction with the 
health plan. 
 
Over the past three years, the member satisfaction data for Florida’s commercial and Medicaid 
HMOs has been nearly the same as the national data.  Satisfaction as measured by most 
questions has remained steady over this period.  Satisfaction with the health plan was higher for 
the Medicaid plans compared to the commercial plans.  Medicaid members were more satisfied 
with the care their children receive than the care they receive. 
 
A review of the health plan performance data shows that there is room for improvement.  This is 
especially true of the Medicaid HMOs who performed well below those in other states on the 
quality indicator (HEDIS) data.  The Agency has begun to address this finding by reforming the 
Medicaid program. There is a new emphasis on improving the performance of preventive care 
and the effectiveness of care.   
 

http://www.floridahealthfinder.gov/
http://www.floridahealthstat.com/
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0641/SEC59.HTM&Title=-%3e2007-%3eCh0641-%3eSection%2059#0641.59
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0641/SEC58.HTM&Title=-%3e2007-%3eCh0641-%3eSection%2058#0641.58
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The Agency has little influence over the performance of commercial or Medicare HMOs, but 
they are already performing better than the Medicaid plans.  However, the posting of 
performance data for these plans should have a positive effect on their delivery of care as they 
will strive to improve their performance over time. 
 
Policymakers should review the quality and satisfaction information with an eye to areas that 
may need improvement.  For example, it appears that most plans are providing appropriate 
screenings for cancer, but they perform poorly in providing prenatal care.  These data will allow 
policymakers to focus efforts on the weak areas while pointing to the strong performing areas as 
examples of excellence. 
 
Prior to CY 2006, the Florida Center annually published summary results from these two data sets, in 
the Florida HMO Report, along with "check mark" ratings that ranked each health plan on each 
summary indicator and survey question. Beginning in CY 2006, these results are posted only to the 
Agency's website, currently, www.FloridaHealthFinder.gov.   
 
There is a need to better publicize the data that the Agency collects.  Consumers and health 
plan members will make better informed choices if they can view the information displayed on 
the Agency website.  If membership in the poorer plans decreases, while increasing in the well-
performing plans, this may provide an incentive for the poor performing plans to improve.  The 
Medicaid program is considering ―pay for performance‖ incentives and penalties based on the 
plan’s performance, especially on the quality indicator data.  If successful in improving plan 
performance, this approach should be applied, where possible, to all other managed care plans. 
 

Patient Safety 
 
In CY 2007 the Agency’s Adverse Incident Reporting Unit was transferred from the Division of 
Health Quality Assurance to the Florida Center’s Office of Research and Development.  The 
Agency’s goal in transferring this function from a regulatory unit to a research unit is to use the 
adverse incident reports to provide health care facilities with quality feedback on best practices 
and patient safety lessons learned.  
 
Adverse incidents are medical incidents defined in s. 395.0197, Florida Statutes. They include 
the following: wrong site surgery, wrong patient surgery, wrong surgical procedure, patient 
death, brain or spinal damage to a patient, and removal of unplanned foreign objects remaining 
from a surgical procedure. Hospitals and ambulatory surgical centers are required by law to 
report adverse incidents to the Agency. Reports are confidential.  
 
The Agency publishes aggregate adverse incidents reports quarterly on the risk management 
website: http://ahca.myflorida.com/MCHQ/Health_Facility_Regulation/Risk/index.shtml. 
 
The Unit’s new responsibility will be to conduct in-depth analysis on reported incidents, and best 
practices implemented in response to these incidents.  The Office of Research and 
Development will prepare an annual report summarizing the analyses and performance 
improvement plans submitted in response to the adverse incidents.   
 
The Florida Center is developing and will propose statutory changes to clarify the definition of 
adverse incidents, require reporting within 15 days of the incident, and allow more time (an 
additional 45 days) to provide a root cause analysis and performance improvement plan.  

Health Information and Technology 
 
In CY 2004 the Florida Legislature directed the Agency to develop a strategic plan for the 
adoption and use of electronic health records. In Section 408.062(5), F.S., the legislation 

http://www.floridahealth/
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0395/SEC0197.HTM&Title=-%3e2008-%3eCh0395-%3eSection%200197#0395.0197
http://ahca.myflorida.com/MCHQ/Health_Facility_Regulation/Risk/index.shtml
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
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provided that the Agency may develop rules to facilitate the functionality and protect the 
confidentiality of electronic health records.    
 
This section was subsequently amended in CY 2006 to require that the Agency include in its 
strategy for the adoption and use of electronic health records the development of an electronic 
health information network for the sharing of electronic health records among health care 
facilities, health care providers, and health insurers.  The Agency is to report to the Governor 
and Legislature on legislative recommendations to protect the confidentiality of electronic health 
records.   
 
In CY 2005, the Agency issued a white paper proposing the Florida Health Information Network 
(FHIN).  The FHIN was originally envisioned as a statewide health information server that would 
enable health care professionals to access a patient’s medical records from any provider 
database connected to the network over a secure Internet connection. However, many 
stakeholders supported a more decentralized approach.  The Agency focused on the funding of 
health information exchange pilot projects under the leadership of the Governor’s Health 
Information Infrastructure Advisory Board.   
 
The Governor’s Advisory Board developed the Florida Health Information Network Grants 
Program, including program requirements and evaluation criteria. Beginning in FY 2005-2006, 
the Board evaluated FHIN Grant Program applications and recommended awards. Grant 
funding was $1.5 million in FY 2005-2006, $2 million in FY 2006-2007, and $2 million in funding 
for FY 2007-2008. According to the time limit set in the original Executive Order, the Advisory 
Board served out its term effective June 30, 2007.   
 
In December 2007, the Agency established the Health Information Exchange Coordinating 
Committee (HIECC) under the State Consumer Health Information and Policy Advisory Council 
authorized in Section 408.05(8), F.S. The HIECC will continue the work of the Board by 
assisting the Agency in promoting the adoption and sharing of electronic health records. The 
committee includes representatives of hospital and medical associations, regional health 
information organizations, health plans, rural health and consumer groups.    
 
The Agency works with many professional associations and organizations at the local, state and 
national level to further health information technology initiatives. These include the Health 
Information Management and Systems Society (HIMSS), American Health Information 
Management Association, State Alliance for e-Health, Florida Association of Chief Medical 
Information Officers, and many other professional groups.  
 
The Florida Legislature broadened the technical assistance responsibilities of the Agency and 
Florida Center related to health information technology with the passage of House Bill (HB) 
7073  in CY 2006.  HB 7073 amended Section 408.05(4), F.S., providing that the Agency shall 
administer grants to advance the development of a health information network. This section also 
directs the Agency to integrate health care data from state agencies and make the health data 
available to health care practitioners through a state health information network. The Florida 
Center within the Agency is to provide technical assistance to support the health information 
network.  
 

Creation of Health Information Technology Committee  

 
The Governor’s Health Information Infrastructure Advisory Board (Board) sunset June 30, 2007, 
after completing its work.  As a result of the leadership of the Board, the Agency was able to 
move forward in implementing the programs and plans recommended by the Board and health 
care stakeholders. Florida’s health information infrastructure initiative has achieved a scope of 

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
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stakeholder involvement that includes the leadership of hospitals, medical groups, laboratories, 
payers, employers, community health centers, and other stakeholders. These stakeholders 
represent a significant market presence in Florida. Other active participants, academic 
institutions, technology firms, professional associations, county health departments, and other 
state agencies are also active participants in the initiative.  
 
To enable the Agency to continue to collaborate with stakeholders and provide guidance to the 
Agency, it established a Health Information Exchange Coordinating Committee (HIECC) in CY 
2007, reporting to the State Consumer Health Information and Policy Advisory Council.  The 
Health Information Technology Committee advises and supports the Agency for Health Care 
Administration (Agency) to develop and implement a strategy for the establishment of a privacy-
protected, secure, and integrated statewide network for the communication of electronic health 
records among authorized parties. 
 
The Health Information Technology Coordinating Committee is expected to stay informed of 
developments in the health information technology field and consult with national and 
international health information technology initiatives and state-level health information 
exchanges operating within the public and private sector. The Committee will develop 
recommended technical standards to ensure the interconnectivity of all health care providers 
and to establish and maintain the security for electronic health information. The Committee will 
also provide guidance for health information exchanges operating in Florida to ensure the 
privacy of health information and its availability in the event of an emergency or disaster, 
including recommendations for a periodic privacy and security risk assessment and for 
demonstrated interoperability consistent with widely adopted standards or standards accepted 
by a recognized organization that establishes national standards for electronic information 
networks. 
 

Electronic Prescribing Activities 
 
In CY 2007, the Florida Legislature passed HB 1155,  which directed the Agency to collect 
information on the benefits of electronic prescribing (e-prescribing) and e-prescribing software 
and disseminate that information through the Agency’s website in order to facilitate and promote 
the adoption of electronic prescribing.  Section 408.0611, F.S. provides that the Agency is to 
collaborate with stakeholders to create an electronic prescribing clearinghouse and coordinate 
with private sector e-prescribing initiatives.   
 
Section 408.0611, F.S., provides that the Agency is to coordinate with private sector initiatives in 
the creation of the website and other activities.  The Agency is a member of ePrescribe Florida, 
a private initiative working to increase electronic prescribing.   
 
The legislation that directed the Agency to create the electronic prescribing clearinghouse also 
provided that the Agency was to collaborate with private sector electronic prescribing initiatives, 
Regional Health Information Organizations (RHIOs), and other stakeholder groups described in 
the legislation.  It provides that the Agency will meet with stakeholders at least quarterly to 
―assess and accelerate the implementation of electronic prescribing.‖  In the fall of CY 2007, the 
Agency formed the State Electronic Prescribing Advisory Panel and invited representatives of 
the relevant stakeholder organizations to participate as appointed members of the panel.   
 
The State Electronic Prescribing Advisory Panel represents the following stakeholder groups: 
 

 Organizations that represent healthcare practitioners; 

 Organizations that represent healthcare facilities; 

http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=36177&SessionIndex=-1&SessionId=54&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=11
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2007-%3eCh0408-%3eSection%200611#0408.0611
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2007-%3eCh0408-%3eSection%200611#0408.0611
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 Organizations that represent pharmacies; 

 Organizations that operate electronic prescribing networks; 

 Organizations that create electronic prescribing products; and 

 Regional health information organizations. 

 
The Agency scheduled the first meeting of the panel to coincide with the initial release of the 
electronic prescribing website in October, 2007. Members of the panel reviewed the content and 
features of the clearinghouse website. Members of the panel also presented on the benefits of 
electronic prescribing and described how the Agency and private sector initiatives such as 
ePrescribe Florida would coordinate their efforts. Members of the panel discussed metrics that 
could be used to describe trends in electronic prescribing adoption, usage, and impact on 
patient care, cost savings, and return on investment.  
The Florida Legislature directed the Agency to develop an electronic prescribing clearinghouse 
to ―promote the implementation of electronic prescribing by healthcare practitioners, healthcare 
facilities, and pharmacies in order to prevent prescription drug abuse, improve patient safety, 
and reduce unnecessary prescriptions.‖ Section 408.0611  F.S. provides that the Agency is to: 
 

 Establish an informational clearinghouse on the Agency’s website;  
 

 Collaborate with stakeholders to create the clearinghouse; and 
 

 Report on the progress of implementation to the Governor and the Legislature. 

 
The Florida Electronic Prescribing Clearinghouse is a collection of e-prescribing resources 
maintained by the Agency in its website. The portal provides users a single point of access for 
e-prescribing activities in Florida. It is not only designed to meet the requirements of Section 
408.0611 F.S., but also to provide users important information on new developments and trends 
in the e-prescribing field with an overall goal of promoting the adoption of and improving the 
quality and effectiveness of e-prescribing in the state. It is expected that the evolution of the 
clearinghouse will be supported by recommendations from stakeholders and the State 
Electronic Prescribing Advisory Panel. The Florida Electronic Prescribing Clearinghouse is 
located at: www.fhin.net/eprescribe. 
 
The Florida Electronic Prescribing Clearinghouse website describes e-prescribing software, 
summarizes research on e-prescribing and direct physicians to e-prescribing resources at the 
state and national level. Specifically, the website contains: 
 

 Information regarding the process of electronic prescribing and the availability of 
electronic prescribing products, including no-cost or low-cost products;  

 Information regarding the advantages of electronic prescribing, including using 
medication history data to prevent drug interactions, prevent allergic reactions, and deter 
doctor and pharmacy shopping for controlled substances;  

 

 Links to federal and private sector websites that provide guidance on selecting an 
appropriate electronic prescribing product; and  

 Links to state, federal, and private sector incentive programs for the implementation of 
electronic prescribing.  

 
The Florida Legislature also directed the Agency to prepare an annual report on the progress of 
electronic prescribing implementation in Florida beginning with a first report to be issued in 
January 2008. The Florida 2007 Electronic Prescribing Report     

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2007-%3eCh0408-%3eSection%200611#0408.0611
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2007-%3eCh0408-%3eSection%200611#0408.0611
http://www.fhin.net/eprescribe
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(http://ahca.myflorida.com/dhit/ElectronicPrescribing/Reports.shtml)  provides a baseline 
summary of e-prescribing in Florida based on statistics provided by national e-prescribing 
companies, a discussion of the barriers to e-prescribing in Florida and recommendations for 
future steps in CY 2008. It also presents federal and state-level initiatives, in particular the e-
prescribing project initiated by Florida Medicaid.  
 
In CY 2003, the Agency implemented a wireless electronic prescribing program for selected 
high volume Medicaid providers.  The Agency’s objectives were to have a positive impact on 
clinical outcomes and over-prescribing by providing preferred drug information and potential 
drug interaction alerts.  The program has been successful in accomplishing these objectives.  
The participating physicians prescribed less expensive and fewer prescriptions and the program 
documented the prevention of drug interactions.  However, few physicians used the PDA for 
electronic prescribing which would provide additional quality of care benefits for physicians, 
pharmacies and beneficiaries (see http://www.fhin.net/eprescribe/Index.shtml). Currently, 
physicians may use a PDA or desktop personal computer to retrieve a 90 day medication 
history for patients and send electronic prescriptions. During the first quarter CY 2008, 759 
physicians used the Florida Medicaid e-prescribing program to send prescriptions. 
 
Offering financial incentives to Medicaid providers would benefit Florida Medicaid beneficiaries 
by encouraging the greater use of the system functionalities that support patient care and the 
sharing of electronic medication history records among care providers. The Florida Medicaid 
Wireless Handheld Pilot Project, using the eMPOWERx electronic prescribing application has 
demonstrated consistent savings to the Medicaid program from each provider who uses the 
eMPOWERx e-prescribing program.  
 
Based on data from the 21 month period from July 2006 to March 2008, physicians in the pilot 
program saved Medicaid an average of $48 per patient and a total of $2,841,390 each month in 
prescription payments. The eMPOWERx program also provides alerts for drug interactions. 
During the same 21 month period, the program issued an average of 892 alerts for a drug 
interaction, for a projected savings of $208,933 per month in Medicaid claims. The savings to 
Medicaid from the eMPOWERx program are attributable to utilization and cost avoidance 
through the reduced number of prescriptions written and hospitalizations avoided. 

 
Privacy and Security Project 
 
Florida is participating in a national collaboration of states to study and make recommendations 
regarding privacy and security practices affecting interoperable health information exchanges. 
The Health Information and Security Privacy Collaboration Project (HISPC) is part of a national 
effort managed by the U.S. Department of Health and Human Services Office of the National 
Coordinator for Health Information Technology (ONC).  
 

In May 2006, the Agency for Health Care Administration (Agency) was awarded a contract by 
RTI International, Inc., to participate in the nationwide Health Information Security and Privacy 
Collaboration (HISPC) Project.  During this first contractual period, the Agency completed an 
analysis of barriers to health information exchange and produced an implementation plan for  
addressing these issues through an extensive round of meetings by stakeholder groups.  
 
Florida’s participation in the HISPC Project of FY 2006-2007 resulted in the preparation of a 
comprehensive Implementation Plan for protecting the confidentiality of electronic health 
records. The Implementation Plan envisions the creation of a more efficient, and effective, 
health care delivery system that provides patients and clinicians with immediate access to 
electronic health records through a privacy-protected and secure system of health information 
networks.   

http://ahca.myflorida.com/dhit/ElectronicPrescribing/Reports.shtml
http://www.fhin.net/eprescribe/Index.shtml
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The Florida Privacy and Security Project (Project) found that a significant barrier to health 
information exchange in Florida is the difficulty of determining applicable law given the 
numerous laws and regulations that address various aspects of health information exchange in 
an often fragmented manner.  Florida laws and regulations were created to address the transfer 
of paper documents from one entity to another and do not contemplate the benefits of the 
sharing of electronic records among groups of clinicians or provide guidelines for these types of 
activities.   
 
Florida laws and regulations were found in many cases to be inconsistent with Federal law, 
most notably the HIPAA privacy and security regulations.   Additionally, in several areas Florida 
law was found to be inconsistent with other applicable Florida law.  These inconsistencies, 
among other things, have led to confusion among health care providers resulting in reluctance 
to participate in regional health information networks, reluctance to use or accept electronic 
prescribing, and a system that fails to meet its potential to better coordinate patient care or 
respond in an emergency.  
 
The Agency received an extension of the contract in July 2007 that provided support for the 
Agency to begin to put the Implementation Plan into effect. During the second contract period 
the Agency convened the Project’s Legal Work Group to consider and make legislative 
recommendations that would ameliorate legal barriers to health information exchange in Florida 
law.  The Agency continued to broaden its outreach to consumer and patient advocacy groups 
and added consumer representation to the Legal Work Group.  
 
The Legal Work Group identified priority recommendations for legislation to address specific 
barriers to health information exchange in Florida law including reconciling hospital, clinical 
laboratory and medical practice statutes related to release of health records. Each of these 
suggested changes to statute addresses a specific barrier to health information exchange in 
Florida law. The project produced a report, Analysis of Florida Statutes Related to Health 
Information Exchange, containing the priority recommendations of the Legal Work Group. 

 
In addition, the Agency developed a risk self-assessment tool based on the National Institute of 
Standards and Technology (NIST) 800-53 SP security standard. The tool is a stand-alone piece 
of software that will be placed in the public domain for health information organizations and 
providers to use as a means to assess their own security strengths and weaknesses.  
 
In CY 2008, Florida received another grant to work in coordination with the Harmonizing State 
Privacy Law Collaboration (HSPL Collaboration) with the objective of harmonizing state laws to 
facilitate health information exchange within and across state borders.   Florida will reconvene 
its Legal Working Group (LWG) that has functioned under the Health Information Security and 
Privacy Collaboration to continue its evaluation of Florida law and the need for reform. The 
Florida LWG will review the statutory analysis of other States participating in the collaborative to 
identify barriers and gaps in Florida that were not included in our initial analysis.  In addition, the 
Florida will work with other States to develop priority recommendations and align solutions.    
 
In CY 2008, the Agency also proposed to work in coordination with the Provider Education 
Toolkit (PET) Collaboration to develop a set of educational tools that can be used in targeted 
communication campaigns to reach physicians with information about the privacy and security 
of health information exchange. It is hoped that the messages delivered to physicians will 
motivate them to take action to work with their local health information exchanges and to 
consider installing electronic health record systems. The Florida PET team is conducting a 
baseline assessment of provider interest in health information exchange, will reach out to 
professional state-level and county-level professional organizations and will determine the cycle 

http://ahca.myflorida.com/dhit/PandSproject/PSprojectIndex.shtml
http://ahca.myflorida.com/dhit/PandSproject/PSprojectIndex.shtml
http://ahca.myflorida.com/dhit/PandSproject/PSprojectIndex.shtml
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of association conferences and professional meetings to serve as venues for an educational 
campaign. The Florida PET team is also working on the specific barrier to health information 
exchange identified as the confusion about HIPAA and Florida state law. The Florida PET team 
will develop a web-based crosswalk between HIPAA and Florida statutes as an education tool 
for its physician population. It will also develop a template for other states to create their own 
HIPAA by state statute crosswalk.  
 

Federal Communication Commission Rural Broadband Pilot Project 
 
The Agency and the Big Bend Regional Healthcare Information Organization (RHIO), with a 
group of health care stakeholders from the public and private sectors, were awarded a contract 
to connect nine hospitals in eight rural counties in the Panhandle and Big Bend regions of north 
Florida and connect them to the Big Bend Regional Healthcare Information Organization in 
Tallahassee and the Escambia Health Information Network in Pensacola. Health information 
exchange services delivered to the urban hospitals in Tallahassee and Pensacola can then be 
extended to the rural hospitals. The nine rural hospitals will also have access to pediatric tele-
health services from Children’s Medical Services in the Florida Department of Health and from 
the Nemours children’s medical system. Continuing education services from the Florida State 
University College of Medicine can be offered to rural physicians. 
 
The proposed pilot project will employ an existing ten gigabit per second optical fiber network 
built by the Florida LambdaRail that runs throughout the state and parallels Interstate10 in North 
Florida. The Agency for Health Care Administration and the Big Bend Regional Healthcare 
Information Organization propose to construct gigabit fiber facilities from the Florida LambdaRail 
interface points, to a constructed point of presence (POP) in each of the eight counties, and 
then construct gigabit last mile connections to the nine rural hospitals in the project.  
 
Once the connections are complete, then each of the hospitals will be connected to the Big 
Bend Regional Healthcare Information Organization, which will provide secure messaging 
services and facilitate the transmission of large imaging files, to facilitate the transfer of x-rays, 
MRIs, CAT scans from fixed or mobile imaging units and other digital files between the rural and 
urban specialty providers in their network. Building the gigabit fiber network will occur in the first 
year of funding.  In year two of the proposed project, a broadband wireless network will be 
installed in each county to provide broadband connectivity to each of the community health 
centers and not-for-profit clinics in each county.  The health information exchange services of 
the Big Bend RHIO will be extended to these clinics. Implementing the broadband wireless 
network will expand the number of telehealth services available to rural physicians, and should 
result in better quality of care for their rural patients.  
 
A key objective of the project is to establish a self-sustaining operational model that balances 
the benefits and costs of the network on all participants including urban providers, rural 
providers and the private sector.  The network will be sustained by the revenues generated by 
user fees for services which will be established by the Big Bend RHIO.  

 
Personal Health Record Toolkit 
 
In June 2008, the Agency released a consumer guide on personal health records (PHR).  The 
PHR toolkit explains the importance of maintaining personal health records to have available in 
case of a natural disaster or other emergency. It provides a checklist of content to assist 
consumers in preparing and using their PHR.  The toolkit also provides information on electronic 
personal health records that may be downloaded or maintained on the Internet.   It includes a 
discussion on desirable functions and security features for an electronic PHR.   
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The Office of Health Information Technology is responsible for the toolkit and is developing a 
companion brochure in coordination with the Office of Data Dissemination.  The toolkit is located 
on the Agency’s website at:   http://www.fhin.net/PHR/index.shtml. 
 

Health Policy 
 

During the CY 2006 Legislative session the Legislature passed HB 7073 that was codified into 
law in section 408.05 Florida Statute. HB 7073 added policy and analysis as a duty of the 
Florida Center for Health Information and Policy Analysis. In July 2008 the Florida Center 
created the Office of Health Policy within the Florida Center.  
 
The Office of Health Policy will provide policy coordination and policy leadership within the 
Florida Center. The Office of Health Policy will be responsible for building, developing and 
leveraging the intellectual capital of the Florida Center to strengthen the knowledge of 
consumers as they interact with the healthcare system. Some of the duties the Office of Policy 
will be responsible for include:  
 

 Develop and promote statewide health information technology policy in partnership with 
the Office of Health Information and Technology; 

 

 Coordinate Florida Center Legislative Budget Requests (LBRs) and legislative policy 
proposals from their development to their final legislative approval, including drafting and 
internal and external review, presentation and discussion; 

 

 Provide policy support to the Florida Center internal policies, bill drafting and rule 
development; 

 Co-chair the internal Health Information Technology committee; 
 

 Coordinate Florida Center policies across units; and 
 

 Track relevant state and federal data standards, transparency, health facility, and health 
plan legislation. 

 

 
 

http://www.fhin.net/PHR/index.shtml
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
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List of Potential Policy Changes Affecting the Agency’s Legislative 
Budget Request  

 

Number Potential Policy Changes 
Reference LRPP 

Goals 

  
The Legislative 

Budget Requests 
(LBR) Affected 

  

 
Impact on Policy if 
LBR Request not 

Approved  

  

1.  Create electronic 
prescribing adoption 
incentives. 

3 Medicaid 
Electronic 
Prescribing  

Continued 
inefficiencies and 
medical errors. 

2.  Improve efficiency of 
patient data collection and 
dissemination systems.  

3 Data Collection 
and Dissemination 
Upgrade  

Growing lag in the 
receipt and 
processing of data for 
consumer information 
and public policy. 

3. Enhance and expand 
FloridaHealthFinder.gov 
website facility information. 
 

3 Florida Health 
Finder 
Enhancements 

Inefficient facility data 
collection and 
dissemination. 
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List of Potential Policy Changes that Would Require Legislative Action 
 

 

 
 
 

Number 

 
Changes in 

Current 
Programs 

Statutory 
Reference 

Changes 
in 

Current 
Services 

Changes in 
Current Activities 

 
Describe Substantive 

Legislative Action 
Required to Support 

Changes 
 

1.  Analyze and 
report patient 
safety best 
practices.  
 

Amend ss.  

395.0197 

395.3025 

408.05 

641.55, 
F.S. 
 

N/A The Agency shall 
analyze and 
provide data to 
hospitals to 
facilitate patient 
safety. 

Streamline current adverse 
incident reporting system. 

2.  Adopt clear and 
concise 
standards for 
electronic health 
information 
exchange.  

ss. 

408.062 

(5), F.S. 

N/A The Agency shall 
adopt rules to 
create a uniform 
patient 
authorization form. 

Establish specific statutory 
authorization for uniform 
patient authorization form.   

http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0395/SEC0197.HTM&Title=-%3e2008-%3eCh0395-%3eSection%200197#0395.0197
http://leg.state.fl.us/Statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=395.3025&URL=CH0395/Sec3025.HTM
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
http://leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=641.55&URL=CH0641/Sec55.HTM
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
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List of All Task Forces and Studies in Progress 
 

 
Number 

 

Bill Cite 

 

 
Task Forces and Studies 

Required by FY 2008-09 Legislation 

 
Division 

Assigned 

1.  Subcontract 
Number 7-312-

0211557 
 

 

The Agency is a state subcontractor in the 
federally-funded Health Information Security 
and Privacy Collaboration (HISPC) that will 
develop recommendations for ensuring the 
privacy and security of electronic health 
records.  Deliverables include an analytical 
framework for comparing federal and state 
laws and provider education toolkit. 
 

Florida Center for 
Health Information and 
Policy Analysis 

2.  Contract 
Number 
HHSA 

290 2007 
10042 

 

 

The Agency is contracted to conduct a study 
of the feasibility of adding hospital clinical 
laboratory data to patient data reporting.  The 
study will evaluate how the data can be used 
to improve the measurement of inpatient 
severity of illness. 
 

Florida Center for 
Health Information and 
Policy Analysis 

3 2008 
SB 1488 
Line 230 

 

The Agency shall publish on its website 
undiscounted charges for no fewer than 150 
of the most commonly performed adult and 
pediatric procedures, including outpatient, 
inpatient, diagnostic, and preventative 
procedures. 
 

Florida Center for 
Health Information and 
Policy Analysis 

4 2008 
HB 5001 

Line 172A 

From the funds in Specific Appropriation 
172A, $100,000 in non-recurring general 
revenue funds is provided for grants to 
health-related institutions and organizations 
seeking assistance to deploy outpatient clinic 
information technology emphasizing case 
management.   

Florida Center for 
Health Information and 
Policy Analysis 

5. 2007 
HB 1155 

Lines 190-207 
 

ss. 408.0611 
(3) F.S. 

By October 1, 2007 the Agency shall provide 
on its website information regarding the 
availability of electronic prescribing products, 
including no-cost or low-cost products; 
information regarding the advantages of 
electronic prescribing, including using 
medication history data to prevent drug 
interactions, prevent allergic reactions, and 
deter doctor and pharmacy shopping for 
controlled substances; convene quarterly 
meetings of the stakeholders to assess and 
accelerate the implementation of electronic 
prescribing. 

Florida Center for 
Health Information and 
Policy Analysis 

http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=38276&SessionIndex=-1&SessionId=57&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=S&BillSearchIndex=14
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=36864&SessionIndex=-1&SessionId=54&BillText=&BillNumber=5001&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=0
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=36177&BillText=1155&HouseChamber=H&SessionId=54&
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2007-%3eCh0408-%3eSection%200611#0408.0611
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Number 

 

Bill Cite 

 

 
Ongoing Task Forces and Studies 

Required by Legislation 

 
Division 

Assigned 

6. 2007 
HB 1155 

Lines 208-213 
ss. 408.0611  

(3) F.S. 
 

By January 31 of each year, the agency shall 
report on the progress of implementation of 
electronic prescribing to the Governor and the 
Legislature. 

Florida Center for 
Health 
Information and 
Policy Analysis 

7. 2006 
HB 7073 

Line 149-168 
 

408.05 (3)(k) 
F.S. 

Develop, in conjunction with the State 
Comprehensive Health Information System 
Advisory Council, and implement a long-range 
plan for making available performance outcome 
and financial data that will allow consumers to 
compare health care services. The Agency shall 
update the plan and report on the status of its 
implementation annually thereafter. 
 

Florida Center for 
Health 
Information and 
Policy Analysis 

8. 2006 
HB 7073 

Lines 484-496 
 

408.062 (1)(h) 
F.S. 

The Agency shall make available on its Internet 
website for each pharmacy, no later than October 
1, 2006, drug prices for a 30-day supply at a 
standard dose for 100 of the most frequently 
prescribed medicines. The data collected shall be 
reported for each drug by pharmacy and by 
metropolitan statistical area or region and 
updated quarterly. 
 

Florida Center for 
Health 
Information and 
Policy Analysis 

9. 2006 
HB-7073 

Lines 313-314 
 

408.05 (1) (d) 
F.S. 

 

The Florida Center shall be responsible for 
publishing and disseminating an annual report on 
the center's activities. 
 

Florida Center for 
Health 
Information and 
Policy Analysis 

10. 2006 
HB-7073 

Lines 478-524 
 

408.062 (1)(j) 
F.S. 

The Agency shall submit an annual status report 
on the collection of data and publication of health 
care quality measures to the Governor, the 
Speaker of the House of Representatives, the 
President of the Senate, and the substantive 
legislative committees with the first status report 
due January 1, 2005. 
 

Florida Center for 
Health 
Information and 
Policy Analysis 

http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=36177&BillText=1155&HouseChamber=H&SessionId=54&
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC0611.HTM&Title=-%3e2007-%3eCh0408-%3eSection%200611#0408.0611
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC05.HTM&Title=-%3e2008-%3eCh0408-%3eSection%2005#0408.05
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
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Number 

 

Bill Cite 

 

 
Ongoing Task Forces and Studies 

Required by Legislation 

 
Division 

Assigned 

 
11 

2006 
HB-7073 

Lines 508-512 
 

408.062 (1)(j) 
F.S. 

Performance outcome indicators shall be risk 
adjusted or severity adjusted, as applicable, 
using nationally recognized risk adjustment 
methodologies or software consistent with the 
standards of the Agency for Healthcare Research 
and Quality and as selected by the Agency. 

Florida Center for 
Health 
Information and 
Policy Analysis 

12. 2006 
HB-7073 

Lines 541-551 
 

408.062 (5) 
F.S. 

 

Directs the Agency to develop and implement a 
strategy for the adoption and use of electronic 
health records. Requires the Agency to report on 
legislative recommendations to protect the 
confidentiality of electronic health records. 
 

Florida Center for 
Health 
Information and 
Policy Analysis 

13. 2004 
HB-1629 

 
408.062 (1)(i) 

F.S. 

The Agency shall monitor and assess the use of 
emergency department services by patient acuity 
level and the implication of increasing hospital 
cost by providing non-urgent care in emergency 
departments. The Agency shall submit an annual 
report based on this monitoring and assessment 
with the first report due January 1, 2006. 

Florida Center for 
Health 
Information and 
Policy Analysis 

 
 

http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=33800&SessionIndex=-1&SessionId=42&BillText=&BillNumber=&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=17
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=14603&SessionIndex=-1&SessionId=36&BillText=&BillNumber=1629&BillSponsorIndex=0&BillListIndex=0&BillStatuteText=&BillTypeIndex=0&BillReferredIndex=0&HouseChamber=H&BillSearchIndex=0
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0408/SEC062.HTM&Title=-%3e2008-%3eCh0408-%3eSection%20062#0408.062
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Inspector General 

 
Goal 4: To combat fraud, waste and abuse in the Florida Medicaid Program  
 
Objective 4: To increase by eight percent annually through FY 2010-2011 and to 
increase by nine percent annually through FY 2013-2014, the collection of Medicaid 
dollars overpaid to fraudulent and abusive Medicaid providers. 
 
Service Outcome Measure 4: Amount of overpayments recovered by the Agency for 
Health Care Administration.  
 
Service Outcome Measure Projection Table 4: 
 

Baseline/Year 
FY 2003-2004 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 
 

FY 2013-2014 
 

Actual 
Collections  

 
$16,674,293  

 

$25,494,497 $27,534,057 $30,012,122  $32,713,213  $35,657,402 

Percent of  
projection  
increase  

8%  8%  9%  9%  9% 

 
Collections are identified in this table as monies received by the Agency and include recoveries resulting from liens 
on Medicaid payments to providers and recovering overpayments through claim adjustments and offsets posted 
directly to the claims processing system. The Office of the Inspector General is hoping to increase these collections 
by a minimum of seven percent annually.  
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Linkage of Agency Goals and Programs to the Governor’s Priorities 
 

  
Governor’s Priorities and Goals 
 

 
Agency Goals and/or Programs 

1.  Protecting Our Communities 
 

Goal 4: To combat fraud, waste and abuse 

in the Florida Medicaid Program  
 

2.  Strengthening Florida’s Families 
 

 

3.  Keeping Florida’s Economy Vibrant 
 

. 
 

4.  Success for Every Student 
 

 

5.  Keeping Floridians Healthy 
 

Goal 4: To combat fraud, waste and abuse 

in the Florida Medicaid Program  
 

6.  Protecting Florida’s Natural Resources 
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Trends and Conditions Statement 
 
Section 409.913, F. S., and Section 42, Code of Federal Regulations mandate the Agency shall 
operate a program to oversee the activities of Florida Medicaid recipients, and providers and 
their representatives, to ensure that fraudulent and abusive behavior and neglect of recipients 
occur to the minimum extent possible, and to recover overpayments and impose sanctions as 
appropriate. Primary responsibility for investigations and maintaining integrity of the state’s 
Medicaid program is the Agency’s Bureau of Medicaid Program Integrity (MPI) located in the 
Agency’s Office of the Inspector General (OIG).   
 
As part of its oversight responsibility, the Agency for Health Care Administration and the 
Medicaid Fraud Control Unit of the Department of Legal Affairs annually submit a joint report to 
the Legislature documenting the effectiveness of the state's efforts to control Medicaid fraud and 
abuse and to recover Medicaid overpayments during the previous fiscal year. The report 
describes the number of cases opened and investigated each year; the sources of the cases 
opened; the disposition of the cases closed each year; the amount of overpayments alleged in 
preliminary and final audit letters; the number and amount of fines or penalties imposed; any 
reductions in overpayment amounts negotiated in settlement agreements or by other means; 
the amount of final Agency determinations of overpayments; the amount deducted from federal 
claiming as a result of overpayments; the amount of overpayments recovered each year; the 
amount of cost of investigation recovered each year; the average length of time to collect from 
the time the case was opened until the overpayment is paid in full; the amount determined as 
uncollectible and the portion of the uncollectible amount subsequently reclaimed from the 
Federal Government; the number of providers, by type, that are terminated from participation in 
the Medicaid program as a result of fraud and abuse; and all costs associated with discovering 
and prosecuting cases of Medicaid overpayments and making recoveries in such cases. The 
report also documents actions taken to prevent overpayments and the number of providers 
prevented from enrolling in or reenrolling in the Medicaid program as a result of documented 
Medicaid fraud and abuse.  
 
The Agency will continue to work with local, state and federal law enforcement and prosecutorial 
agencies to stop criminals, reduce fraud and protect the integrity of the Florida Medicaid 
program from abuse. Current staffing levels may not be adequate to meet all the anticipated 
challenges we will encounter during the next five years covered by this Long Range Program 
Plan (LRPP). Additional staff will increase overpayments recouped and enhance return on 
investment. 
 
The Agency’s Office of the Inspector General, Bureau of Medicaid Program Integrity (OIG/MPI) 
continues to ensure the Medicaid program is managed in accordance with state and federal 
mandates. To this regard they participated in the recent contract selection of a replacement 
Medicaid Fiscal Agent and were involved in the development and installation of an improved 
Florida Medicaid Management Information System (FMMIS). The Medicaid Fiscal Agent 
contract went live on July 1, 2008. The new contract requires the Fiscal Agent to make technical 
resources available to OIG/MPI that may be used to produce statistical information from 
complex Decision Support System (DSS) algorithms. These algorithms will permit the Agency to 
identify violations of unbundling services, exceeding hour or age limit threshold, etc. On 
November 1, 2008, the FMMIS DSS system was populated with a complete history of paid 
claims data.    
 

http://www.flsenate.gov/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=409.913&URL=CH0409/Sec913.HTM
http://www.gpoaccess.gov/cfr/index.html
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All states and the Centers for Medicare and Medicaid Services (CMS) share responsibility for 
protecting the integrity of the Medicaid program. States are responsible for ensuring proper 
payment and recovering misspent funds. CMS has a role in facilitating states’ program integrity 
efforts and seeing that states have the necessary processes in place to prevent and detect 
improper payments. The Agency’s Office of the Inspector General, Bureau of Medicaid Program 
Integrity (OIG/MPI) continues to work with CMS  as one of eight states participating in  a 
Medicaid federal audit program http://www.gao.gov/new.items/d04707.pdf.  Eight states 
(Florida, Illinois, Louisiana, New Jersey, New York, North Carolina, Texas, and Wisconsin) are 
participating in this program.  
 
Through this program, CMS facilitates the sharing of health benefit and claims information 
between state Medicaid and federal Medicare programs. For example, it arranged for Medicaid 
officials to gain access to confidential provider information contained in Medicare’s restricted 
fraud alerts (a warning against emerging schemes), provider suspension notices, and 
databases. One of the Medicare-Medicaid information-sharing activities is a data match pilot 
that received funding from several sources. The purpose of this state-operated pilot is to identify 
improper billing and utilization patterns by matching Medicare and Medicaid claims information 
on providers and beneficiaries. Such matching is important, as fraudulent schemes can cross 
program boundaries. 
 
On February 8, 2006, President George W. Bush signed the Deficit Reduction Act of 2005.  In 
this legislation Congress directed CMS to establish the Medicaid Integrity Program (MIP) (CMS’ 
website).  The Act is based on four key principles: 
 

 National leadership in Medicaid program integrity;  
 

 Accountability for the program’s own activities and those of its contractors and the 
states;  

 

 Collaboration with internal and external partners and stakeholders; and, 
 

 Flexibility to address the ever-changing nature of Medicaid fraud.  
 
As part of its MIP initiative CMS’s subcontractors are reviewing Florida’s Medicaid claims history 
data and planning to do on-site audits throughout the state. The Agency hopes this combined 
cooperation between state and federal organizations will assist it in identifying more fraud 
prevention and monetary recovery opportunities and assist it in identifying areas where state 
policy need to be strengthened. 

 
The Agency’s Office of the Inspector General and the Bureau of Medicaid Program Integrity 
(OIG/MPI) continues to work closely with Florida’s Medicaid Fraud Control Unit (MFCU) in the 
State Attorney General’s Office.  As a result of this cooperation the United States Department of 
Health and Human Services named Florida one of only three states that referred more than 100 
fraud cases to their states’ Attorney General’s office in FY 2005-2006.  Florida led the nation 
with 197 referrals. In FY 2007-2008, the Agency referred 218 providers to MFCU for 
investigation and an additional 52 providers were referred for informational purposes.  

 
The Agency’s Office of the Inspector General, Bureau of Medicaid Program Integrity (OIG) 

continues to be involved as Medicaid Reform progresses by providing investigative oversight 

and monitoring program compliance to prevent and combat fraud and abuse.  

http://www.gao.gov/new.items/d04707.pdf
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_bills&docid=f:s1932enr.txt.pdf
http://www.cms.hhs.gov/apps/media/press/release.asp?Counter=1900
http://www.cms.hhs.gov/apps/media/press/release.asp?Counter=1900
http://www.cms.hhs.gov/apps/media/press/release.asp?Counter=1900
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 The Bureau of Medicaid Program Integrity Case Management Unit’s discovery and detection 

units continue their efforts to monitor the Florida’s Medicaid Program. In accordance with s. 

20.055 (7) F.S., the Office of the Inspector General’s Annual Report to the Secretary details 

its efforts to combat Medicaid fraud and abuse.  The Fraud and Abuse FY 2006-2007 

Annual Report to the Legislature was issued in December, 2007. The FY 2007-2008 report 

should be available for release in December, 2008.  Figure 4.1 show that OIG/MPI reported 

recoveries in FY 2006-2007 resulted in the recovery of $34.6 million in overpayments, an 

increase of 24 percent from the previous fiscal year.  

 

    Figure 4.1 Medicaid Program Integrity Recovery of Overpayments (millions) 
 

Activity FY 2004-2005 FY 2005-2006 FY 2006-2007 

MPI Audits $11.6  $16.3 $18.9 

Reversals 1.5  0.9  0.7  

Claims Adjustments 7.4  10.8  15.0  

Total  $20.5  $28.0  $34.6  

 

 

 

 

http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0020/SEC055.HTM&Title=-%3e2008-%3eCh0020-%3eSection%20055#0020.055
http://ahcaweb/inspectorgeneral/docs/OIG_ANNUAL_REPORT_FY%202006_%202007.pdf
http://ahcaweb/inspectorgeneral/docs/OIG_ANNUAL_REPORT_FY%202006_%202007.pdf
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List of Potential Policy Changes Affecting the Agency’s Legislative Budget Request 

  
 

Number List of Potential Policy Changes 

 
Describe the Legislative Budget 

Requests or Governor’s 
Recommended Budget Item(s) 

Affected 
 

Describe the Potential Policy  
Impact if the LBR or the Governor’s 

Recommended Budget 
Recommendation is not Approved 

        

1 None   
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List of Potential Policy Changes that Would Require Legislative Action 
  

 
 
 
 
 
 
 

Number 
Change in Current Programs 

 

Statutory 
Reference 

(Update 
hyperlinks) 

Changes in 
Current 
Services 

Changes in 
Current 

Activities 

Describe Substantive 
Legislative Actions 

Required to Support Policy 
Changes 

1 
None 
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List of All Task Forces and Studies in Progress 
 

Number 

 
Bill Cite 

 

 
Task Forces and Studies 

Required by FY 2008-09 Legislation 

 
Agency Staff 

Assigned 

 
Action 

Required 
Due Date 

1 None 
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Division of Communications and Legislative Affairs 
 

Goals 5: To promote and advance the mission and objectives of the Agency through increased 

communications with the general public, media, Agency stakeholders, and federal and state 
policy makers. 
 

Objectives 5. A: To increase by two percent annually, through FY 2013-2014, the number of 

contacts made through the Agency’s Division of Communications and Legislative Affairs with 
the general public, media, state and federal officials to educate and provide information about 
the Agency’s issues and priorities, and Florida’s health care delivery system. 
 

Service Outcome Measure 5. A. (1): The number of external information requests received 

and processed in the Division of Communications and Legislative Affairs.  
 

Service Outcome Measure Projection Table 5. A. (1) (a): 
 

 
Baseline/Year 
FY 2006-2007 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Number of 

correspondence 
pieces tracked by 

the Agency’s 
Correspondence 

Unit 
 

6,234 
 

6,962 7,102 7,244 7,389 7,536 

 
Annual percent of 

increase 
 

2% 
 

2% 2% 2% 2% 2% 

 

Please note that factors outside of Agency control strongly impact the number of 
correspondence pieces received and tracked by the Agency. This may result in significant 
increases and/or decreases over time that fall outside of the parameters of this projection. 
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Service Outcome Measure Projection Table 5. A. (1) (b): 
 

 
Baseline/Year 
FY 2006-2007 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Number of public 
record requests 
tracked through 

the Agency 
 

3,215 
 

4,708 4,802 4,899 4,997 5,096 

 
Annual percent of 

increase 
 

2% 
 

2% 2% 2% 2% 2% 

 
Please note that factors outside of Agency control strongly impact the number of public records 
requests received by the Agency. This may result in significant increases and/or decreases over 
time that fall outside of the parameters of this projection.  
 

Service Outcome Measure Projection Table 5. A. (1) (c): 
 

 
Baseline/Year 
FY 2003-2004 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Number of 

constituent and 
legislative 

inquiries handled 
by the Legislative 

Affairs Office 
 

489 
 

529  540 550 561 573 

 
Annual percent of 

increase 
 

2% 
 

2% 2% 2% 2% 2% 

 

Please note that factors outside of Agency control strongly impact the number of constituent and 
legislative inquiries received by the Agency. This may result in significant increases and/or 
decreases over time that fall outside of the parameters of this projection.  
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Service Outcome Measure Projection Table 5. A. (1) (d): 
 

 

Baseline/Year 
FY 2006-2007 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Number of 

legislative bills 
tracked and 

analyzed  
 

277 
 

305 312 318 325 331 

Annual percent of 
increase 

 
2% 

 

2% 2% 2% 2% 2% 

 
Please note that factors outside of Agency control strongly impact the number of legislative bills 
tracked and analyzed by the Agency. This may result in significant increases and/or decreases 
over time that fall outside of the parameters of this projection.  
 
Service Outcome Measure 5. A. (2): The number of individual phone contacts received by the 
Communications Office from media representatives. 
 
Service Outcome Measure Projection Table 5. A. (2): 
 

 
Baseline/Year 
FY 2007-2008 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Number of phone 
contacts received 
by the Agency’s 
Communication 

Office from media 
representatives 

 
935 

 

954 973 992 1,012 1,032 

Annual percent of 
increase 

 
2% 

2% 2% 2% 2% 2% 

 
During FY 2007-2008 the Media Office began using a tracking database system for incoming 
calls from media representatives as well as follow-up activities. This data input allowed us to 
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form a more accurate baseline without the potential for duplicate entries. Please note that 
factors outside of Agency control strongly impact the number of media contacts received and 
tracked by the Agency. This may result in significant increases and/or decreases over time that 
fall outside of the parameters of this projection. 
 
Service Outcome Measure 5. A. (3): The number of design and production projects completed 
by the Multimedia Unit. 
 
Service Outcome Measure Projection Table 5. A. (3): 
 

 
Baseline/Year 
FY 2007-2008 

 

FY 2009-2010 FY 2010-2011 FY 2011-2012 FY 2012-2013 FY 2013-2014 

 
Number of 
design and 

production jobs 
completed by 

Agency’s 
Multimedia Unit 

 
793 

  

809 825 842 858 857 

Annual percent 
of increase 

 
2% 

 

2% 2% 2% 2% 2% 

 
The FY 2007-2008 baseline was selected as it models outputs for a standard year not 
associated with increased activity associated with the Medicaid Demonstration Project.  Please 
note that factors outside of Agency control strongly impact the number of design and production 
jobs received and tracked by the Agency. This may result in significant increases and/or 
decreases over time that fall outside of the parameters of this projection. 
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Linkage of Agency Goals and Programs to Governor’s Priorities 
 

 
Governor’s Priorities and Goals 

 
Name of Agency Goals and/or Programs 
 

1.  Protecting Our Communities 
 

Goals 5: To promote and advance the 

mission and objectives of the Agency 
through increased communications with the 
general public, media, Agency stakeholders, 
and federal and state policy makers. 
 

2.  Strengthening Florida’s Families 
 

Goals 5: To promote and advance the 

mission and objectives of the Agency 
through increased communications with the 
general public, media, Agency stakeholders, 
and federal and state policy makers. 
 

3.  Keeping Florida’s Economy Vibrant 
 

 

4.  Success for Every Student 
 

 

5.  Keeping Floridians Healthy 
 

Goals 5: To promote and advance the 
mission and objectives of the Agency 
through increased communications with the 
general public, media, Agency stakeholders, 
and federal and state policy makers. 
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Trends and Conditions Statement 
 

Health care for Americans will be an ongoing state and federal issue as more people age and 
the demands for health care services and information increase. These increases will require 
more contact between the Agency and the public, the media, and state and federal legislators. 
These trends indicate that the Division of Communications and Legislative Affairs must play a 
larger role in the development of Agency policies, the analysis of health care issues and the 
communication of information to the public, the media, stakeholders, and legislators. 
 
Without the coordination of the Agency’s activities and objectives, federal and state policy 
makers would not have the information they need to make informed decisions relating to 
Florida’s health care delivery system and the Governor’s health care agenda. The Agency 
provides the state with a proactive program that includes legislative initiatives to advance and 
accomplish policy and procurement decisions affecting the state’s health care system. The 
Agency’s Legislative Affairs Office in Tallahassee and Washington D.C. monitor hundreds of 
state and national task forces, studies, and legislative items that will affect the people of Florida 
and its health care system. 
 
In addition to its traditional responsibilities to coordinate the development of the Agency’s 
legislative initiatives and to advance the Governor’s health care agenda during the legislative 
session, the Legislative Affairs Office educates new legislators about the Agency’s statutory 
roles and responsibilities.  
 
Since health care issues are expected to remain state and national priorities, the Agency must 
prepare for the increasing need to respond to inquiries from the public, the media, stakeholders, 
and legislators on a variety of issues relating to Medicaid, the uninsured, health care facilities, 
and health maintenance organizations. The Agency must inform these groups about policy 
changes, new initiatives, and other state and national actions that will impact them as they 
interact with the Florida’s health care delivery system. As a result, the Agency’s legislative 
staff’s commitment to promote health care initiatives that provide assistance to needy Floridians 
will remain a top priority. The increase in Florida’s population has made it necessary to increase 
the amount and diversity of health education provided to citizens. The Agency will continue to 
host events, prepare outreach materials, and work with government and private organizations to 
promote health education issues and programs throughout the state.  
 
To reach and educate Florida’s disadvantaged populations, the Agency will continue to use its 
Multimedia Design Unit to produce brochures, posters, and other documents to explain through 
words and pictures the programs and initiatives the Agency provides to meet Floridians’ health 
care needs. The Multimedia Design Unit will continue to produce health care reports and other 
documents for policy makers, Legislators and the Executive Office of the Governor to use in 
reviewing the effectiveness of Agency activities and new initiatives.  
 
Most of the Agency’s contacts with the public, with members of the news media, and with 
legislators are conducted on a personal level. If there was a decline in the number of staff 
assigned to these coordination responsibilities, the Agency would have to refer inquirers to the 
Agency’s Web site as its primary source for information. Communications between the Agency 
and legislators cannot be effectively duplicated or replaced by technological means.  
 
It is important to note that personal contact is not reflected in the service outcome measure 
descriptions of this document. Legislative constituent inquiries are direct calls received by the 
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Agency.  These calls are easily captured by the Agency from a quantitative standpoint; yet do 
not provide an accurate picture of the majority interactions of the Legislative Affairs and 
Communication Offices. During a typical day of legislative session, the Agency Legislative 
Affairs Office interacts with numerous legislators, legislator's offices and legislative committee 
staff. These interactions are not tracked and the numbers of these interactions are dependent 
on the number of days legislators are in session, the number of special sessions (if any), as well 
as other factors outside the Agency's control. Similarly for the Communications Office, staff may 
interact with multiple reporters at press conferences, events or committee hearings, or work on 
media inquiries referred to them.  
 
As described, personal contact makes up a significant portion of the core mission and the job 
duties for the offices under the Division of Communications and Legislative Affairs. This 
important point should be taken into consideration when viewing the service outcome measures 
of this document. 
 

The Division of Communications and Legislative Affairs has both internal and external goals to 
further its objective of representing the Agency to the public, governmental entities and 
members of the press.  Internally, we will keep a constant and "plain language" flow of current 
information to all Agency members allowing them to provide input throughout the process.  We 
will accomplish this by holding Legislative and Plain Language Seminars for new and current 
employees, conducting Agency-wide teleconferences and creating clear and concise 
informational documents. 
 
Externally, we will continue to restructure our areas of responsibility, promoting transparency 
and assisting our audiences in a timely manner. We will also take steps to ensure that the 
Agency’s goals and objectives are effectively communicated to all decision makers. 
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List of Potential Policy Changes Affecting the Agency’s Legislative Budget Request 
 

Number Potential Policy Change 
Referenced 
LRPP Goals 

 
The Legislative Budget 

Requests (LBR) Affected 

  

Impact on Policy if LBR Request is 
not Approved 

1 None    
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List of Potential Policy Changes that Would Require Legislative Action 

 

Number 
Changes in Current 

Programs 
Statutory 
Reference 

Changes in Current 
Services 

Changes in Current 
Activities 

 
Substantive Legislative 

Action Required to 
Support Changes 

  

1 None     
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List of All Task Forces and Studies in Progress 

 

Number 
Bill 

Number 
Proviso Language Division 

1 None   
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Exhibit I: 
 
Agency Workforce Plan (Not Required) 
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Exhibit II: 
 
Performance Measures and Standards 
  



 

 107 

Approved Performance Measures (Words) 

Approved Prior 
Year Standards 

FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Approved 
Standards for  

FY 2008-09 
(Numbers) 

Requested 
FY 2009-10 
Standard 

(Numbers) 

   

Department: AGENCY FOR HEALTH CARE ADMINISTRATION   Department No:  68000000 

     

Program: Administration and Support Code:  68200000   

     

Administrative costs as a percent of total agency costs 0.11% 0.06% 0.11% 0.14% 

Administrative positions as a percent of total agency positions 11.45% 11.42% 11.45% 11.22% 

     

Program: Health Care Services Code:  68500000   

Service/Budget Entity: Children's Special Health Care Code:  68500100   

     

Percent of hospitalizations for conditions preventable by good 
ambulatory care 7.7% Unknown 7.7% Delete 

Percent of eligible uninsured children receiving health benefits 
coverage 100% Unknown 100% 

Revise measure and 
Standard 

Percent of children enrolled with up-to-date immunizations 85% Unknown 85% 
Revise measure and 

Standard 

Percent of compliance with the standards established in the 
Guidelines for Health  Supervision of Children and Youth as 
developed by the American Academy of Pediatrics for children 
eligible under the program 97% Unknown 97% Delete 

Percent of families satisfied with the care provided under the 
program 95% 87.9% 95% 90.0% 

Total number of uninsured children enrolled in Kidcare 228,159 
               

224,575  228,159 Delete Standard 

Number of uninsured children enrolled in Medikids 21,000 
                 

24,288  21,000 Delete 

Number of uninsured children enrolled in Children's Medical 
Services Network 10,053 

                 
13,862  10,053 Delete 
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Approved Performance Measures (Words) 

Approved Prior 
Year Standards 

FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Approved 
Standards for  

FY 2008-09 
(Numbers) 

Requested 
FY 2009-10 
Standard 

(Numbers) 

         

Program: Health Care Services Code:  68500000   

Service/Budget Entity: Executive Direction and Support Services Code:  68500200   

      

Program administrative costs as a percent of total program costs 1.44% 1.50% 1.44% 2.00% 

Average number of days between receipt of clean Medicaid claim 
and payment 15 8.9 15 7 

Number of Medicaid claims received 145,101,035 
         

135,418,100  145,101,035 Delete Standard 

Percent of new Medicaid recipients voluntarily selecting managed 
care plan 50% 53.4% 50% 50.0% 

Number of new enrollees provided with choice counseling 520,000 501,168 520,000 Delete 

     

Program: Health Care Services Code:  68500000   

Service/Budget Entity: Medicaid Services to Individuals Code:  68501400  

     

Percent of hospitalizations that are preventable by good 
ambulatory care 11% 25.7% 11% Delete 

Percent of women receiving adequate prenatal care 86% 80.2% 86% 90.0% 

Neonatal mortality rate per 1000 4.7 6.1 4.7 5.0 

Average number of months between pregnancies for those 
receiving family planning services 35 39.3 35                        35  

Percent of eligible children who received all required components 
of EPSDT screen 64% 68% 64% 80.0% 

Number of children ages 1-20 enrolled in Medicaid 1,590,866 1,503,938 1,590,866 Delete Standard 

Number of children receiving EPSDT services 407,052 314,922 407,052 Delete Standard 

Number of hospital inpatient services provided to children 92,960 92,665 92,960 Delete Standard 

Number of physician services provided to children 6,457,900 6,556,917 6,457,900 Delete Standard 

Number of prescribed drugs provided to children 4,444,636 4,879,278 4,444,636 Delete Standard 

Number of hospital inpatient services provided to elders 100,808 91,792 100,808 Delete Standard 
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Approved Performance Measures (Words) 

Approved Prior 
Year Standards 

FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Approved 
Standards for  

FY 2008-09 
(Numbers) 

Requested 
FY 2009-10 
Standard 

(Numbers) 

          

Number of physician services provided to elders 1,436,160 698,765 1,436,160 Delete Standard 

Number of prescribed drugs provided to elders 15,214,293 1,342,218 15,214,293 Delete Standard 

Number of uninsured children enrolled in the Medicaid Expansion 1,227 2,393 1,227 Delete Standard 

         

Program: Health Care Services Code:  68500000   

Service/Budget Entity: Medicaid Long Term Care Code:  68501500  

     

Percent of hospitalizations for conditions preventable with good 
ambulatory care 12.60% 20.1% 12.60% Delete 

Number of case months (home and community-based services) 550,436 
               

559,020  550,436 Delete 

Number of case months services purchased (Nursing Home) 619,387 
               

516,900  619,387 Delete 

     

Program: Health Care Services Code:  68500000   

Service/Budget Entity: Medicaid Prepaid Health Plan Code:  68501600  

     

Percent of hospitalizations for conditions preventable by good 
ambulatory care 13% 29% 13% Delete 

Percent of women and child hospitalizations for conditions 
preventable with good ambulatory care 16.00% 31.1% 16.00% Delete 

Number of case months services purchased (elderly and disabled) 1,877,040 
            

1,755,708  1,877,040 Delete 

Number of case months services purchased (families) 9,850,224 
            

8,926,008  9,850,224 Delete 
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Approved Performance Measures (Words) 

Approved Prior 
Year Standards 

FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Approved 
Standards for  

FY 2008-09 
(Numbers) 

Requested 
FY 2009-10 
Standard 

(Numbers) 

          

Program: Program: Health Care Regulation Code:  68700700  

Service/Budget Entity: Health Care Regulation Code:  68700700  

     

Percent of nursing home facilities with deficiencies that pose a 
serious threat to the health, safety, or welfare of the public 0% 2.80% 0% 2.0% 

Percent of investigations of alleged unlicensed facilities and 
programs that have been previously issued a cease and desist 
order that are confirmed as repeated unlicensed activity 4% 0% 4% 4.0% 

Percent of Priority I consumer complaints about licensed facilities 
and programs that are  investigated within 48 hours two business 
days. 100% 96.70% 100% 100.0% 

Percent of accredited hospitals and ambulatory surgical centers 
cited for not complying with life safety, licensure, or emergency 
access standards 25% 28.90% 25% 25.0% 

Percent of validation surveys that are consistent with findings 
noted during the accreditation survey 98% 100% 98% 98.0% 

Percent of assisted living facilities with deficiencies that pose a 
serious threat to the health, safety, or welfare of the public 0% 1.00% 0% 2.0% 

Percent of home health facilities with deficiencies that pose a 
serious threat to the health, safety, or welfare of the public 0% 0.00% 0% 2.0% 

Percent of clinical laboratories with deficiencies that pose a serious 
threat for not complying with life safety, licensure, or emergency 
access standards  to the health, safety, or welfare of the public 0% 0.07% 0% 2.0% 

Percent of ambulatory surgical centers with deficiencies that pose 
a serious threat to the health, safety, or welfare of the public 0% 1.00% 0% 2.0% 

Percent of hospitals with deficiencies that pose a serious threat to 
the health, safety, or welfare of the public 0% 6.70% 0% 2.0% 
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Approved Performance Measures (Words) 

Approved Prior 
Year Standards 

FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Approved 
Standards for  

FY 2008-09 
(Numbers) 

Requested 
FY 2009-10 
Standard 

(Numbers) 

          

Percent of hospitals that fail to report serious incidents (agency 
identified) 6% 2.67% 6% 6.0% 

Percent of complaints of HMO patient dumping received that are 
investigated* 100% 0% 100% 0.0% 

Percent of complaints of facility patient dumping received that are 
investigated 100% 100% 100% 100% 

Number or complaints of facility patient dumping received that are 
investigated N/A 1 N/A N/A 

Number of inquiries to the call center regarding practitioner 
licensure and disciplinary information 30,000 12,048 30,000 12,000 

Total number of full facility quality-of-care surveys conducted 7,550 6,872 7,550 7,550 

Average processing time (in days) for Subscriber Assistance 
Program cases. 53 22 53 53 

Number of construction reviews performed (plans and 
construction) 4,500 5,270 4,500 4,500 
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LRPP Exhibit IIa - Proposed Performance Measures and Standards 
    

Requested Performance Measures (Words) 

Requested 
Prior 

Year Standards 
FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Requested 
Standards for  

FY 2008-09 
(Numbers) 

        

Budget Entity: Children’s Special Health Care (Title XXI)     Code: 68500100 

Percentage of all Title XXI KidCare enrollees eligible for renewal 
who either renew KidCare coverage or maintain health care 
coverage from another source 

90% 91.9% 90% 

Percent of two year old children enrolled in KidCare (Title XXI) 
with up-to-date immunizations 

90% 85.7%* 90% 

Percent of families with children enrolled in a Title XXI KidCare 
program satisfied with the care provided under the program 

90% 87.9% 90% 

Budget Entity: Executive Director / Support Services      Code: 68500200 

Percent of new Medicaid beneficiaries voluntarily selecting 
managed care plan    

50% 53.4% 50% 

Percent of newly eligible beneficiaries in Medicaid Reform 
making a voluntary plan choice 

80%* 81.0% 80%* 

Budget Entity: Medicaid Services - Individuals      Code: 68501400 

Percent of  all Medicaid women receiving adequate prenatal 
care. 

90% 80.2% 90% 

Neonatal mortality rate per 1000  5.0 6.1 5.0 

Average number of months between pregnancies for women 
enrolled in Medicaid. 

35 39.3 35 

Percent of eligible children who received a Child Health Check-
Up 

80% 68% 80% 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: CMSN enrollees (Title XIX 
and Title XXI) 

25% 28.5% 25% 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Ages 1 to 20 enrolled in 
Fee for Service Provider Service Networks 

25% 30.9% 25% 
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Requested Performance Measures (Words) 

Requested 
Prior 

Year Standards 
FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Requested 
Standards for  

FY 2008-09 
(Numbers) 

        

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Ages 21 and over enrolled 
in Fee for Service Provider Service Networks 

25% 21.3% 25% 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Ages 1 to 20 in MediPass 
or Fee for Service 

25% 36.9% 25% 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Ages 21 or over in 
MediPass or Fee for Service 

25% 23.0% 25% 

Percent of two year old children enrolled in Medicaid with up-to-
date immunizations 

90% 85.7%* 90% 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Ages 1-20 in full service 
capitated plans 

25% 41.2% 25% 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Ages 21 and over in full 
service capitated plans 

25% 23.6% 25% 

Budget Entity: Medicaid Long Term Care      Code:  68501500 

Percent of hospitalizations of beneficiaries for conditions 
preventable by good ambulatory care: Institutional Care and 
Waiver Programs 

25% 21.7% 25% 

    

*Reflects the statewide percentage for all two-year old children.  Methodology for calculating separate Medicaid and Title XXI  

immunization rates is still under development.    
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Requested Performance Measures (Words) 

Requested 
Prior 

Year Standards 
FY 2007-08 
(Numbers) 

Prior Year 
Actual 

FY 2007-08 
(Numbers) 

Requested 
Standards for  

FY 2008-09 
(Numbers) 

        

Budget Entity: Health Care Regulation     Code:  6868700700 

Percent of nursing home facilities with deficiencies posing a 
serious threat to the health, safety or welfare of the public 
against which the agency has taken administrative action. 90% 88.0% 90% 

Percent of Priority I consumer complaints about licensed 
facilities and programs that are  investigated within two business 
days.** 90% 96.7% 90% 

Percent of assisted living facilities with deficiencies posing a 
serious threat to the health, safety or welfare of the public 
against which the agency has taken administrative action. 90% 100.0% 90% 

Percent of home health agencies with deficiencies posing a 
serious threat to the health, safety or welfare of the public 
against which the agency has taken administrative action.*** 90% N/A 90% 

Percent of licenses that are issued or denied within 60 days 
following receipt of a complete application. 90% 90.4% 90% 

Percent of HMO complaints that are investigated  and resolved 
within 10 business days of receipt. 90% 81.5% 90% 

Percent of plans and construction reviews completed within 60 
days of receipt or scheduled date. 90% 97.8% 90% 

Percent of hospital emergency access violations that result in 
sanctions against the hospital. 90% 68.0% 90% 

    

**This measure is not new.  We simply changed the wording to two business days from 48 hours to match the federal standard 
and comply with our database capabilities to measure days, but not hours.  We requested a change to 90%, but that has not yet 
been approved.   

    

***Three were no serious deficiencies, consequently, there were no administrative actions for serious deficiencies. 
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LRPP Exhibit III:  
 
Assessment of Performance for Approved Performance 
Measures 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

  
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 

Measure: Percent of hospitalizations for conditions preventable with 

good ambulatory care 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

7.7% Unknown N/A N/A 

 
Factors Accounting for the Difference: 
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation: See explanation below. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  While ambulatory sensitive hospitalizations remain an accepted national 

standard as part of an overall evaluation of access to preventive care services, the population 
groups defined in the Long-Range Program plan, including this measure, do not accurately 
address the issue along programmatic lines.   
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations: The Agency is requesting that this measure be deleted in favor of a more 

meaningful measure. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 
Measure: Percent of eligible uninsured children who receive health care 

benefits 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

100% Unknown N/A N/A 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  As written this indicator cannot be measured. 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  As written this indicator cannot be measured. 

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this measure be revised in favor of a more 

meaningful measure. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 
Measure: Percent of children enrolled with up-to-date immunizations 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

85% Unknown N/A N/A 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  This measure used to be collected through parent interviews during the annual 

KidCare evaluation.  After submitting a change in methodology for this measure in previous 
years, Medicaid discontinued collecting this information. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  Performance results were based on self-reported surveys from parents/ 
guardians of children.  It is difficult for parents/guardians to accurately remember whether all 
shots are up to date.  This measure was asked to be deleted in favor of a more accurate and 
meaningful measure several years ago.  The contract for collecting the estimates was changed 
in anticipation of the change to a more meaningful measure.  This information is no longer 
available. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this measure be deleted in favor of a more 

meaningful measure. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Children’s Special Health Care 
Measure: Percent of compliance with the standards established in the 

Guidelines for Health Supervision of Children and Youth as 
developed by the American Academy of Pediatrics for children 
eligible under the program. 

 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

97% Unknown N/A N/A 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation:  Due to limitations in the collection and coding of medical services, this indicator 

cannot be accurately measured. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation:  There is no reliable way to determine whether children and providers are 

adhering to the standards without comprehensive chart review.  In practice, this measure relied 
on caregiver surveys, relying on their recall, to determine if there had been at least one well-
child visit in the previous 6-months.  This does not capture the intended measure, nor is it clear 
whether the responder understands what a well-child visit entails.   
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Due to confusion and lack of a truly representative way to measure this 

variable, it is recommended that it be dropped in favor of other measures more representative of 
program performance. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Children’s Special Health Care/68500100 
Measure: Percent of families satisfied with the care provided under the 

program 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

95% 87.9% (7.1%) (7.5%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: N/A – see below 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation:  While Medicaid is the primary payer for Title XXI services, they do not manage 

provider networks.  Chief complaint among caregivers is lack of access to specialists, either in 
getting an appointment or a referral.  One in four reported delays in getting routine care. 
  
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting a revision to the measure standard to 90% to 

reflect national standards.  In addition, the Agency will continue to explore several avenues for 
ways of expanding access to care. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 
Measure: Total number of Title XXI eligible children enrolled in KidCare 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

228,159 224,575 (3,584) (1.6%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  Enrollment is not a factor of Medicaid performance.  Standards are only 

estimates of expected enrollment. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation: This indicator does not measure program performance.  While indicative of the 

size and scope of the KidCare program, the caseload and enrollment counts are not measures 
that can be affected by anything Medicaid does or has control over.  These numbers are 
impacted solely by external factors such as overall population age and health, the state of the 
economy, availability of alternative access to care, and eligibility policy that is established by 
State and Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that the standard for this output (count) 
measure be deleted since it has no meaning. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 
Measure: Number of uninsured children enrolled in Florida Healthy Kids 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard  Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
 Difference 

195,867 185,334 (10,533) (5.4%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation: See below 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation: This indicator does not measure program performance and should be deleted in 

favor of measures more reflective of program efforts and services.  While indicative of the size 
and scope of the KidCare program, the caseload and enrollment counts are not measures that 
can be affected by anything Medicaid does or has control over.  These numbers are impacted 
solely by external factors such as overall population age and health, the state of the economy, 
availability of alternative access to care, and eligibility policy that is established by State and 
Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this output (count) measure be deleted. 
Office of Policy and Budget – July 2008 
 

  



 

 123 

LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 
Measure: Number of uninsured children enrolled in Medikids 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

21,000 24,288 3,288 15.7% 

 
Factors Accounting for the Difference:  
 
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation: See below 

 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This indicator does not measure program performance and should be deleted in 

favor of measures more reflective of program efforts and services.  While indicative of the size 
and scope of the KidCare program, the caseload and enrollment counts are not measures that 
can be affected by anything Medicaid does or has control over.  These numbers are impacted 
solely by external factors such as overall population age and health, the state of the economy, 
availability of alternative access to care, and eligibility policy that is established by State and 
Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this output (count) measure be deleted. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children’s Special Health Care/68500100 
Measure: Number of uninsured children enrolled in Children’s Medical 

Services Network 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

10,053 13,862 3,809 37.9% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  See below 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This indicator does not measure program performance and should be deleted in 

favor of measures more reflective of program efforts and services.  While indicative of the size 
and scope of the KidCare program, the caseload and enrollment counts are not measures that 
can be affected by anything Medicaid does or has control over.  These numbers are impacted 
solely by external factors such as overall population age and health, the state of the economy, 
availability of alternative access to care, and eligibility policy that is established by State and 
Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this output (count) measure be deleted. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Executive Direction & Support/68500200 
Measure:  Program administrative costs as a percent of total program costs 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

1.44% 1.5% .06% .0416% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: N/A; difference is negligible. 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  AHCA is requesting that the standard for this measure be changed to 2% 
to reflect the possibility for growth necessary to better meet the needs of Floridians.  This 
standard will remain the same from year-to-year and not fluctuate based on historical numbers 
as in previous LRPP reports. 
 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Executive Directions & Support Services/68500200 
Measure:  Average number of days between receipt of clean Medicaid claim and payment 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

15 8.9 (6.1) (40.7%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: Increasing numbers of electronically submitted claims as well as technology 

systems development have increased capability 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency would like to change this standard to 7 days to reflect the 

improvements in processing and technology. 
 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 

Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Executive Direction & Support Services/68500200 
Measure:  Number of Medicaid Claims Received 
 

Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

145,101,035 135,418,100 (9,682,935) (6.7%) 

 

Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 

Explanation:  Actual numbers less than projected 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 

Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 

Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 

Recommendations:  The Agency is requesting that the standard for this output (count) 
measure be deleted since it is meaningless. 
 

Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Services to Individuals/68501400 
Measure:  Percent of hospitalizations for conditions preventable by good ambulatory 
care 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

11% 25.7% 15% 133% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation: None, see explanation below  
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster         
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  While ambulatory sensitive hospitalizations remain an accepted national 

standard as part of an overall evaluation of access and preventive care services, the population 
groups previously defined in the Long-Range Program plan did not accurately address the issue 
along programmatic lines.  The existing measures are therefore being dropped in favor of 
measures that will more directly reflect program decisions, policies, and services. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this measure be deleted in favor of a more 

meaningful measure. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Percent of women receiving adequate prenatal care 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

86% 80.2% (-5.8%) (6.7%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation:  Medicaid is not provided an outreach budget and must work through other 

agencies to encourage and educate women on the benefits of early entry into prenatal care.  
The SOBRA program is designed to make prenatal care more accessible. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation:  Beneficiaries are not necessarily enrolled in Medicaid throughout their 

pregnancy.  Some only become eligible when pregnant.  The longer the individual was enrolled 
in Medicaid during their pregnancy, the better Medicaid does on this measure. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Education and outreach efforts through Medicaid’s partners in the health 

care community need to continue to stress the importance of prenatal care including provider 
visits.  AHCA needs to continue to work with DOH to ensure family planning services are 
available to women who need them and qualify. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Neonatal mortality rate per 1,000 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

4.7 6.1 1.4 29.8% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation: None, see below 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  The neo-natal mortality rates mirror a national trend, but can also be directly 
linked to inadequacy of prenatal care and environmental factors, such as smoking during 
pregnancy and poor nutrition. 
 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Information regarding the importance of prenatal care and the availability 

of public programs such as Medicaid and its Family Planning Waiver needs to be given 
emphasis.  Health awareness programs should be explored.  Medicaid Reform as it expands 
and the emphasis on healthy behaviors may impact this measure favorably. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Services to Inviduals/68501400 
Measure:  Average number of months between pregnancies for Women in Medicaid 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

35 39.3 4.3 12.3% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation:  Family Planning Waiver and family planning counseling and services. 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

Explanation:   
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Existing efforts to provide family planning services to eligible women 

should continue. 
 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 

Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Percent of eligible children who received all required 

components of Child Health Check-up screen (EPSDT – 
federal) 

Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure     
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

64% 68% 4% (6.3%) 
 

Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation: The Agency continues to stress the importance of regular, periodic check-ups to 

providers and beneficiaries. 
 

External Factors (check all that apply): 
  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 

Explanation:  EPSDT screening is largely dependent on parental compliance with standards.  

Medicaid physicians are required to provide educational information on the importance of 
EPSDT screening.  Also, the percentage of eligibles screened has a direct correlation to the fee 
levels for Child Health Check-Ups.  The reimbursement rates for these services are set 
externally and are beyond the Agency’s control. 
 

Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 

Recommendations:  Patient education needs to continue to stress the importance of well-child 

care including screening and regular check-ups.  In addition, the Agency should continue to 
explore avenues that reduce the barriers to patient compliance, either through enhanced 
education or through greater access to primary care services.  Underlying causes of non-
compliance could be explored to identify areas to target Agency objectives. 
 

The Agency is requesting a revision to the Standard to 80% to reflect national goals for this 
program. 
Office of Policy and Budget – July 2008  
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Number of children ages 1-20 enrolled in Medicaid 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

1,590,866 1,503,938 (86,928) (5.5%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This measure does not measure program performance. While indicative of the 

size and scope of the Medicaid program, the caseload and enrollment counts are not measures 
that can be affected by anything Medicaid does or has control over.  These numbers are 
impacted solely by external factors such as overall population age and health, the state of the 
economy, availability of alternative access to care, and eligibility policy that is established by 
State and Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Number of children receiving Child Health Check-up services – 

(EPSDT - federal) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

407,052 314,922 (92,130) (22.6%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation: None, see below 
 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This measure does not measure program performance and should be deleted in 
favor of measures more reflective of program efforts and services.  While indicative of the size 
and scope of the Medicaid program, the caseload and enrollment counts are not measures that 
can be affected by anything Medicaid does or has control over.  These numbers are impacted 
solely by external factors such as overall population age and health, the state of the economy, 
availability of alternative access to care, and eligibility policy that is established by State and 
Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that this output (count) measure be deleted. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Services to Individuals 
Measure:  Number of hospital inpatient services provided to children 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

92,960 92,665 (295) (0.03%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008  
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Services to Individuals/68501400 
Measure:  Number of physician services provided to children 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

6,457,900 6,556,917 99,017 1.5% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Services to Individuals/68501400 
Measure:  Number of prescribed drugs provided to children 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

4,444,636 4,879,278 434,642 9.8% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   
The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Services to Individuals/68501400 
Measure:  Number of hospital inpatient services provided to elders 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

100,808 91,792 (9,016) (8.9%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Number of physician services provided to elders 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

1,436,160 698,765 (737,395) (51.3%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Number of prescribed drugs provided to elders 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

15,214,293 1,342,218 (13,872,075) (91.2%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

The number of prescribed drugs dropped 2 years ago due to the implementation of Medicare 
Part D.  This measure does not measure program performance.  While indicative of the size and 
scope of the Medicaid program, the caseload and enrollment counts are not measures that can 
be affected by anything Medicaid does or has control over.  These numbers are impacted solely 
by external factors such as overall population age and health, the state of the economy, 
availability of alternative access to care, and eligibility policy that is established by State and 
Federal mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Number of uninsured children enrolled in the Medicaid 

Expansion 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

1,227 2,393 1,166 95% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008  
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Long Term Care/68501500 
Measure:  Percent of hospitalizations for conditions preventable by good ambulatory 
care 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

12.6% 20.1% 7.5% 59.5% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  None, see below 

 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  While ambulatory sensitive hospitalizations remain an accepted national 

standard as part of an overall evaluation of access and preventive care services, the population 
groups previously defined in the Long-Range Program plan did not accurately address the issue 
along programmatic lines.  Since neither the methodology nor the population are relevant to 
Medicaid program areas, the existing measures are therefore being dropped in favor of 
measures that will more directly reflect program decisions, policies, and services. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this measure be deleted in favor of a more 

meaningful measure. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Long-Term Care/68501500 
Measure:  Number of case months (home & community-based services) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

550,436 559,020 8,584 1.6% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008  
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Long Term Care/68501500 
Measure: Number of case month’s services purchased (nursing home) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

619,387 516,900 (102,487) (16.5%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation:  The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance.  While indicative of the size and scope 
of the Medicaid program, the caseload and enrollment counts are not measures that can be 
affected by anything Medicaid does or has control over.  These numbers are impacted solely by 
external factors such as overall population age and health, the state of the economy, availability 
of alternative access to care, and eligibility policy that is established by State and Federal 
mandate. 
 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that the standard for this output (count) measure be deleted since it is 
meaningless. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Care Services 
Service/Budget Entity:  Medicaid Prepaid Health Plans/68501600 
Measure:  Percent of hospitalizations for conditions preventable with good ambulatory 
care 
 
Action:  

  Performance Assessment of Outcome Measure     Revision of Measure  
  Performance Assessment of Output Measure      Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage  
Difference 

13% 29% 16% 124.6% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  None, see below 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  While ambulatory sensitive hospitalizations remain an accepted national 

standard as part of an overall evaluation of access and preventive care services, the population 
groups previously defined in the Long-Range Program plan did not accurately address the issue 
along programmatic lines.  Since neither the methodology nor the population are relevant to 
Medicaid program areas, the existing measures are therefore being dropped in favor of 
measures that will more directly reflect program decisions, policies, and services. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this measure be deleted in favor of a more 
meaningful measure. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/68501600 
Measure: Percent of women and children hospitalizations for conditions 

preventable by good ambulatory care 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

16% 31.1% 15.1% 94.4% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  None, see below 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  While ambulatory sensitive hospitalizations remain an accepted national 

standard as part of an overall evaluation of access and preventive care services, the population 
groups previously defined in the Long-Range Program plan did not accurately address the issue 
along programmatic lines.  Since neither the methodology nor the population are relevant to 
Medicaid program areas, the existing measures are therefore being dropped in favor of 
measures that will more directly reflect program decisions, policies, and services. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  The Agency is requesting that this measure be deleted in favor of a more 
meaningful measure. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plan/68501600 
Measure: Number of case months services purchased (elderly & 

disabled) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

1,877,040 1,755,708 (121,332) (6.5%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation: 

This measure does not measure program performance and the budget entity to which it used to 
apply has been deleted by the legislature.  The measure should therefore be deleted. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   
The Agency is requesting that this output (count) measure be deleted. 
Office of Policy and Budget – July 2008 

  



 

 148 

LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/68501600 
Measure: Number of case months services purchased (families) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard Actual Performance 
Results 

Difference 
(Over/Under) 

Percentage 
Difference 

9,850,224 8,926,008 (924,216) (9.4%) 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: The target for this measure represents estimate a planning conference estimate 

and is not an actual target for an output variable that is outside the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against the Agency Mission 

 
Explanation: 

This measure does not measure program performance and the budget entity to which it used to 
apply has been deleted by the legislature.  The measure should therefore be deleted. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   

The Agency is requesting that this output (count) measure be deleted. 
Office of Policy and Budget – July 2008 
 
  



 

 149 

 

LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Care Regulation/68700700  
Measure:  Percent of nursing home facilities with deficiencies that pose a serious threat 
to the health, safety, or welfare of the public. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

0% 2.8% 2.8% Over 2.8% Over 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  Although 0% is a laudable goal, it is not a reasonable expectation or standard, 
nor is it a standard over which the Agency has control.  What is important is that the Agency is 
able to find and require corrective action for deficiencies when such problems do exist.   
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster 
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  Although this is a legitimate measure of facility performance, it is not a 

reasonable measure of Agency performance. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

Management has repeatedly attempted to have this measure deleted as management does not 
believe the measure is an appropriate measure of Agency performance  
 
Recommendations:  Delete this measure. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of investigations of alleged unlicensed facilities and programs that 
have been previously issued a cease and desist order that are confirmed as repeated 
unlicensed activity 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

4% 0% 4% Under 100% Under 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  The Agency is committed to protecting its customers through the investigation of 
all reports of unlicensed activity followed by facility closure or facility compliance with applicable 
standards.  As these facilities are closed or brought into compliance, there will be fewer 
instances of repeat unlicensed activities.  A decrease in this measure demonstrates the 
Agency's commitment to ensuring quality of care and services through compliance with 
minimum standards.  However, it is not a measure over which the Agency can exercise control. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This is not a measure over which the Agency has ultimate control. 

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure. 
 
Office of Policy and Budget – July 2008 
  



 

 151 

LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of Priority I consumer complaints about licensed facilities and 
programs that are investigated within 48 hours. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

100% 96.70% 3.30% Under .330% Under 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  Monitoring of compliance with time frames and area office accountability resulted 

in nearly 100% compliance with this measure.  However, personnel changes and turnover had a 
negative impact. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:    None 

 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700  
Measure:  Percent of accredited hospitals and ambulatory surgical centers cited for not 
complying with life safety, licensure, or emergency access standards. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

25% 28.90% 3.90% Over 15.6% Over 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  While the number of accredited hospitals and ambulatory surgical centers 
remains fairly constant, the number of times these facilities were inspected is not a fixed 
number.  Deficiencies cited during these inspections may run the gamut from minor to severe.  
The Agency can find and require correction of deficiencies, but cannot prevent those 
deficiencies from occurring. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This is not a measure over which the Agency can exercise control. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure. 

 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Care Regulation  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of validation surveys that are consistent with findings noted during 
the accreditation survey. 
 

Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

98% 100.0% 2.0% Over 2.04% Over 

 

Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  Accreditation is an evaluative process in which a healthcare facility undergoes an 

examination of its policies, procedures and performance by an external organization (accrediting 
body) to ensure that it is meeting predetermined criteria.  The Centers for Medicare and 
Medicaid Services (CMS) grants authority to a selected group of accrediting organizations to 
determine, on CMS’ behalf, whether a health care facility evaluated by the organization is in 
compliance with corresponding regulations.  The Agency in turn accepts inspections performed 
by CMS-approved accrediting organizations in lieu of state licensure surveys.  
 

A validation survey assesses whether the review by the accrediting organization has adequately 
evaluated the facility according to the minimum state standards.  Of 5 such surveys conducted 
this year, all met the evaluation criteria. 
 

External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  The standard measures the performance of the accrediting organization, not the 

performance of the Agency. 
 

Management Efforts to Address Differences/Problems (check all that apply):  
  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:   Delete this measure.   
Office of Policy and Budget – July 2008  
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of assisted living facilities with deficiencies that pose a serious threat 
to the health, safety, or welfare of the public. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

0% 1.0% 1.0% Over 1.0% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  Please note that it is unreasonable to expect that these facilities will never be 

cited for deficiencies that pose a serious threat to the health, safety or welfare of the public.  
Chapter 2001-45, Laws of Florida, amended what is now 429.407, F.S., and increased the 
frequency of Agency monitoring visits for assisted living facilities licensed to provide extended 
congregate care services from 2 times per year to 4 times per year and assisted living facilities 
licensed to provided limited nursing services from once per year to twice per year.  However, 
the same problem exists with assisted living facilities as with nursing homes.  Although 0% is an 
admirable goal, it is not a reasonable expectation. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   

The Agency has no control over whether there will be serious deficiencies in health care 
facilities.  We can only site and require correction of these deficiencies. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure. 
Office of Policy and Budget – July 2008  
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of home health agencies with deficiencies that pose a serious threat to 
the health, safety, or welfare of the public. 
  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

0% 0% 0 0% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  While we believe that 0% serious deficiencies is a laudable goal, it is not a 

reasonable expectation or standard, nor is it a standard over which the Agency has control.  
What is important is that the Agency is able to find and require corrective action for deficiencies 
when such problems do exist. 
 
Explanation:  External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   
This measure is not one over which the agency can exercise control.  While we can find and 
require correction of deficiencies, we cannot ensure that none will exist. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure 

 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 
 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of clinical laboratories with deficiencies that pose a serious threat to 
the health, safety, or welfare of the public. 
  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

0% 0.07% 0.07% Over 0.07% Over 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

 
Explanation:  Although 0% is a laudable goal, it is not a reasonable expectation or standard, 

nor is it a standard over which the Agency has control.  What is important is that the Agency is 
able to find and require corrective action for deficiencies when such problems do exist. 
 
Explanation:  External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix the Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This measure is not one over which the Agency has control.  While we can find 

and require correction of deficiencies, we cannot insure that facilities will be deficiency-free. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700  
Measure:  Percent of ambulatory surgical centers with deficiencies that pose a serious 
threat to the health, safety, or welfare of the public. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

0% 1.0% 1.0% Over 1.0% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  Although 0% is a laudable goal, it is not a reasonable expectation or standard, 

nor is it a standard over which the Agency has control.  What is important is that the Agency is 
able to find and require corrective action for deficiencies when such problems do exist. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  While the Agency can find and require correction of deficiencies, it cannot 
guarantee that no facility will have such deficiencies.  This is not a measure of Agency 
performance; it is a measure of ambulatory surgery center performance. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure. 

 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Care Regulation/68700700  
Measure:  Percent of hospitals with deficiencies that pose a serious threat to the health, 
safety, or welfare of the public. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

0% 6.70% 6.70% Over 6.70% Over 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  Although 0% is a laudable goal, it is not a reasonable expectation or standard, 

nor is it a standard over which the Agency has control.  What is important is that the Agency is 
able to find and require corrective action for deficiencies when such problems do exist. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  This is not a measure of Agency performance, it is a measure of hospital 
performance.  While the Agency can often find and require correction of deficiencies, it cannot 
ensure that no such deficiencies will exist. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure. 

 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:   Agency for Health Care Administration  
Program:   Health Care Regulation 
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Percent of hospitals that fail to report serious incidents (agency identified) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

6.00% 2.67% 3.33% Under 55.5% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation:  This measure depends upon the performance of the hospitals, not the 

performance of the Agency. 
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  The Agency’s ability to meet this standard is entirely dependent upon external 

factors that the Agency has no control over.  This measure is dependent upon the ability of 
hospitals to identify a ―serious incident‖ and report that incident as required by Florida law. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure.  The Agency hires staff who are knowledgeable of 

hospital risk management issues and are available to provide consultation to hospitals (when 
requested) relating to the required reporting of ―serious incidents.‖ 
 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Care Regulation/68700700 
Measure: Percent of complaints of HMO patient dumping received that are investigated  
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

100% 0* 0* 0* 

*There have been no such complaints for the past 5 years. 
 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

 
Explanation: 

We have not received any complaint of HMO patient dumping. 
  
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   

We have not received any complaints of HMO patient dumping. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:     

This measure should be eliminated as it is no longer relevant.  The Agency has not received 
any new complaints of patient dumping in at least 5 years. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Facility Regulation/68700700 
Measure:  Percent of complaints of facility patient dumping received that are 
investigated. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

100% 100% 0 0 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect      Other (Identify) 

Explanation: 

The number of complaints received regarding patient dumping is dependent on a patient’s 
perception of the care received (or lack of care) at a hospital, nursing home, home health 
agency or assisted living facility.  It would be very rare that such an allegation would not be 
investigated.   
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:  Not applicable. 

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  None. 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Number of inquiries to the call center regarding practitioner licensure and 
disciplinary information. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

30,000 12,048 (17,952) 59.84% Under 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors      Staff Capacity 
  Competing Priorities      Level of Training 
  Previous Estimate Incorrect     Other (Identify) 

Explanation: 

The number of calls received fell short of the expected total.  This is an ongoing trend and has 
been for several years.  This measure is based upon factors not within the Agency’s control. 
 
External Factors (check all that apply): 

  Resources Unavailable      Technological Problems 
  Legal/Legislative Change      Natural Disaster          
  Target Population Change     Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   

This measure is an artifact of the days when Medical Quality Assurance was part of the Agency 
for Health Care Administration.  Now, it is part of the Department of Health.  This measure 
should be deleted as it bears little relationship to the Agency’s current regulatory mandates. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training        Technology 
  Personnel        Other (Identify) 

 
Recommendations:  Delete this measure.  The difference in the approved estimate and actual 

is not perceived as a problem.  The number of complaints the public submits against 
practitioners cannot be anticipated.  The difference is not attributable to any problem with taking 
the complaints, but rather is determined by circumstances of the complainants.  There is no 
need to correct collection systems.   
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance  
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Total number of full facility quality-of-care surveys conducted. 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
  Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

7,550 6,872 678 Under 8.98% Under 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors       Staff Capacity 
  Competing Priorities       Level of Training 
  Previous Estimate Incorrect 
  Other (Identify) 

Explanation:  The Agency has no control over the numbers of facilities that either desire 

licensure or that no longer wishes to be licensed and discontinue operations.  The total number 
of surveys conducted each year will fluctuate with the total number of licensed facilities.   
 
External Factors (check all that apply): 

  Resources Unavailable       Technological Problems 
  Legal/Legislative Change       Natural Disaster          
  Target Population Change      Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

Explanation:  The number of surveys fluctuates with the number of facilities that are licensed. 

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training         Technology 
  Personnel         Other (Identify) 

 
Recommendations:  Delete this measure.  It measures workload, but not performance. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Average days to close a case 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
 Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

53 22 31 Under 58.49% Under 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors      Staff Capacity 
  Competing Priorities      Level of Training 
  Previous Estimate Incorrect     Other (Identify) 

Explanation: 
Existing staff have a high level of experience and are able to tackle their cases efficiently and 
effectively.  This is an exceptionally positive outcome, since staff efficiency permits case closure 
in less time than originally allocated. 
 
External Factors (check all that apply): 

  Resources Unavailable      Technological Problems 
  Legal/Legislative Change      Natural Disaster          
  Target Population Change     Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

Explanation:  N/A 

 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training        Technology 
  Personnel        Other (Identify) 

 
Recommendations:  None 

 
 
Office of Policy and Budget – July 2008 
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LRPP Exhibit III:  PERFORMANCE MEASURE ASSESSMENT 

 
Department:  Agency for Health Care Administration 
Program:  Health Quality Assurance 
Service/Budget Entity:  Health Care Regulation/68700700 
Measure:  Number of construction reviews performed (Plans & Construction) 
 
Action:  

  Performance Assessment of Outcome Measure    Revision of Measure  
 Performance Assessment of Output Measure     Deletion of Measure       
  Adjustment of GAA Performance Standards 

 

Approved Standard 
 

Actual Performance 
Results 

Difference  
(Over/Under) 

Percentage  
Difference 

4,500 5,270 770 17.11% 

 
Factors Accounting for the Difference:  
Internal Factors (check all that apply): 

  Personnel Factors      Staff Capacity 
  Competing Priorities      Level of Training 
  Previous Estimate Incorrect     Other (Identify) 

Explanation: 
 

Staff members are experienced and efficient at their jobs. 
 
External Factors (check all that apply): 

  Resources Unavailable      Technological Problems 
  Legal/Legislative Change      Natural Disaster          
  Target Population Change     Other (Identify) 
  This Program/Service Cannot Fix The Problem 
  Current Laws Are Working Against The Agency Mission 

 
Explanation:   

The number of plans and construction reviews is heavily dependent upon external factors 
related to the funding available in the marketplace for health care facility construction.  In lean 
years, there are fewer requests for new projects.  When more plans are received, staff makes 
every effort to review those items that are received. 
 
Management Efforts to Address Differences/Problems (check all that apply):  

  Training        Technology 
  Personnel        Other (Identify) 

 
Recommendations:  Delete this measure.  It is market dependant and, while a good measure 

of workload, is not a credible measure of performance.  This measure is also available as a unit 
cost measure. 
Office of Policy and Budget – July 2008 
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LRPP Exhibit IV: 
 
Performance Measure Validity and Reliability 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Percent of hospitalizations for conditions preventable by good ambulatory 

care 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

 

       
Proposed Change to Measure:   
The Agency is requesting that this measure be deleted in favor of more meaningful measures. 
 
Data Sources and Methodology: 
 
 
Proposed Standard/Target:   
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:  While ambulatory sensitive hospitalizations remain an accepted national standard as part of 
an overall evaluation of access and preventive care services, the population groups previously defined in 
the Long-Range Program plan did not accurately address the issue along programmatic lines.  The 
existing measures are therefore being dropped in favor of measures that will more directly reflect program 
decisions, policies, and services.  
Office of Policy and Budget – July 2008 



 

 168 

LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Percent of eligible uninsured children receiving health benefits coverage 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  The Agency proposes to change the measure to ―Percentage of all Title 
XXI KidCare enrollees eligible for renewal who either renew KidCare coverage or maintain health care 
coverage from another source.‖  
 
Also, the Agency recommends changing the proposed standard from 100% to 90% and modifying the 
data source. 
 
Data Sources and Methodology:  Data are obtained from the Florida Healthy Kids Corporation for Title 
XXI renewals.  The Agency obtains the data on a monthly basis.  The data reflect the total number of 
children due for renewal each month and the number of children who complete the renewal process and 
maintain coverage. 
 
The Institute for Child Health Policy (ICHP) at the University of Florida conducts an annual survey of 
caregivers in the KidCare program.  As part of that annual process, they will also conduct interviews of 
caregivers for eligible children who do not re-enroll to ascertain their insurance status. 
 
Proposed Standard/Target:  90% 
 
Validity:  The validity of this measure is high.  The enrollment data come directly from administrative 
data.  For those not re-enrolling, ICHP will interview the caregiver directly to ascertain insurance status. 
 
Reliability:  Data are reliable.  They come directly from program administrative data and caregiver 
interviews. 
 
Discussion:  Once children are enrolled in a KidCare program, every effort is made to ensure that 
children eligible for the program remain enrolled.  In addition, for those either losing eligibility or failing to 
renew, the program can educate the caregiver on the importance of maintaining insurance coverage.  
Prior to the renewal date, the caregiver of a child enrolled in KidCare is mailed a renewal form that must 
be completed, signed and returned with appropriate income documentation so that continued eligibility 
can be determined.  The caregiver is given approximately 2 months to complete the process.  
 
While this measure should be as close to 100% as possible, there will always be some people who 
choose not to maintain insurance coverage, or who do not complete the re-enrollment process for 
reasons outside the control of the KidCare program.  While 100% is ideal, it is not a realistic goal. 
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (Kidcare)/68500100 
Measure: Percent of children with up-to-date immunizations 
 

Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  The Agency proposes splitting and changing this measure to two 
measures-- ―Percent of two year old children enrolled in Medicaid with up-to-date immunizations‖ and 
―Percent of two year old children enrolled in KidCare with up-to-date immunizations.‖  The data would be 
extracted from the Department of Health (DOH), Bureau of Immunization annual immunization survey. 
 
The Agency also proposes to change the standard from 85 to 90 percent to match Healthy People 2010 
goals and to limit the measure to two year olds who are only enrolled in Medicaid or KidCare 
 
Data Sources and Methodology:  DOH, Bureau of Immunization, completes an annual immunization 
survey of randomly selected two year old children in Florida.  The survey provides statewide coverage 
rates for the basic series of vaccines (4 Diphtheria, Tetanus, and Pertussis (DTaP), 3 polio, and 1 
Measles, Mumps, and Rubella (MMR) [4/3/1]) by two years of age.  It also evaluates the statewide 
coverage rates for the 4/3/1/3/3 series of 4 DTaP, 3 polio, 1 MMR, 3 Influenza (Hib), and 3 hepatitis B 
vaccines. 
 
Bureau of Immunization field staff conduct the survey with the assistance of county health departments’ 
personnel, private physicians, and parents.  The survey method includes a random sample of birth 
records selected from a list of all live births occurring among Florida residents for the month of January 
two years prior to the survey year.  Once the survey evaluation is completed, the Department of Health 
provides Medicaid with a file of the two year old children.  This file is matched to eligibility files to 
determine Medicaid-enrolled recipients.  Then, the Department of Health, Bureau of Immunization, 
determines the coverage rate for Medicaid-enrolled two year old children. The Agency is currently 
exploring options to match KidCare children in the future. 
 
Proposed Standard/Target: 90 percent 
 
Validity:  The DOH, Bureau of Immunization field staff conducts surveys with the assistance of county 
health departments' personnel, private physicians and parents, providing statistically accurate estimates 
for immunization rates within the state.  Immunizations are widely recognized as a desirable preventive 
care measure to ensure the health and well-being of children.  Two-year olds are being used here due to 
the availability of the survey data from DOH and are indicative of efforts to provide appropriate primary 
care (i.e., immunizations according to well-child guidelines) to children.  Waiting until they enroll in 
kindergarten, which has been done in the past, does not accurately measure preventive care service 
access since children are required to obtain immunizations to enroll in school. 
 
Reliability:  Given the extensive testing of the measures, they are reliable within normal statistical 
limitations.   
 
Discussion:  The Healthy People 2010 goal is 90 percent immunization coverage levels for each of the 
vaccines administered to children by two-years of age.  The Department of Health established the Early 
Childhood Immunization Initiative with a goal of 90 percent by 2007. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Percent of compliance with the standards established in the Guidelines for 

Health Supervision of Children and Youth as developed by the American 
Academy of Pediatrics for children eligible under the program. 

Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that the measure be deleted due to data collection issues. 
 
Data Sources and Methodology: 
The American Academy of Pediatrics has a recommended frequency and interval for well-child visits and 
overall health supervision of children.  The Institute for Child Health Policy (ICHP) conducts a telephone 
interview survey, as part of the annual KidCare Evaluation, with caregivers whose children have been 
receiving health care coverage through one of the KidCare program components for at least 12 months. 
 
Validity: 
Data are self-reported by parents and caregivers who often do not understand what a well-child visit is, or 
whether they’ve had one in the previous six months.  In addition, for some age groups, the standard is 12 
months, yet the measure has only looked at visits during the previous 6 months.  The measure is difficult 
to capture accurately. 
 
Reliability: 
Data from the telephone interviews are based on the caregiver’s self-reporting which can be unreliable.  
Various factors can also influence the respondent’s answers including their memory and other unknowns 
such as answering ―Yes‖ to a question which may trigger additional questions that can significantly 
lengthen the time necessary to complete the survey. 
 
Discussion:   

Since the data are unreliable and subject to the caregiver’s memory, the Agency is requesting that this 
performance measurement be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Percent of families with children enrolled in a Title XXI KidCare program 

satisfied with the care provided under the program 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  The Agency proposes to change the measure to the ―Percentage of 
parents who rate their health plan/provider at least a 7 out of 10 on the annual satisfaction surveys.‖  This 
is to bring the measure in line with national standards. 
 
Data Sources and Methodology: 
To assess KidCare program satisfaction, the Institute for Child Health Policy (ICHP) conducts a telephone 
interview survey, as part of the annual KidCare Evaluation, with caregivers whose children have been 
receiving health care coverage through one of the KidCare program components for at least 12 
consecutive months.  The survey population includes children receiving the following coverage:  Medicaid 
enrolled with an HMO, Medicaid enrolled with a MediPass provider, and the Title XXI programs, Medikids, 
Healthy Kids and Children’s Medical Services Network.  The Consumer Assessment of Healthcare 
Providers and Services (CAHPS) are used to address aspects of care in the 6 months preceding the 
interview.  The survey addresses obtaining routine care and specialized services, general health care 
experiences, health plan customer service and dental care.  
 
For this measure, the standard reflects the percentage of caregivers with children enrolled in KidCare 
who rate their plan 7 or higher on a 10-point scale.  This is a nationally recognized measure and standard 
developed and reported by the Agency for Health Care Research and Quality, a federal HHS department 
responsible for state and national health policy research. 
 
Proposed Standard/Target:  90% 
 
Validity: 
The CAHPS survey is a nationally recognized, validated survey instrument with national standards for this 
measure.  The validity is high. 
 
Reliability: 
The CAHPS is a well-documented, nationally recognized survey with proven reliability.  Reliability is high. 
 
Discussion:   

The ICHP should be required to include this measurement in each annual evaluation. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Total number of Title XXI eligible children enrolled in KidCare   
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the KidCare program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Number of Title XXI eligible children enrolled in Florida Healthy Kids  
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance and is a subset of the overall KidCare count.  While indicative of the size and scope 
of part of the KidCare program, the numbers such as caseload and enrollment counts are not measures 
that can be affected by anything Medicaid does or has control over.  These numbers are impacted solely 
by external factors such as overall population age and health, the state of the economy, availability of 
alternative access to care, and eligibility policy that is established by state and federal mandate.  Breaking 
the overall count into its various components is not a performance measure and has no practical value 
and should be deleted. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Total number of Title XXI eligible children enrolled in Medikids  
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance and is a subset of the overall KidCare count.  While indicative of the size and scope 
of part of the KidCare program, the numbers such as caseload and enrollment counts are not measures 
that can be affected by anything Medicaid does or has control over.  These numbers are impacted solely 
by external factors such as overall population age and health, the state of the economy, availability of 
alternative access to care, and eligibility policy that is established by state and federal mandate.  Breaking 
the overall count into its various components is not a performance measure and has no practical value 
and should be deleted. 

Office of Policy and Budget – July 2008 



 

 175 

LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: Total number of Title XXI eligible children enrolled in Children’s Medical 

Services Network 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance and is a subset of the overall KidCare count.  While indicative of the size and scope 
of part of the KidCare program, the numbers such as caseload and enrollment counts are not measures 
that can be affected by anything Medicaid does or has control over.  These numbers are impacted solely 
by external factors such as overall population age and health, the state of the economy, availability of 
alternative access to care, and eligibility policy that is established by state and federal mandate.  Breaking 
the overall count into its various components is not a performance measure and has no practical value 
and should be deleted. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Executive Direction and Support Services/68500200 
Measure:  Program administrative costs as a percent of total program costs 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

 
Proposed Change to Measure:   
The Agency is proposing that actual costs be used rather than projected budget to calculate the measure. 
   
Data Sources and Methodology: 
The Agency’s financial data is maintained in the Florida Accounting Information Resource (FLAIR) 
system.  The programs administrative costs are first identified and then segregated from the program’s 
total costs.  The administrative costs are divided by the entire program’s costs to arrive at the 
measurement.  Actual rather than projected budget will be used to calculate the measure. 
 
Proposed Standard/Target:  2%, based on historical data for this measure 
 
Validity: 
The measure is a valid tool to determine what percentage the program’s administrative costs are of its 
total costs. 
 
Reliability: 
The FLAIR data can only be accessed by authorized personnel.  The data is reconciled on a regular 
basis, ensuring accuracy and reliability.  
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 

Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Executive Direction and Support Services/68500200 
Measure: Average number of days between receipt of clean Medicaid claim and 

payment 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

 
Proposed Change to Measure:  Reduces the standard from 15 days to 7. 
       
Data Sources and Methodology: 
The data is derived from the monthly/yearly Operational Performance Summary report (FLMM0300-R001) 
generated from the Medicaid Claims record of the Florida Medicaid Management Information System.  
 
The measure is calculated using the total number of days from the claim entry date to the claim payment 
date divided by the total number of adjudicated claims paid.  The date of receipt for a claim is the date the 
claim form enters the mailroom or is electronically received.  
 
With the more widespread use of electronic claims reporting, and based on recent program performance, 
a decrease in the target processing time is warranted. 
 
Proposed Standard/Target:   7 days 
  
Validity: 
This calculation measures the efficiency of the state’s fiscal agent in processing claims submitted by 
Medicaid providers.  The Medicaid program relies on enrolled providers to meet the needs of Florida’s 
Medicaid beneficiaries.  The level of efficiency in processing claims can influence a Medicaid provider’s 
continued participation in the program. 
 
Reliability: 
Claims are received and processed by the Medicaid fiscal agent in a highly controlled and monitored 
process.  Processing is under the control of the Florida Medicaid Management Information System 
(FMMIS), subject to regular monitoring by state staff and annual SAS 70 Audit.  The claims adjudication 
process assigns a unique claim identifier number to each claim and records the receipt date, adjudication 
date, and payment date for tracking and reporting purposes.  
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Executive Direction and Support Services/68500200 
Measure: Number of Medicaid claims received 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to individuals/ 68501400 
Measure: Percent of hospitalizations that are preventable by good ambulatory care 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

 
Proposed Change to Measure:   
The Agency is requesting that this measure be deleted in favor of more meaningful measures. 
 
Data Sources and Methodology: 
 
Proposed Standard/Target:   
 
Validity: 
 
Reliability: 
 
Discussion:   
While ambulatory sensitive hospitalizations remain an accepted national standard as part of an overall 
evaluation of access and preventive care services, the population groups previously defined in the Long-
Range Program plan did not accurately address the issue along programmatic lines.  The existing 
measures are therefore being dropped in favor of measures that will more directly reflect program 
decisions, policies, and services.  
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure:  Percent of all Medicaid women receiving adequate prenatal care 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  A change in the standard/target to 90 percent from 86 percent to reflect 
the anticipated improvement to prenatal care associated with better coordination of care through Reform, 
and increased access to family planning services through the Family Planning Waiver. 
 
Data Sources and Methodology:  Adequate prenatal care is defined as prenatal care initiation begun 
earlier than the 5th month of pregnancy or more than 50% of prenatal visits were received (adjusted for 
gestational age).  This is a nationally recognized standard based on the Adequacy of Prenatal Care 
Utilization (APNCU) Index developed by the Department of Maternal and Child Health at the University of 
North Carolina. 
 
The data source is the Medicaid Maternal and Child Health Status Indicators Report produced under 
contract annually for the Agency.  The data and report are researched and compiled by a partnership 
between the Maternal Child Health and Education Research and Data Center (MCHERDC) at the 
University of Florida, and The Lawton and Rhea Chiles Center for Health Mothers and Babies (Chiles 
Center) at the University of South Florida.  Data on the timing and number of prenatal visits is obtained 
from birth certificate data for women found to be Medicaid eligible by matching the birth certificate data 
with the Medicaid eligibility file.  The percent is derived by dividing the number of Medicaid eligible women 
receiving adequate prenatal care by the total number of women delivering who were Medicaid eligible 
during their pregnancy. 
 
This measure includes all Medicaid women, regardless of eligibility status or program.  The MCHERDC 
works closely with several state agencies including the Department of Health and the Department of 
Children and Families to obtain prenatal, birth, and postnatal data.  The data, definitions, and calculation 
procedures are reviewed annually by a data committee that includes representatives of the Agency for 
Health Care Administration, Department of Health, Centers for Disease Control and Prevention, and other 
experts. 
 
Proposed Standard/Target (if known): 90 percent 
 
Validity:  The Validity of this measure is high.  Over 50 percent of women who give birth in Florida were 
Medicaid eligible during their pregnancy.  Timely diagnosis and treatment of pre-pregnancy complications 
or reducing risk factors amenable to treatment improve birth outcomes.  The measure takes into account 
when prenatal care was initiated and the expected number of prenatal visits based on prenatal care 
visitation standards.  It does not measure the quality or content of the care provided. Medicaid providers 
are expected to meet quality standards and refer high-risk beneficiaries to Healthy Start for additional 
services.  MediPass physicians who serve as gatekeepers for Medicaid beneficiaries electing this form of 
managed care are to coordinate pregnancy benefits and ensure that enrollees access prenatal care early 
in their pregnancy.   
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Beneficiaries are not necessarily enrolled in Medicaid throughout their pregnancy.  Some only become 
eligible when pregnant.  The longer the individual was enrolled in Medicaid during their pregnancy, the 
better Medicaid does on this measure. 
 
It should be noted, that due to the time involved in closing out claims, compiling data from multiple 
sources, creating a comprehensive database, and analyzing/reporting the data, data from the MCHERDC 
and Chiles Center is lagged two years (i.e., is reported for the calendar year two years prior to the current 
LRPP reporting period). 
 
Reliability:  Reliability of the measure is high. The measure is only as accurate as the birth certificate and 
eligibility files.  The Department of Health is responsible for maintaining the birth certificate file.  
Inaccuracies have been documented particularly in the prenatal care and gestational age data.  
Inaccuracies are not serious enough to jeopardize comparisons between programs or over time. Eligibility 
files are the responsibility of the Department of Children and Families.  The system is considered 
accurate.  It forms the basis on which claims for Medicaid services are paid. A source of potential error is 
the matching of the two files.  Currently, a match between social security numbers is used.  If a social 
security number is missing from a file, the file is omitted from the analysis.  If a case is missing a value 
needed for the calculation the record is omitted from the analysis.  Gestational age is computed based on 
the clinical estimate as listed on the birth certificate.  If this is not present, the date of last menses as 
indicated on the birth certificate is used to estimate gestational age.  If neither are present, the conception 
is computed as 270 days prior to delivery date. 
Office of Policy and Budget- July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Neonatal mortality rate per 1,000 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  Establish an appropriate rate that reflects state and/or national trends 
while controlling for factors unique to the Medicaid population. 
 
Data Sources and Methodology: 
The neonatal mortality rate is defined as the number of deaths of infants less than 28 days old per 1,000 
deliveries.  To obtain information about the Medicaid population, death certificate information is merged 
with Medicaid eligibility files.  The number of deaths of infants to women who were Medicaid eligible 
during their pregnancy is then divided by the total number of women who were eligible for Medicaid 
during their pregnancy. 
 
The data source is the Medicaid Maternal and Child Health Status Indicators Report produced under 
contract annually for the Agency.  The data and report are researched and compiled through a 
partnership with the Maternal Child Health and Education Research and Data Center (MCHERDC) at the 
University of Florida, and The Lawton and Rhea Chiles Center for Health Mothers and Babies (Chiles 
Center) at the University of South Florida. 
 
Proposed Standard/Target:  5.0 per 1,000 
 
Validity: 
The validity is high.  Neonatal mortality is a reflection of problems in the newborn that are linked to the 
pregnancy and delivery services.  The Medicaid program wants to ensure that the quality of care provided 
to beneficiaries is such as to minimize the incidence of adverse outcomes. 
 
The data, definitions, and calculation procedures are reviewed annually by a data committee that includes 
representatives of the Agency for Health Care Administration, Department of Health, Centers for Disease 
Control and Prevention, and other experts. 
 
Reliability: 
The measure is very reliable.  The Department of Health is responsible for maintaining the death 
certificate file.  Eligibility files are the responsibility of the Department of Children and Families.  The 
system is considered accurate.  It forms the basis on which claims for Medicaid services are paid. 
 
Discussion:   

The non-Medicaid statewide neonatal mortality rate has traditionally been between 4 and 6 per 1,000 live 
births, with Medicaid rates about 2 per 1,000 live births higher than the statewide average.  The target 
measure should reflect the statewide average when controlling for such factors as overall health status, 
socio-economic factors, and so on. 
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure: Average number of months between pregnancies for women enrolled in 

Medicaid 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure: 
No change is requested.  While the Healthy Start program targets at least 24 months between 
pregnancies for improved pregnancy outcomes, Florida Medicaid has been well above that target 
for several years.  In order to reflect this historical trend of higher performance, the target should 
remain at established levels. 
 
Data Sources and Methodology: 
The data source is the Medicaid claims data from the Florida Medicaid Management Information System 
(FMMIS) that has been merged with a data set maintained by the University of Florida which contains 
Medicaid eligibility, birth certificate, death certificate, and Healthy Start data related to women giving birth 
in Florida for each year since 1991.  Medicaid extracts claims each year, which contains the social 
security number of the person.  University of Florida compares this information to the number of women 
giving birth in the following year and identifies those who had a birth.  The inter-pregnancy interval for the 
women so identified is then calculated. 
 
Proposed Standard/Target:  35 months between pregnancies 
 
Validity: 
This is a valid measure for the effectiveness of family planning services. Lengths between pregnancies of 
at least 24 months are encouraged by Healthy Start and are preferable due to the demonstrated benefits 
for growth and healthy development of young children. 
 
Reliability: 
The reliability is considered high is high for women who have maintained Medicaid coverage between 
pregnancies since it is based on claims data and birth records.  Although the potential for inaccuracies on 
the birth certificate exist, they are not serious enough to jeopardize comparisons between programs or 
over time.  
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Health Care Administration 
Program: Child Health Services 
Service/Budget Entity: Medicaid Services to Individuals/68501400 
Measure:  Percent of eligible children who received a Child Health Check-Up 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to the Measure:  The Agency is requesting that the standard be changed to 80 
percent to reflect national standards.  The current Child Health Check-Up participation rate is 59 percent.  
The federal (Centers for Medicare and Medicaid Services [CMS]) state goal is to achieve 80 percent 
participation (Source: State Medicaid Manual, Part 5, Transmittal No. 7, November 1993, Section 5360). 
 
Data Sources and Methodology:  Child Health Check-Up service is Medicaid's comprehensive and 
preventive child health screening for individuals under the age of 21.  This measure identifies the 
percentage of eligible children receiving a check-up within the 12-month federal reporting period.  The 
data provides information to assess the utilization of the Child Health Check-Up service.   
 
The data source is the Medicaid Claims History File from the Florida Medicaid Management Information 
System (FMMIS), and utilization data submitted by the Medicaid Health Maintenance Organizations 
(HMOs).  The data is based on specific procedure codes for a 12-month period and includes straight 
counts and percentages.  This data may be obtained from the FMMIS Annual CHCUP Participation 
Report (CMS-416).  The CMS-416 Reports submitted by states to CMS are entered on the federal CMS 
website under Medicaid, EPSDT. 
 
Proposed Standard/Target: 80 percent 
 
Validity:  This measure is a required measure by the federal Centers for Medicare and Medicaid Services 
(CMS) and is considered a critical element of quality.  The Child Health Check-Up service is designed to 
ensure that health problems are detected early so that future problems can be averted.  Child Health 
Check-Up policy adheres to federal policy and the recommendations of the American Academy of 
Pediatrics.  Continuing to improve Child Health Check-Up’s participation rate increases access to 
services, which increases the early identification of medical conditions before they become serious and 
disabling; thereby decreasing future costly treatment services. 
 
While 80 percent is the target that Medicaid will strive to achieve, it is unlikely that participation rates will 
reach levels that high without a further increase in funding for screening and preventive services. 
 
Reliability:  As of March 1998, CMS updated the annual reporting requirements to more accurately 
reflect health screenings (Child Health Check-Ups).  The updated instructions and forms were developed 
by a national work group composed of representatives from CMS central and regional offices, state 
Medicaid officials, state Maternal and Child Health administrators, the American Public Welfare 
Association and the American Academy of Pediatrics. Medicaid verifies the FMMIS data, as well as audits 
of the HMO utilization reports. 
 
Discussion: 
The percentage of eligibles screened has a direct correlation to the fee levels for Child Health Check-Ups.  
For example, in 1995, the fee increased from $30 to $64.82 and the participation rates increased from 32 
percent to 64 percent.   
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of children ages 1-20 enrolled in Medicaid 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
 
Data Sources and Methodology: 
 
Validity: 
This measure does not include Medicaid children under age 1.  Further, Medicaid is primarily targeted at 
children ages 0 to 18.  This is not a valid measure for the number of children receiving Medicaid services. 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of children receiving EPSDT services- Also listed as “Number of children receiving 

Child Health Check-Up Services” 

Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
Data Sources and Methodology: This measure has been calculated as the number of children receiving 
at least 1 EPSDT service in the previous 6 months.  This does not measure adherence to EPSDT 
guidelines, and is problematic due to the lack of standardization in coding these services in the claims 
database.  Since there is another measure reported in the LRPP that adheres to federal reporting 
requirements, it is recommended that we keep that measure and delete this one. 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance and should be deleted in favor of other measures that are more reflective of 
program efforts and services.  While indicative of the size and scope of the Medicaid program, the 
numbers such as caseload and enrollment counts are not measures that can be affected by anything 
Medicaid does or has control over.  These numbers are impacted solely by external factors such as 
overall population age and health, the state of the economy, availability of alternative access to care, and 
eligibility policy that is established by State and Federal mandate. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of hospital inpatient services provided to children 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of physician services provided to children 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of prescribed drugs provided to children 
 
Action (check one): 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of hospital inpatient services provided to elders 
 
Action (check one): 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of physician services provided to elders 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of prescribed drugs provided to elders 
 
Action (check one): 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of uninsured children enrolled in the Medicaid Expansion 
Action (check one): 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Long-Term Care / 68501500 
Measure: Percent of hospitalizations for conditions preventable by good ambulatory 

care 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

 
       
Proposed Change to Measure:   
The Agency is requesting that this measure be deleted in favor of more meaningful measures. 
 
 
Data Sources and Methodology: 
 
 
Proposed Standard/Target:   
 
 
Validity: 
 
 
Reliability: 
 
Discussion:   
While ambulatory sensitive hospitalizations remain an accepted national standard as part of an overall 
evaluation of access and preventive care services, the population groups previously defined in the Long-
Range Program plan did not accurately address the issue along programmatic lines.  The existing 
measures are therefore being dropped in favor of measures that will more directly reflect program 
decisions, policies, and services.  
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Long-Term Care/68501500 
Measure: Number of case months (home and community-based services 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

The number HCBS Waiver recipients (slots) is determined legislatively and enrollment is therefore 
capped.  The count of case months for this variable has no relevant meaning and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Services to Individuals/ 68501400 
Measure: Number of case months services purchased (nursing home) 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure have the ―standard‖ removed from the 
reporting requirements. 
 
Data Sources and Methodology: 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

This measure that has previously been reported in the Long-Range Program Plan does not measure 
program performance.  While indicative of the size and scope of the Medicaid program, the numbers such 
as caseload and enrollment counts are not measures that can be affected by anything Medicaid does or 
has control over.  These numbers are impacted solely by external factors such as overall population age 
and health, the state of the economy, availability of alternative access to care, and eligibility policy that is 
established by state and federal mandate.  For this reason, even if the count continues to be reported, the 
―standard‖ for this measure is meaningless and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/ 68501600 
Measure: Percent of hospitalizations for conditions preventable by good ambulatory 

care 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

 
       
Proposed Change to Measure:   
The Agency is requesting that this measure be deleted in favor of more meaningful measures. 
 
 
Data Sources and Methodology: 
 
 
Proposed Standard/Target:   
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   
While ambulatory sensitive hospitalizations remain an accepted national standard as part of an overall 
evaluation of access and preventive care services, the population groups previously defined in the Long-
Range Program plan did not accurately address the issue along programmatic lines.  The existing 
measures are therefore being dropped in favor of measures that will more directly reflect program 
decisions, policies, and services.  
Office of Policy and Budget – July 2008 



 

 198 

LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/ 68501600 
Measure: Percent of women and child hospitalizations preventable with good 

ambulatory care 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

 
       
Proposed Change to Measure:   
The Agency is requesting that this measure be deleted in favor of more meaningful measures. 
 
 
Data Sources and Methodology: 
 
 
Proposed Standard/Target:   
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   
While ambulatory sensitive hospitalizations remain an accepted national standard as part of an overall 
evaluation of access and preventive care services, the population groups previously defined in the Long-
Range Program plan did not accurately address the issue along programmatic lines.  The existing 
measures are therefore being dropped in favor of measures that will more directly reflect program 
decisions, policies, and services.  
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/ 68501600 
Measure: Number of case months services purchased (elderly and disabled) 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

The Medicaid Prepaid Health Plan budget entity was eliminated in the GAA (HB5001).  Counts for these 
services in this budget entity are therefore no longer relevant and should be deleted. 
Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/ 68501600 
Measure: Number of case months services purchased (families) 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 
  Requesting Deletion 

       
Proposed Change to Measure:   
The Agency is requesting that this output (count) measure be deleted. 
 
 
Data Sources and Methodology: 
 
 
Validity: 
 
 
Reliability: 
 
 
Discussion:   

The Medicaid Prepaid Health Plan budget entity was eliminated in the GAA (HB5001).  Counts for these 
services in this budget entity are therefore no longer relevant and should be deleted. 

Office of Policy and Budget – July 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (CMSN)/ 68500100 
Measure: New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: CMSN enrollees (Title XIX and Title 
XXI) 

Action (check one): 
  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

 
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 
Validity:   
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Health Care Administration 
Program: Medicaid Reform Choice Counseling  
Service/Budget Entity: Medicaid Director’s Office 
Measure: New Measure - Percent of newly eligible beneficiaries in Medicaid Reform 

making a voluntary plan choice 
 
Action (check one): 
 

   Requesting revision to approved performance measure. 
   Change in data sources or measurement methodologies. 
   Requesting new measure. 
   Backup for performance measure. 

       
 
Proposed Change to Measure:  Voluntary enrollment rate which reflects the number of new eligibles 
that voluntary choose the managed care plan in which they are enrolled. 
 
Data Sources and Methodology: 
 
The Florida Medicaid Management Information System indicates which Medicaid beneficiaries voluntarily 
enroll in a Medicaid managed care plan and which beneficiaries are assigned to a Medicaid managed 
care plan by the state.  Each month, the Agency divides the number of beneficiaries that voluntarily 
choose by the number that were assigned to determine the voluntary enrollment rate.  Excluded from this 
calculation are beneficiaries that lose eligibility for 180 days or less as they are reinstated into their 
Medicaid managed care plan and are not considered a new eligible. 
 
Proposed Standard/Target:  65% in new Reform areas, 80% after 2 years. 
 
Validity: 
The intent of this measure is to report the impact of the Medicaid Reform Choice Counseling on the 
number of beneficiaries that voluntarily choose their own Medicaid managed care plan.  The current 
contract standard requires that 65 percent of new eligibles voluntarily choose their own Medicaid Reform 
plan. 
 
Reliability: 

The data are highly reliable and are collected and reported monthly by the Agency. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Service to Individuals/68501400 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Ages 1 to 20 enrolled in Fee for 
Service Provider Service Networks 

Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
Provider Service Networks differ from the Fee for Service and MediPass programs in that they contract 
with a network of providers for comprehensive care for the enrollees. They provide authorization and 
utilization management to a far greater extent than the MediPass program. Enrollees are divided into 
Ages 1 to 20 and over 21 age groups because the Medicaid benefit package varies for adults and 
children. Children under 1 year of age have almost no hospitalizations that fit these criteria.  Further, 
many do not have established Medicaid IDs at the time of hospitalization and cannot be matched to 
Medicaid eligibility files.  These measures therefore concentrate on the children ages 1 to 20 where 
appropriate. The following groups would be excluded from this measure: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 

a. SOBRA Pregnant women; 
b. Medicaid Recipients domiciled or residing in an institution, including nursing 

facilities, sub-acute inpatient psychiatric facility for individuals under the age of 21, 
or an Intermediate Care Facility/Developmentally Disabled (ICF-DD);  

c. Medicaid Recipients whose Medicaid eligibility was determined through the 
medically needy program,  

d. Qualified Medicare Beneficiaries ("QMBs"),  
e. Special Low Income Medicare Beneficiaries (SLMBs), or Qualified Individuals at 

Level 1 (QI-1s). 
f. Title XXI-funded children with chronic conditions who are enrolled in Children’s 

Medical Services Network,  
g. Women eligible for Medicaid due to breast and/or cervical cancer. 
h. Individuals eligible under a hospice-related eligibility group. 
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Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Service to Individuals/68501400 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Ages 21 and Over enrolled in Fee 
for Service Provider Service Networks 

Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
Provider Service Networks differ from the Fee for Service and MediPass programs in that they contract 
with a network of providers for comprehensive care for the enrollees. They provide authorization and 
utilization management to a far greater extent than the MediPass program. Enrollees are divided into 
Ages 1 to 20 and over 21 age groups because the Medicaid benefit package varies for adults and 
children. Children under 1 year of age have almost no hospitalizations that fit these criteria.  Further, 
many do not have established Medicaid IDs at the time of hospitalization and cannot be matched to 
Medicaid eligibility files.  These measures therefore concentrate on the children ages 1 to 20 where 
appropriate. The following groups would be excluded from this measure: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 

a. SOBRA Pregnant women; 
b. Medicaid Recipients domiciled or residing in an institution, including nursing 

facilities, sub-acute inpatient psychiatric facility for individuals under the age of 21, 
or an Intermediate Care Facility/Developmentally Disabled (ICF-DD);  

c. Medicaid Recipients whose Medicaid eligibility was determined through the 
medically needy program,  

d. Qualified Medicare Beneficiaries ("QMBs"),  
e. Special Low Income Medicare Beneficiaries (SLMBs), or Qualified Individuals at 

Level 1 (QI-1s). 
f. Title XXI-funded children with chronic conditions who are enrolled in Children’s 

Medical Services Network,  
g. Women eligible for Medicaid due to breast and/or cervical cancer. 
h. Individuals eligible under a hospice-related eligibility group. 

 



 

 206 

Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Service to Individuals/68501400 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Ages 1 to 20 in MediPass or Fee for 
Service 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

 
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
The population includes all enrollees aged 1 to 20 not in capitated managed care plans or Fee-for-Service 
PSNs. Enrollees are divided into 1-20 and over 21 age groups because the Medicaid benefit package 
varies for adults and children. Children under 1 year of age have almost no hospitalizations that fit these 
criteria.  Further, many do not have established Medicaid IDs at the time of hospitalization and cannot be 
matched to Medicaid eligibility files.  These measures therefore concentrate on the children ages 1 to 20 
where appropriate. The following groups would be excluded from this measure:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 

methodology. 

  

a. SOBRA Pregnant women; 
b. Medicaid Recipients domiciled or residing in an institution, including nursing 

facilities, sub-acute inpatient psychiatric facility for individuals under the age of 21, 
or an Intermediate Care Facility/Developmentally Disabled (ICF-DD);  

c. Medicaid Recipients whose Medicaid eligibility was determined through the 
medically needy program,  

d. Qualified Medicare Beneficiaries ("QMBs"),  
e. Special Low Income Medicare Beneficiaries (SLMBs), or Qualified Individuals at 

Level 1 (QI-1s). 
f. Title XXI-funded children with chronic conditions who are enrolled in Children’s 

Medical Services Network,  
g. Women eligible for Medicaid due to breast and/or cervical cancer. 
h. Individuals eligible under a hospice-related eligibility group. 
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Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Service to Individuals/68501400 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Ages 21 or over in MediPass or Fee 
for Service 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

 
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
The population includes all enrollees aged 21 or older not in capitated managed care plans or Fee-for-
Service PSNs. Enrollees are divided into 1-20 and over 21 age groups because the Medicaid benefit 
package varies for adults and children. Children under 1 year of age have almost no hospitalizations that 
fit these criteria.  Further, many do not have established Medicaid IDs at the time of hospitalization and 
cannot be matched to Medicaid eligibility files.  These measures therefore concentrate on the children 
ages 1 to 20 where appropriate. The following groups would be excluded from this measure:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 

a. SOBRA Pregnant women; 
b. Medicaid Recipients domiciled or residing in an institution, including nursing 

facilities, sub-acute inpatient psychiatric facility for individuals under the age of 21, 
or an Intermediate Care Facility/Developmentally Disabled (ICF-DD);  

c. Medicaid Recipients whose Medicaid eligibility was determined through the 
medically needy program,  

d. Qualified Medicare Beneficiaries ("QMBs"),  
e. Special Low Income Medicare Beneficiaries (SLMBs), or Qualified Individuals at 

Level 1 (QI-1s). 
f. Title XXI-funded children with chronic conditions who are enrolled in Children’s 

Medical Services Network,  
g. Women eligible for Medicaid due to breast and/or cervical cancer. 
h. Individuals eligible under a hospice-related eligibility group. 
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Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department: Agency for Healthcare Administration 
Program: Health Care Services 
Service/Budget Entity: Children's Special Health Care (KidCare)/68500100 
Measure: New Measure - Percent of two year old children enrolled in KidCare (Title 

XXI) with up-to-date immunizations 
 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure: 
Change the standard from 85 to 90 percent to match Healthy People 2010 goals, limit the measure to two 
year olds only, and create a separate indicator (i.e., one each) for Medicaid and the KidCare populations. 
 
Data Sources and Methodology: 
The Department of Health, Bureau of Immunization, completes an annual immunization survey of 
randomly selected two year old children in Florida.  The survey provides statewide coverage rates for the 
basic series of vaccines (4 Diphtheria, Tetanus, and Pertussis (DTaP), 3 polio, and 1 Measles, Mumps, 
and Rubella (MMR) [4/3/1]) by two years of age.  It also evaluates the statewide coverage rates for the 
4/3/1/3/3 series of 4 DTaP, 3 polio, 1 MMR, 3 Influenza (Hib), and 3 hepatitis B vaccines. 
 
Bureau of Immunization field staff conduct the survey with the assistance of county health departments’ 
personnel, private physicians, and parents.  The survey method includes a random sample of birth 
records selected from a list of all live births occurring among Florida residents for the month of January 
two years prior to the survey year.  Once the survey evaluation is completed, the Department of Health 
provides Medicaid with a file of the two year old children.  This file is matched to eligibility files to 
determine KidCare-enrolled recipients.  Then, the Department of Health, Bureau of Immunization, 
determines the coverage rate for KidCare-enrolled two year old children. 
 
Proposed Standard/Target: 90 percent 
 
Validity: 
The DOH Bureau of Immunization field staff conduct the survey with the assistance of county health 
departments' personnel, private physicians and parents. 
 
Reliability: 
Given the extensive testing of the measures, they are quite reliable within normal statistical limitations  
 

Discussion:   

The Healthy People 2010 goal is 90 percent immunization coverage levels for each of the vaccines 
administered to children by two-years of age.  The Department of Health established the Early Childhood 
Immunization Initiative with a goal of 90 percent by 2007. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Long-Term Care / 68501500 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Institutional Care and Waiver 
Programs 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
The target group for this measure is Medicaid beneficiaries eligible for full Medicaid benefits who reside in 
nursing facilities or intermediate care facilities for the developmentally disabled, or who are enrolled in a 
Home and Community Based waiver program.  It includes all ages and beneficiaries who are dually 
eligible for Medicare and Medicaid.  Institutional care is intended to be almost all-inclusive.  Thus, the 
institution is responsible for coordinating care and ensuring appropriate care for its residents. Thus, 
regardless of which insurer is paying for the institutional care, the quality of care that the facility provides 
should be measured for Medicaid beneficiaries.  In addition, AHCA regulates nursing facilities, and thus 
has added responsibility for ensuring positive health outcomes for nursing facility residents.  Finally, 
waiver participants should not expect a lower standard of care when moving into the community and the 
waiver programs are designed to guarantee comparable levels of care. 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 
Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
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The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/ 68501600 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Ages 1-20 in full service capitated 
plans 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

 
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
The population includes all enrollees aged 1 to 20  in capitated managed care plans. Enrollees are 
divided into 1-20 and over 21 age groups because the Medicaid benefit package varies for adults and 
children. Children under 1 year of age have almost no hospitalizations that fit these criteria.  Further, 
many do not have established Medicaid IDs at the time of hospitalization and cannot be matched to 
Medicaid eligibility files.  These measures therefore concentrate on the children ages 1 to 20 where 
appropriate. The following groups would be excluded from this measure:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 

a. SOBRA Pregnant women; 
b. Medicaid Recipients domiciled or residing in an institution, including nursing 

facilities, sub-acute inpatient psychiatric facility for individuals under the age of 21, 
or an Intermediate Care Facility/Developmentally Disabled (ICF-DD);  

c. Medicaid Recipients whose Medicaid eligibility was determined through the 
medically needy program,  

d. Qualified Medicare Beneficiaries ("QMBs"),  
e. Special Low Income Medicare Beneficiaries (SLMBs), or Qualified Individuals at 

Level 1 (QI-1s). 
f. Title XXI-funded children with chronic conditions who are enrolled in Children’s 

Medical Services Network,  
g. Women eligible for Medicaid due to breast and/or cervical cancer. 
h. Individuals eligible under a hospice-related eligibility group. 
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Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department: Agency for Health Care Administration 
Program: Health Care Services 
Service/Budget Entity: Medicaid Prepaid Health Plans/ 68501600 
Measure:  New Measure - Percent of hospitalizations of beneficiaries for conditions 

preventable by good ambulatory care: Ages 21 and over in full service 
capitated plans 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Proposed Change to Measure:  This represents a replacement to the existing categories currently 
measured for ambulatory sensitive hospitalizations. 
       
Data Sources and Methodology: 
Inpatient hospital discharge data are used as the primary source of diagnosis and treatment of 
ambulatory sensitive conditions.  Discharge data are matched against Medicaid eligibility files to 
determine Medicaid status.  Data are extracted according to payer and age group.  Ambulatory sensitive 
conditions are identified by ICD-9 diagnosis codes, using the algorithm and methodology outlined by the 
federal HHS Agency for Healthcare Research and Quality (AHRQ). 
 
This population would include all eligibles 21 years of age and older in capitated managed care plans. 
Enrollees are divided into under and over 21 age groups because the Medicaid benefit package varies for 
adults and children. Children under 1 year of age have almost no hospitalizations that fit these criteria.  
Further, many do not have established Medicaid IDs at the time of hospitalization and cannot be matched 
to Medicaid eligibility files.  These measures therefore concentrate on the children ages 1 to 20 where 
appropriate. The following groups would be excluded from this measure: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed Standard/Target:  25%, based on baseline calculations utilizing the updated AHRQ 
methodology. 
 

a. SOBRA Pregnant women; 
b. Medicaid Recipients domiciled or residing in an institution, including nursing 

facilities, sub-acute inpatient psychiatric facility for individuals under the age of 21, 
or an Intermediate Care Facility/Developmentally Disabled (ICF-DD);  

c. Medicaid Recipients whose Medicaid eligibility was determined through the 
medically needy program,  

d. Qualified Medicare Beneficiaries ("QMBs"),  
e. Special Low Income Medicare Beneficiaries (SLMBs), or Qualified Individuals at 

Level 1 (QI-1s). 
f. Title XXI-funded children with chronic conditions who are enrolled in Children’s 

Medical Services Network,  
g. Women eligible for Medicaid due to breast and/or cervical cancer. 
h. Individuals eligible under a hospice-related eligibility group. 
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Validity: 
Validity of the measure is good.  A condition is considered ambulatory sensitive if provision of quality care 
could reduce or eliminate the need for hospitalization.  Some hospitalizations will always occur due to 
patient non-compliance.  However, Medicaid providers are expected to work with patients to increase 
their likelihood of compliance in addition to providing direct treatment.  The measure therefore 
encompasses not only access to care, but to a certain extent, the providers’ ability to educate their 
patients on the need for appropriate care.  The measure is a valid measure of the access to and 
effectiveness of primary care and preventive treatment programs and is a nationally accepted standard 
for evaluating preventive care services. 
 
The ambulatory sensitive conditions are identified using the algorithm and methodology outlined by 
AHRQ.  AHRQ is a federal Health and Human Services agency that specifically develops methods and 
tools to assist governments in the evaluation of their healthcare services, from national to local levels.  
AHRQ is a highly respected national body that has developed survey tools and evaluation programs in 
use around the country and maintains a database of findings from other states that utilize their tools. 
 
Reliability:   
The reliability of the diagnoses data is high.  Hospitals provide the information to AHCA and must certify 
that it is accurate.  The ICD-9 codes are used for billing, hospital report cards etc. so hospitals have 
incentives to be accurate in their use of these codes.  Data to link the patient to payer source is less 
accurate.  Payer source is coded when the patient enters the hospital and may not be known or be 
incorrectly identified.  However, there is no expectation that inaccuracies in payer classification would be 
related to the reason for hospitalization.  Since the measure is based on the ratio of ambulatory sensitive 
hospitalizations out of all hospitalizations by payer type, the figure should be reliable for the purpose of 
this measure. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of nursing home facilities with deficiencies that pose a serious 

threat to the health, safety or welfare of the public 
Action (check one): 
 

  Requesting revision to approved performance measure.—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
 
Data Sources and Methodology: 
This measure is defined as the number of nursing homes in which deficiencies are found during 
the period that pose a serious threat to the health, safety, or welfare of the public divided by the 
total number of nursing home facilities during the period.  Deficiencies that pose a serious threat 
to the health, safety, or welfare of the public can arise from any type of survey (initial, renewal, 
complaint investigation, etc.). 
 
Survey deficiency data are maintained in the federal Automated Survey Processing Environment 
(ASPEN) and centrally collected.  The number of facilities is obtained from Florida Regulatory and 
Enforcement System (FRAES). 
 
Validity: 
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly 
performing facilities.  Data collected for this outcome enables the Agency to determine how well the 
facilities are doing, but is not a realistic measure of how well the Agency is doing.  The facilities have 
ultimate control over reducing the percentage of deficiencies that pose a serious threat to the health, 
safety, or welfare of the public. 
 
Reliability: 
Data maintained in ASPEN and FRAES are centrally collected.  Centralized collection of data and 
management review of supporting data should ensure accurate and consistent reporting. 
 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration  
Program:   Health Care Regulation  
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of investigations of alleged unlicensed facilities and programs 

that have been previously issued a cease and desist order that are 
confirmed as repeated unlicensed activity  

Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure nor previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of closed investigations of unlicensed activity resulting in a cease 
and desist order subsequent to a previous investigation of the same facility for unlicensed activity also 
resulting in the issuance of a cease and desist order, divided by the total number of investigations of 
confirmed unlicensed activity during the period.     

 
Each confirmed complaint of unlicensed activity, which would result in a cease and desist order is 
maintained in the Florida Regulatory and Enforcement System (FRAES).   
 
Reliability of these data are questionable. 
  
Validity: 
This measure is defined as the number of closed investigations of unlicensed activity resulting in a cease 
and desist order subsequent to a previous investigation of the same facility for unlicensed activity also 
resulting in the issuance of a cease and desist order, divided by the total number of investigations of 
confirmed unlicensed activity during the period.     

 
Each confirmed complaint of unlicensed activity, which would result in a cease and desist order is 
maintained in the Florida Regulatory and Enforcement System (FRAES).   
 
Reliability: 
Centralized collection of data combined with management review of supporting data should ensure 
accurate and consistent reporting, resulting in reliability for the measure.  However, we believe that this 
condition is impossible to measure accurately.  Cease and desist orders are not issued by all units for 
unlicensed activity, nor are they issued for all facility types.  Unlicensed facilities may emerge under 
different names and ownership and not be identifiable as repeated unlicensed activity.  Also, there is no 
further action other than another cease and desist order than can be taken by the agency.  Unlicensed 
activity is a crime and should be reported to law enforcement authorities. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration  
Program:   Health Care Regulation  
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Percent of Priority 1 consumer complaints about licensed facilities and 

programs that are investigated within 2 business days. 
 Action (check one): 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure for previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of Priority 1 consumer complaints about licensed facilities and 
programs that are investigated within two working days during the period divided by the total number of 
Priority 1 consumer complaints about licensed facilities and programs that are investigated during the 
period.  This classification indicates that there is potential serious and immediate harm to the patient.  The 
Complaint Administration Unit in consultation with the area office supervisor determines if the complaint is 
considered a Priority 1.  If yes, then it must be investigated by the area office within two working days of 
receipt by the area office.  The system measures days, not hours.  To comply with system constraints as 
well as with federal standards, the Agency is requesting revision of the standard to state ―2 business 
days‖ rather than ―48 hours.‖ 
 
All complaint data are maintained in the Florida Regulatory and Enforcement System (FRAES) and 
centrally collected. 
 
Validity: 
Two of the many values embraced by the Agency for Health Care Administration are acting decisively 
and providing a timely response to our consumers.  This measure allows the Agency to determine if it is 
meeting the goal of investigating Priority 1 consumer complaints about licensed facilities and programs 
within two working days.   
 
Reliability: 
Data maintained in FRAES are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
Office of Policy and Budget – July, 2008 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:    Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of accredited hospitals and ambulatory surgical centers cited 

for not complying with life safety, licensure, or emergency access 
standards  

 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of accredited hospitals and ambulatory surgical centers (ASCs) 
that have been cited for deficiencies during the period, divided by the total number of accredited hospitals 
and ASCs.  Deficiencies that are cited are not tabulated individually (i.e. if five deficiencies are cited 
during a survey, it is reported as one deficiency in the numerator).  In addition, deficiencies that are noted 
include any and all deficiencies from minor to severe.  A national accrediting body confers accreditation.  
If a facility is accredited, a full licensure survey is not required to be performed biennially.  A validation 
survey (same as a full licensure survey) is performed on a sample of facilities.  Deficiencies may also be 
found during complaint investigations of accredited facilities.  A life safety inspection is required annually 
for hospitals and ASCs.  Life safety inspections evaluate the control and prevention of fire and other life-
threatening conditions on the premises for the purpose of preserving human life.  Emergency access 
standards require every hospital to treat and/or stabilize any patient admitted for an emergency medical 
condition. 
 
Emergency access, complaint, and survey data are maintained in the Florida Regulatory and 
Enforcement System (FRAES) and centrally collected. 
 
Validity: 
The Agency is committed to ensuring health care services’ compliance with standards of safety, quality 
and accessibility established by state and federal regulations.  This outcome measure will enable the 
Agency to monitor its goal of decreasing the percentage of accredited hospitals and ambulatory surgical 
centers cited for not complying with life safety, licensure or emergency access standards. 
 
Reliability: 
Survey data are maintained in FRAES and centrally collected.  Centralized collection of FRAES data and 
management review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Percent of validation surveys that are consistent with findings noted 

during the accreditation survey  
Action (check one): 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure nor previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology:  This measure is defined as the number of state accreditation 
validation surveys conducted for hospitals and ambulatory surgical centers that are consistent with 
findings noted during the accreditation survey divided by the total number of validation surveys performed 
during the period.  A state validation survey is performed, at minimum, on a 5% sample of accredited 
hospitals and ambulatory surgical centers that have received their accreditation survey.  This measure 
does not include federal accreditation validation surveys. 
 
JCAHO provides to the Agency a monthly report that lists accreditation surveys scheduled for the next six 
weeks.  This report is provided to the Manager of the Hospital Unit and the Chief of Field Operations on 
the last day of each month.  Hospital Unit staff review the JCAHO list within five days of receipt and pull a 
sample of 5-10% of facilities (or a minimum of one) to be surveyed for state licensure validation 
inspection to be completed within 60 days of the survey end date noted on the report.  To insure 
statewide distribution of facilities selected for validation surveys, the facilities that have a significant 
volume of complaint allegations and Risk Management deviations during the previous or current year will 
be identified for validation survey.  Additional validation inspections in excess of the mandatory 5% 
random sampling will be selected by the Hospital Unit under consultation with the Chief of Field 
Operations and Field Office Management.   
 
Validity:  A validation survey assesses whether the review by the accrediting organization has 
adequately evaluated the facility according to minimum state standards (same as a full licensure survey). 
 
Reliability: Hospital Unit staff compares AHCA validation survey results with the JCAHO survey utilizing 
a decision matrix developed by Health Standards and Quality/Field Operations staff and make the 
following notation in the FRAES validation inspection comment field:  ―consistent with accreditation 
findings‖ or ―not consistent with accreditation findings‖.  The review is completed within 30 days of receipt 
of both the state and JCAHO reports.  The data entry is completed within 10 days of the review. 
 
Survey data are maintained in FRAES and centrally collected.  Centralized collection of FRAES data and 
management review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Percent of assisted living facilities with deficiencies that pose a serious 

threat to the health, safety or welfare of the public 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of assisted living facilities in which deficiencies are found during 
the period that pose a serious threat to the health, safety, or welfare of the public, divided by the total 
number of assisted living facilities during the period.  Deficiencies that pose a serious threat to the health, 
safety, or welfare of the public are classified as Class I deficiencies (statutorily defined).  These 
deficiencies can arise from any type of survey (initial, renewal, complaint investigation, etc.). 
 
Survey deficiency data are maintained in the federal Automated Survey Processing Environment 
(ASPEN) and centrally collected.  The number of facilities is obtained from the Florida Regulatory and 
Enforcement System (FRAES). 
 
Validity: 
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly 
performing facilities.  Data collected for this outcome enable the Agency to determine how well it is 
meeting its goal of reducing the percentage of facilities in which deficiencies are found that pose a serious 
threat to the health, safety, or welfare of the public 
 
Reliability: 
Data maintained in ASPEN and FRAES are centrally collected.  Centralized collection of data and 
management review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of home health facilities with deficiencies that pose a serious 

threat to the health, safety or welfare of the public 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
 
Data Sources and Methodology: 
This measure is defined as the number of home health facilities in which deficiencies are found during the 
period that pose a serious threat to the health, safety, or welfare of the public, divided by the total number 
of home health facilities during the period.  Deficiencies that pose a serious threat to the health, safety or 
welfare of the public can arise from any type of survey (initial, renewal, complaint investigation, etc.).  The 
deficiencies are classified as Class I deficiencies (statutorily defined). 
 
Survey data are maintained in the Florida Regulatory and Enforcement System (FRAES) and centrally 
collected.  FRAES has the capability to capture serious deficiencies for home health agencies.  The data 
are pulled from FRAES and reviewed by the Facility Data Analysis staff for quality control purposes.  The 
number of facilities is obtained from FRAES. 
 
Validity: 
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly 
performing facilities.  Data collected for this outcome enable the Agency to determine how well the 
facilities are doing, but is not a realistic measure of how well the Agency is doing.  The facilities have 
ultimate control over reducing the percentage of deficiencies that pose a serious threat to the health, 
safety, or welfare of the public. 
 
Reliability: 
Data maintained in FRAES are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of clinical laboratories with deficiencies that pose a serious 

threat to the health, safety and welfare of the public. 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of clinical laboratories in which deficiencies are found during the 
period that pose a serious threat to the health, safety, or welfare of the public, divided by the total number 
of clinical laboratories during the period.  Deficiencies that pose a serious threat to the health, safety, or 
welfare of the public can arise from any type of survey (initial, renewal, complaint investigation, etc.). 
 
Survey data are maintained in the Florida Regulatory and Enforcement System (FRAES) and centrally 
collected.  FRAES has the capability to capture serious deficiencies for clinical laboratories.  The data are 
pulled from FRAES and reviewed by the Facility Data Analysis staff for quality control purposes.  The 
number of facilities is obtained from FRAES. 
 
Validity: 
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly 
performing facilities.  Data collected for this outcome enables the Agency to determine how well the 
facilities are doing, but is not a realistic measure of how well the Agency is doing.  The facilities have 
ultimate control over reducing the percentage of deficiencies that pose a serious threat to the health, 
safety, or welfare of the public. 
 
Reliability: 
Data maintained in FRAES are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Percent of ambulatory surgical centers with deficiencies that pose a 

serious threat to the health, safety or welfare of the public  
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of ambulatory surgical centers in which deficiencies are found 
during the period that pose a serious threat to the health, safety, or welfare of the public, divided by the 
total number of ambulatory surgical centers during the period.  Deficiencies that pose a serious threat to 
the health, safety or welfare of the public can arise from any type of survey (initial, renewal, complaint 
investigation, etc.). 
 
Survey data are maintained in the Florida Regulatory and Enforcement System (FRAES) and centrally 
collected.  FRAES has the capability to capture serious deficiencies for ambulatory surgical centers.  The 
data are pulled from FRAES and reviewed by the Facility Data Analysis staff for quality control purposes.  
The number of facilities is obtained from FRAES. 
 
Validity: 
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly 
performing facilities.  Data collected for this outcome enable the Agency to determine how well the 
facilities are doing, but is not a realistic measure of how well the Agency is doing.  The facilities have 
ultimate control over reducing the percentage of deficiencies that pose a serious threat to the health, 
safety, or welfare of the public. 
 
Reliability: 
Data maintained in FRAES are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of hospitals with deficiencies that pose a serious threat to the 

health, safety or welfare of the public 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure not previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of hospitals in which deficiencies are found during the period that 
pose a serious threat to the health, safety, or welfare of the public by program divided by the total number 
of hospitals during the period.  Deficiencies that pose a serious threat to the health, safety or welfare of 
the public can arise from any type of survey (initial, renewal, complaint investigation, etc.). 
 
Survey data are maintained in the Florida Regulatory and Enforcement System (FRAES) and centrally 
collected.  FRAES has the capability to capture serious deficiencies for hospitals.  The data are pulled 
from FRAES and reviewed by the Facility Data Analysis staff for quality control purposes.  The number of 
facilities is obtained from FRAES. 
 
Validity: 
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly 
performing facilities.  Data collected for this outcome enable the Agency to determine how well the 
facilities are doing, but is not a realistic measure of how well the Agency is doing.  The facilities have 
ultimate control over reducing the percentage of deficiencies that pose a serious threat to the health, 
safety, or welfare of the public. 
 
Reliability: 
Data maintained in FRAES are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Percent of hospitals that fail to report serious incidents (agency 

identified) 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested.  
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology:  Data Sources:  Risk management surveys, complaint investigations, 
and Code 15 investigations. 
 
Methodology:   
The number of hospitals that were cited for failure to report an adverse incident divided by the total 
number of hospitals that were surveyed (including risk management surveys, complaint investigations 
and Code 15 investigations). 
 
When accurately reported, this measures the hospitals’ ability to identify and report serious incidents—but 
it does not measure the Agency’s performance. 
 
Validity:   
The Agency’s ability to meet this standard is entirely dependent upon external factors over which the 
Agency has no control.  This measure is dependent upon the ability of hospitals to identify a ―serious 
incident‖ and report that incident as required by Florida law. 
 
Reliability:   
The Agency’s ability to meet this standard is entirely dependent upon external factors over which the 
Agency has no control.  This measure is dependent upon the ability of hospitals to identify a ―serious 
incident‖ and report that incident as required by Florida law. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Percent of complaints of HMO patient dumping received that are 

investigated. 
 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
The Bureau of Managed Health Care established a tracking system for complaints received by managed 
care enrollees about ―patient dumping‖.  ―Patient dumping‖ generally refers to an action by the managed 
care plan to disenroll a patient involuntarily because of economic reasons benefiting the HMO.  This is not 
to be confused with ―facility patient dumping.‖  Whenever such complaints are received, they are 
investigated. 
 
The Agency has received no patient complaints related to health plan dumping from Fiscal Years 2003/04 
through 2007/08. 
 
Validity: 
The purpose of the Agency’s activities is to determine whether the patient allegation of dumping is 
justified.  Site visits and the evaluation of individual patient records are the only valid measures to confirm 
such allegations. 
 
Reliability: 
The methodology relies on objective, verifiable data sources, the patient’s record and HMO policies and 
procedures.  The source of the data can be independently verified and the review can be replicated by 
other observers—therefore it is reliable. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity: Health Care Regulation/68700700 
Measure:   Percent of complaints of facility patient dumping received that are 

investigated. 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
The Florida Regulatory and Enforcement System/LicenseEase (FRAES/LE) database is used to obtain 
this information, which comes from a count of all complaints in the system with allegation codes 48 and 
49.  These are Medicare and Medicaid Patient Dumping, respectively.  FRAES/LE also identifies which 
complaints have been investigated and which have not as well as whether or not a complaint was 
confirmed or not confirmed.  The percent of facility patient dumping complaints investigated comes from 
dividing the total number of such complaints investigated by the total number of complaints of facility 
patient dumping. 
 
Validity: 
The measure is based upon complaints entered into the FRAES/LE database and investigated by field 
operations survey staff.  A complaint is a valid transaction that begins with either a call to the call center 
or correspondence to one of the facility units in the Agency.  All such complaints are entered into 
FRAES/LE to be investigated.  Complaints received by the call center are entered into FRAES/LE by the 
call center staff at the time of the call.  Written complaints are tracked through CorrFlow, the Agency’s 
correspondence tracking system.  They are entered into the FRAES/LE database by facility unit staff 
before being sent to the survey staff for investigation. 
 
Reliability: 
The measure is as reliable as the input of data into the FRAES/LE database.  To the extent that any 
complaint is ―missed‖ for inputting, it will also be missed for tracking purposes.  All reports on this data are 
pulled directly from FRAES/LE. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:  Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Number of inquiries to the call center regarding practitioner licensure 

and disciplinary information. 
Action (check one): 
 

  Requesting revision to approved performance measure—deletion requested. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
Call center staff members input data by call as they respond to phone calls.  Calls are tracking in the 
computer as customer services representatives input their transactions.  Tallies from all call center staff 
are compiled daily and weekly by the call center manager.  The monthly statistics are compiled in the 
same fashion using programming and software available to the call center.  Year to date reports are also 
provided monthly. 
 
Validity: 
Calls are counted after the call is answered.  This does not include the calls attempted but not answered 
due to holding periods or inadvertent cutoffs.  One call is counted from the time it is answered by the call 
center staff until the time the call is terminated.  The system does not weight calls based on number of 
questions answered, complexity of issues or time of call. 
 
Reliability: 
The numbers are gathered daily, weekly and monthly by the call center manager and stored in the 
computer system.  The call center manager reviews the statistics for obvious inconsistencies.  The call 
center contract manager monitors calls and reviews data to ensure that calls are appropriately allocated 
to the correct categories of facility calls, professional calls and HMO calls.  Only the inquiries associated 
with professional calls are allocated to the practitioner regulation function. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Total number of full facility quality-of-care surveys conducted 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure nor previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
A full facility survey is defined as initial, validation, and renewal licensure and certification surveys.  Plans 
and Construction surveys are not included.  Licensure and certification surveys performed together, for 
the same facility, count as one survey.  Full surveys do not include separate life safety surveys, risk 
management surveys, or complaint investigations.  All state and certification full facility surveys are 
entered into the Florida Regulatory and Enforcement System (FRAES).  This allows a count of the actual 
number of surveys conducted during any given period.  FRAES training is offered on an on-going basis to 
both area office and central office personnel to ensure that the information is being accurately captured 
and reported in the system.  Centralized aggregation of this data will ensure consistency among several 
facility types. 
 
Validity: 
Florida's citizens want and expect government agencies to ensure that the health care they receive is of 
good quality.  Data collected in this measure allows the Agency to calculate the percentages of various 
outcomes related to facility compliance with standards of safety and quality established by state and 
federal regulations. 
 
Reliability: 
Survey data are maintained in FRAES and centrally collected.  Centralized collection of FRAES data and 
management review of supporting data should ensure accurate and consistent reporting, resulting in 
reliability of the measure. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Average processing time (in days) for Subscriber Assistance Panel 

cases. 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
An Excel spreadsheet is maintained to track all processing steps from the opening of the case file to 
closure.  Each case file’s opening date is recorded on the database.  All statutory time frames are 
measured based upon that date.  The Excel spreadsheet is updated and reviewed on a weekly basis to 
insure each case is processed within the statutory requirements.  The procedure used to measure the 
indicator is counting the number of days from the date the case is opened until it is closed for all closed 
cases and dividing by the total number of cases closed. 
 
Validity: 
Sections 408.7056 (3), (8) and (9), Florida Statutes require that cases be processed and closed within a 
specific number of days.  Thus the measurement of the number of days to close a case is appropriate. 
 
Reliability: 
Data entry into the data base is checked regularly to assure that all data meets a ―cross-check‖ standard.  
The database is maintained by the unit manager and designated staff. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration 
Program:   Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Number of construction reviews performed (Plans and Construction) 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
All plans and construction projects are tracked on the Office of Plans and Construction Tracking 
(OPCTrack) computer system.  This is an electronic database that contains an accounting of all projects, 
facilities, submissions and time invoiced by all reviewers.  Data in this system can be accessed for any 
timeframe for various facility types of reviews.  The Agency produces monthly reports using this data 
source.  A query is made in the system to generate the number of submissions (or reviews) to which time 
was billed during the period.  A submission occurs when a project is logged into the system and each 
time a review of plans and construction sites occurs. 
 
Validity: 
Two administrative secretaries input the submissions.  The total number of projects is logged into the 
system by facility number, project number, and submission number.  There can be multiple projects and 
submissions per facility. This is the best available measure of the number of plans and constriction 
reviews performed.  The measuring instrument was specifically developed to measure this indicator. 
 
Reliability: 
Project time sheets are reviewed and approved by the supervisors.  One person enters the data from 
these sheets into the data system.  There are various electronic flags in the system that will signal false 
data entry, i.e., incorrect date, incorrect log number, projects already closed, etc.  The Office of Program 
Policy Analysis and Government Accountability (OPPAGA) reviewed the reliability of this measure.  The 
reliability of data entry was improved according to OPPAGA’s recommendations.  External factors relating 
to available funding for health care construction have a direct impact on the number of projects submitted 
for review each year.  Electronic data has been randomly checked against manual source material and 
been found to be substantially error free. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   New Measure - Percent of nursing home facilities with deficiencies 

posing a serious threat to the health, safety or welfare of the public 
against which the agency has taken administrative action. 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
ASPEN (Automated Survey Processing Environment) Central Office is a Windows-based program that 
provides centralized facility and survey management.  The Florida Regulatory and Enforcement 
System/LicenseEase (FRAES/LE) database is used to obtain the legal information about the problem at 
hand.  ASPEN is used to calculate the number of nursing homes that have had surveys in the system 
with state deficiencies cited as a Class 1.  If a facility has a Class 1 deficiency, this indicates that 
Immediate Jeopardy has been cited for one or more residents’ lives within the facility.  The percent of 
nursing homes that have been cited with deficiencies posing a serious threat to one or more residents 
and that the Agency has taken legal action on is calculated by (1) calculating the number of nursing 
homes (from FRAES/LE); (2) calculating the number of nursing homes with class 1 citations (from 
ASPEN); (3) joining the ASPEN data from (2) with legal data from FRAES/LE to calculate the number of 
nursing homes that have had a Class 1 deficiency with legal action taken; and (4) the percentage is 
calculated by dividing the result from (3) by (2) and then multiplying by 100%.   
  
Validity: 
The measure is based upon survey results entered into the ASPEN database and licensure and legal 
activity results entered into the FRAES/LE database.  A Class 1 deficiency is considered a priority 1 
complaint whereby the Agency not only cites a deficiency but charges a fine and may, depending on the 
circumstances, suspend or revoke the license.  The survey results are entered into the ASPEN system by 
the field office staff and the legal action data is entered into the FRAES/LE system by the General 
Counsel’s staff. 
  
Reliability: 
The measure is as reliable as the input of data into the ASPEN and FRAES/LE databases.  To the extent 
that a survey is ―missed‖ for data entry, it will also be missed for tracking purposes.  All reports on this 
data are pulled directly from the joining of the ASPEN and FRAES/LE databases. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:   Agency for Health Care Administration  
Program:   Health Care Regulation  
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   Revised Measure - Percent of Priority 1 consumer complaints about licensed 

facilities and programs that are investigated within 2 business days. 
 Action (check one): 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure for previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of Priority 1 consumer complaints about licensed facilities and 
programs that are investigated within two working days during the period divided by the total number of 
Priority 1 consumer complaints about licensed facilities and programs that are investigated during the 
period.  This classification indicates that there is potential serious and immediate harm to the patient.  The 
Complaint Administration Unit in consultation with the area office supervisor determines if the complaint is 
considered a Priority 1.  If yes, then it must be investigated by the area office within two working days of 
receipt by the area office.  The system measures days, not hours.  To comply with system constraints as 
well as with federal standards, the Agency is requesting revision of the standard to state ―2 business 
days‖ rather than ―48 hours.‖ 
 
All complaint data are maintained in the Florida Regulatory and Enforcement System (FRAES) and 
centrally collected. 
 
Validity: 
Two of the many values embraced by the Agency for Health Care Administration are acting decisively 
and providing a timely response to our consumers.  This measure allows the Agency to determine if it is 
meeting the goal of investigating Priority 1 consumer complaints about licensed facilities and programs 
within two working days.   
 
Reliability: 
Data maintained in FRAES are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   New Measure - Percent of assisted living facilities with deficiencies 

posing a serious threat to the health, safety or welfare of the public 
against which the agency has taken administrative action. 

 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
ASPEN (Automated Survey Processing Environment) Central Office is a Windows-based program that 
provides centralized facility and survey management.  The Florida Regulatory and Enforcement 
System/LicenseEase (FRAES/LE) database is used to obtain the legal information about the problem at 
hand.  ASPEN is used to calculate the number of assisted living facilities that have had surveys in the 
system with state deficiencies cited as a Class 1.  The percent of assisted living facilities that have been 
cited with deficiencies posing a serious threat to one or more residents and on which the Agency has 
taken legal action is calculated by (1) calculating the number of assisted living facilities (from FRAES/LE); 
(2) calculating the number of assisted living facilities with class 1 citations (from ASPEN); (3) joining the 
ASPEN data from (2) with legal data from FRAES/LE to calculate the number of assisted living facilities 
that have had a Class 1 deficiency with legal action taken; and (4) the percentage is calculated by 
dividing the result from (3) by (2) and then multiplying by 100%.   
  
Validity: 
The measure is based upon survey results entered into the ASPEN database and licensure and legal 
activity results entered into the FRAES/LE database.  A Class 1 deficiency is considered a priority 1 
complaint whereby the Agency not only cites a deficiency but charges a fine and may, depending on the 
circumstances, suspend or revoke the license.  The survey results are entered into the ASPEN system by 
the field office staff and the legal action data is entered into the FRAES/LE system by the General 
Counsel’s staff. 
  
Reliability: 
The measure is as reliable as the input of data into the ASPEN and FRAES/LE databases.  To the extent 
that a survey is ―missed‖ for data entry, it will also be missed for tracking purposes.  All reports on this 
data are pulled directly from the joining of the ASPEN and FRAES/LE databases. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:  New Measure: New Measure - Percent of home health agencies with deficiencies 

posing a serious threat to the health, safety or welfare of the public 
against which the agency has taken administrative action. 

Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
ASPEN (Automated Survey Processing Environment) Central Office is a Windows-based program that 
provides centralized facility and survey management.  The Florida Regulatory and Enforcement 
System/LicenseEase (FRAES/LE) database is used to obtain the legal information about the problem at 
hand.  ASPEN is used to calculate the number of home health agencies that have had surveys in the 
system with state deficiencies cited as a Class 1.  If a facility has a Class 1 deficiency, this indicates that 
Immediate Jeopardy has been cited for one or more residents’ lives within the facility.  The percent of 
home health agencies that have been cited for deficiencies posing a serious threat to one or more 
residents and on which the Agency has taken legal action is calculated by (1) calculating the number of 
home health agencies (from FRAES/LE); (2) calculating the number of home health agencies with class 1 
citations (from ASPEN); (3) joining the ASPEN data from (2) with legal data from FRAES/LE to calculate 
the number of home health agencies that have had a Class 1 deficiency with legal action taken; and (4) 
the percentage is calculated by dividing the result from (3) by (2) and then multiplying by 100%.   
  
Validity: 
The measure is based upon survey results entered into the ASPEN database and licensure and legal 
activity results into the FRAES/LE database.  A Class 1 deficiency is considered a priority 1 complaint 
whereby the Agency not only cites a deficiency but charges a fine and may, depending on the 
circumstances, suspend or revoke the license.  The survey results are entered into the ASPEN system by 
the field office staff and the legal action data is entered into the FRAES/LE system by the General 
Counsel’s staff. 
  
Reliability: 
The measure is as reliable as the input of data into the ASPEN and FRAES/LE databases.  To the extent 
that a survey is ―missed‖ for data entry, it will also be missed for tracking purposes.  All reports on this 
data are pulled directly from the joining of the ASPEN and FRAES/LE databases. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   New Measure - Percent of licenses that are issued or denied within 60 

days following receipt of a completed application. 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure nor previously approved or for which validity, reliability and/or 

methodology information has not been provided. 
       
Data Sources and Methodology: 
This measure is defined as the number of initial, renewal, and change of ownership applications in which 
the Agency has approved or denied licensure within 60 days of the date the application is deemed 
complete, divided by the total number of initial, renewal and change of ownership applications approved 
or denied during the period.  An application is complete when all required documentation is received by 
the Agency including background screening, and if required, upon successful completion of a survey. 
 
Application transaction data, including the application completion date and application decision date are 
stored in LicenseEase and specific codes are used to designate various transaction types. 
 
Validity: 
When a person or entity applies to the Agency to receive a license under Chapter 408, Florida Statutes, 
the Agency must approve or deny licensure within 60 days of the date the application is complete.  Data 
collected for this outcome enable the Agency to determine how well it is meeting this requirement. 
 
Reliability: 
Data maintained in LicenseEase are centrally collected.  Centralized collection of data and management 
review of supporting data should ensure accurate and consistent reporting. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 
 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure: New Measure - Percent of HMO complaints that are investigated and 

resolved within 10 business days of receipt. 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
All consumer issues/complaints received by the Bureau are recorded and tracked in the Consumer Issues 
Tracking System. 
 
 
Validity:  Each analyst that handles an issue has to enter data into the tracking system.  The system 
prompts the analyst to enter critical data.  The system automatically records the dates of entry, updates 
and closure of an issue.  The measure reported is generated by the system automatically from these 
entries.  . 
 
 
Reliability:  Because the system prompts entry or automatically enters data into the system the data 
reported is reliable.   
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   New Measure - Percent of plans and construction reviews completed 

within 60 days of receipt or scheduled date. 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
Stage 1, 2 and 3 plan reviews are requested by those planning to build or renovate health care facilities.  
Such requests come by mail or are hand delivered.  Mailed and hand delivered items are logged in when 
received.  Paper reports are used to track receipts as well as closures on submissions.  Hand counts are 
done from these paper reports. 
 
Validity: 
Rules for the Office of Plans and Construction in Chapters 59A-3, 4 and 5, Florida Administrative Code, 
require the office to complete review and either approve or disapprove construction documents within 60 
days of receipt of properly executed documents and initial plan review fees.  Consequently, this is a valid 
measure of a portion of the responsibility of the Office of Plans and Construction. 
 
Reliability: 
We believe the counts and logs used to track this measure are accurate.  However, all systems, whether 
electronic or manual, are as accurate as the data entry into those systems.  The Agency is working to 
improve an electronic data system called OPCTrack, which tracks projects for the Office of Plans and 
Construction, to handle this measure.  Until those improvements are made, this measure will continue to 
be tracked manually. 
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LRPP EXHIBIT IV:  Performance Measure Validity and Reliability 

 
Department:     Agency for Health Care Administration 
Program:     Health Care Regulation 
Service/Budget Entity:   Health Care Regulation/68700700 
Measure:   New Measure - Percent of hospital emergency access violations that 

result in sanctions against the hospital. 
Action (check one): 
 

  Requesting revision to approved performance measure. 
  Change in data sources or measurement methodologies. 
  Requesting new measure. 
  Backup for performance measure. 

       
Data Sources and Methodology: 
ASPEN (Automated Survey Processing Environment) Central Office is a Windows-based program that 
provides centralized facility and survey management.  The Florida Regulatory and Enforcement 
System/LicenseEase (FRAES/LE) database is used to obtain the legal information about the problem at 
hand.  ASPEN is used to calculate the number of hospitals that have had surveys in the system with 
emergency access violations.  Emergency access violations are defined H0030 through H0038. H0040, 
H0041, H0043 through H0049, H0051, H0054, H0055, H0056 and H0063.  The percent of hospitals that 
have been cited for emergency access violations that result in sanctions against the hospital is calculated 
by (1) calculating the number of hospitals (from FRAES/LE); (2) calculating the number of hospitals with 
emergency access violations (from ASPEN); (3) joining the ASPEN data from (2) with legal data from 
FRAES/LE to calculate the number of hospitals that have had an emergency access violation(s) resulting 
in sanctions against the hospital; and (4) the percentage is calculated by dividing the result from (3) by (2) 
and then multiplying by 100%.   
  
Validity: 
The measure is based upon survey results entered into the ASPEN database and licensure and legal 
activity results into the FRAES/LE database.  An emergency access violation is considered a priority 
complaint whereby the Agency not only cites a deficiency but may charge a fine and may, depending on 
the circumstances, suspend or revoke the license.  The survey results are entered into the ASPEN 
system by the field office staff and the legal action data is entered into the FRAES/LE system by the 
General Counsel’s staff. 
  
Reliability: 
The measure is as reliable as the input of data into the ASPEN and FRAES/LE databases.  To the extent 
that a survey is ―missed‖ for data entry, it will also be missed for tracking purposes.  All reports on this 
data are pulled directly from the joining of the ASPEN and FRAES/LE databases. 
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Exhibit V: 
 
Identification of Associated Activity Contributing to Performance Measures 
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Measure 
Number 

Approved Performance Measures for  
FY 2008-09 

(Words) 
  Associated Activities Title 

  Administration and Support - 68200000     

1 Administrative costs as a percent of total agency costs   Executive Direction  ACT0010 

       

       

        

2 Administrative positions as a percent of total agency positions   Executive Direction  ACT0010 

       

       

        

  Children's Special Health Care - 68500100     

3 Percent of hospitalizations for conditions preventable by good    Purchase Medikids Program Services  ACT5110 

  ambulatory care   Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

4 Percent of eligible uninsured children receiving health benefits    Purchase Medikids Program Services  ACT5110 

  coverage   Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

5 Percent of children enrolled with up-to-date immunizations   Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

  Associated Activities Title 

6 Percent of compliance with the standards established in the    Purchase Medikids Program Services  ACT5110 

  Guidelines for Health Supervision of Children and Youth as developed    Purchase Children's Medical Services Network Services  ACT5120 

  by the American Academy of Pediatrics for children eligible under the    Purchase Children's Medical Services Network Services  ACT5130 

  program     

7 Percent of families satisfied with the care provided under the program   Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

8 Total number of uninsured children enrolled in Kidcare    Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

9 Number of Uninsured children enrolled in Florida Healthy Kids   Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

10 Number of Title uninsured children enrolled in Medikids    Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

11 Number of uninsured children enrolled in Children's Medical    Purchase Medikids Program Services  ACT5110 

  Services Network   Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

  Executive Director/Support Services - 68500200     

12 Program administrative costs as a percent of total program costs   Executive Direction  ACT0010 

       

       

        

13 Average number of days between receipt of clean Medicaid claim    Fiscal Agent Contract  ACT5260 

  and payment     

       

        

4      

14 Number of Medicaid claims received    Fiscal Agent Contract  ACT5260 

       

       

        

47 Percent of new Medicaid recipients voluntarily selecting managed    Health Facilities and Practitioner Regulation - Medicaid Choice  

  care plan         Counseling  ACT7150  
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Measure 
Number 

 
Approved Performance Measures for 

 FY 2008-09 
(Words) 

 

 Associated Activities Title 

54 Number of new enrollees provided choice counseling    Health Facilities and Practitioner Regulation - Medicaid Choice  

          Counseling  ACT7150  

       

        

  Medicaid Services - Individuals - 68501400     

15 
Percent of hospitalizations that are preventable by good ambulatory 
care   Hospital Inpatient -Elderly and Disabled/fee for service  ACT4010 

     Hospital Inpatient  ACT4210 

     Hospital Inpatient ACT 4510 

      Hospital Inpatient ACT 4710 

16 Percent of women receiving adequate prenatal care    Prescribed Medicines ACT4220 

     Physician Services ACT4230 

     Early Periodic Screening Diagnosis & Treatment  ACT4260 

      Patient Transportation  ACT4270 

17 Neonatal mortality rate per 1000    Hospital Inpatient  ACT4210 

     Physician Services  ACT4220 

     Early Periodic Screening Diagnosis & Treatment  ACT4260 

        

18 Average number of months between pregnancies for those    Physician Services  ACT4230 

  receiving family planning services   Case Management  ACT4280 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

19 Percent of eligible children who received all required components of    Prescribed Medicines  ACT4220 

  EPSDT screen    Physician Services  ACT4230 

     Early Periodic Screening Diagnosis & Treatment  ACT4260 

      Therapeutic Services for Children  ACT4310 

20 Number of children ages 1-20 enrolled in Medicaid    Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 

        

21 Number of children receiving EPSDT services    Physician Services  ACT4230 

     Early Periodic Screening Diagnosis & Treatment  ACT4260 

     School Based Services  ACT4310 

      Clinic Services  ACT4330 

22 Number of hospital inpatient services provided to children    Hospital Inpatient  ACT4210 

     Therapeutic Services for Children  ACT4310 

       

        

23 Number of physician services provided to children    Physician Services  ACT4230 

     Therapeutic Services for Children  ACT4310 
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Measure 
Number 

 
Approved Performance Measures for 

FY 2008-09 
(Words) 

 

 Associated Activities Title 

24 Number of prescribed drugs provided to children    Prescribed Medicines  4220 

     School Based Services  ACT4320 

       

        

25 Number of hospital inpatient services provided to elders    Hospital Inpatient -Elderly and Disabled/fee for service  ACT4010 

  
   

Prescribed Medicines- Elderly and Disabled/fee for service  
ACT4020 

     Physician Services-Elderly and Disabled/fee for service  ACT4030 

  
    

Hospital Insurance Benefit-Elderly and Disabled /Fee for service  
ACT4140 

26 Number of physician services provided to elders    Physician Services-Elderly and Disabled/fee for service  ACT4030 

     Supplemental Medical Insurance-Elderly and Disabled/fee  

          for service  ACT4050 

  
    

Prescribed Medicines- Elderly and Disabled/fee for service  
ACT4020 

27 
Number of prescribed drugs provided to elders    

Prescribed Medicines- Elderly and Disabled/fee for service  
ACT4020 

       

       

        

28 Number of uninsured children enrolled in the Medicaid Expansion    Purchase Medikids Program Services  ACT5110 

     Purchase Children's Medical Services Network Services  ACT5120 

     Purchase Children's Medical Services Network Services  ACT5130 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

4      

  Medicaid Long Term Care - 68501500     

29 Percent of hospitalizations for conditions preventable with good    Nursing Home Care  ACT5020 

  ambulatory care    Home and Community Based Services  ACT5030 

     Capitates Nursing Home Diversion Waiver  ACT5060 

        

30 Number of case months (home and community-based services)    Home and Community Based Services ACT5030 

     Capitates Nursing Home Diversion Waiver ACT5060 

       

        

31 Number of case months services purchased (Nursing Home)    Nursing Home Care  ACT5020 

     Other  ACT5070 

       

        

  Medicaid Prepaid Health Plan - 68501600     

32 Percent of hospitalizations for conditions preventable by good    Prepaid Health Plans Elderly and Disabled  ACT1620 

  ambulatory care    Prepaid Health Plans - Family  ACT1650 

       

        

33 Percent of women and child hospitalizations for conditions    Prepaid Health Plans - Family  ACT1650 

  preventable with good ambulatory care      
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

34 Number of case months services purchased (elderly and disabled)   Prepaid Health Plans Elderly and Disabled  ACT1620 

       

       

        

35 Number of case months services purchased (families)    Prepaid Health Plans - Family  ACT1650 

       

       

        

  Health Care Regulation - 68700700     

36 Percent of nursing home facilities with deficiencies that pose a    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  serious threat to the health, safety, or welfare of the public         Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

37 Percent of investigations of alleged unlicensed facilities and    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  programs that have been previously issued a cease and desist order,         Survey Staff  ACT7030  

  that are confirmed as repeated unlicensed activity    Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

38 Percent of Priority I consumer complaints about licensed facilities    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  and programs that are investigated within 48 hours        Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

39 Percent of accredited hospitals and ambulatory surgical centers    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  cited for not complying with life safety, licensure or emergency         Survey Staff  ACT7030  

  access standards   Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

40 Percent of validation surveys that are consistent with findings    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  noted during the accreditation survey         Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

41 Percent of assisted living facilities with deficiencies that pose a    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  serious threat to the health, safety or welfare of the public        Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

42 Percent of home health facilities with deficiencies that pose a    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  serious threat to the health, safety or welfare of the public         Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

43 Percent of clinical laboratories with deficiencies that pose a    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  
serious threat for not complying with life safety, licensure or 
emergency         Survey Staff  ACT7030  

  access standards   Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

44 Percent of ambulatory surgical centers with deficiencies that pose    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  a serious threat to the health, safety or welfare of the public        Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

45 Percent of hospitals with deficiencies that pose a serious threat to    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  the health, safety or welfare of the public        Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

46 Percent of hospitals that fail to report serious incidents    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  (agency identified)        Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

48 Percent of complaints of HMO patient dumping received that    Managed Health Care  ACT7090 

  are investigated     

        

49 Percent of complaints of facility patient dumping received that    Health Facility Regulation (Compliance, Complaints) - Field Offices  

  are investigated        Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

50 Number of inquiries to the call center regarding practitioner licensure    Health Facility Regulation (Compliance, Licensure, Complaints) -  

  and disciplinary information       Tallahassee  ACT7020 
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Measure 
Number 

 
Approved Performance Measures for  

FY 2008-09 
(Words) 

 

 Associated Activities Title 

       

        

51 Total number of full facility quality-of-care surveys conducted    Health Facility Regulation (Compliance, Complaints) - Field Offices  

          Survey Staff  ACT7030  

     Health Facility Regulation (Compliance, Licensure, Complaints) -  

          Tallahassee  ACT7020 

52 Average processing time (in days) for Statewide Provider and    Subscriber Assistance Panel  ACT7130 

  Subscriber Assistance Panel cases     

       

        

53 Number of construction reviews performed (plans and construction)   Plans & Construction  ACT7080   
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Exhibit VI: 
 
Agency – Level Unit Cost Summary 
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AGENCY FOR HEALTH CARE ADMINISTRATION

SECTION I: BUDGET

FIXED CAPITAL 

OUTLAY

TOTAL ALL FUNDS GENERAL APPROPRIATIONS ACT 0

ADJUSTMENTS TO GENERAL APPROPRIATIONS ACT (Supplementals, Vetoes, Budget Amendments, etc.) 0

FINAL BUDGET FOR AGENCY 0

SECTION II: ACTIVITIES * MEASURES

Number of 

Units
(1) Unit Cost (2) Expenditures (Allocated) (3) FCO

Executive Direction, Administrative Support and Information Technology (2) 0

Prepaid Health Plans - Elderly And Disabled * Number of case months Medicaid program services purchased 1,599,792 678.55 1,101,074,371

Prepaid Health Plans - Families * Number of case months Medicaid program services purchased 7,352,844 154.66 1,153,457,025

Elderly And Disabled/Fee For Service/Medipass - Hospital Inpatient * Number of case months Medicaid program services purchased 422,289 2,843.67 1,218,038,750

Elderly And Disabled/Fee For Service/Medipass - Prescribed Medicines * Number of case months Medicaid program services purchased 422,289 1,773.89 759,816,923

Elderly And Disabled/Fee For Service/Medipass - Physician Services * Number of case months Medicaid program services purchased 422,289 691.20 296,061,688

Elderly And Disabled/Fee For Service/Medipass - Hospital Outpatient * Number of case months Medicaid program services purchased 422,289 531.90 227,831,220

Elderly And Disabled/Fee For Service/Medipass - Supplemental Medical Insurance * Number of case months Medicaid program services purchased 285,735 2,668.49 773,393,073

Elderly And Disabled/Fee For Service/Medipass - Early Periodic Screening Diagnosis And Treatment * Number of case months Medicaid program services purchased 80,344 115.47 9,410,309

Elderly And Disabled/Fee For Service/Medipass - Patient Transportation * Number of case months Medicaid program services purchased 422,289 132.57 56,785,530

Elderly And Disabled/Fee For Service/Medipass - Case Management * Number of case months Medicaid program services purchased 422,289 195.57 83,771,099

Elderly And Disabled/Fee For Service/Medipass - Home Health Services * Number of case months Medicaid program services purchased 422,289 182.19 78,038,087

Elderly And Disabled/Fee For Service/Medipass - Therapeutic Services For Children * Number of case months Medicaid program services purchased 80,344 276.76 22,554,064

Elderly And Disabled/Fee For Service/Medipass - Hospital Insurance Benefit * Number of case months Medicaid program services purchased 258,034 378.28 99,005,889

Elderly And Disabled/Fee For Service/Medipass - Hospice * Number of case months Medicaid program services purchased 422,289 381.34 163,341,417

Elderly And Disabled/Fee For Service/Medipass - Private Duty Nursing * Number of case months Medicaid program services purchased 80,344 1,309.30 106,700,280

Elderly And Disabled/Fee For Service/Medipass - Other * Number of case months Medicaid program services purchased 422,289 1,180.73 505,747,246

Women And Children/Fee For Service/Medipass - Hospital Inpatient * Number of case months Medicaid program services purchased 614,680 1,370.65 854,568,311

Women And Children/Fee For Service/Medipass - Prescribed Medicines * Number of case months Medicaid program services purchased 614,680 396.57 247,249,981

Women And Children/Fee For Service / Medipass - Physician Services * Number of case months Medicaid program services purchased 614,680 612.01 381,574,650

Women And Children/Fee For Service / Medipass - Hospital Outpatient * Number of case months Medicaid program services purchased 614,680 474.20 295,651,009

Women And Children/Fee For Service / Medipass - Supplemental Medical Insurance * Number of case months Medicaid program services purchased 706 197,355.94 141,327,446

Women And Children/Fee For Service / Medipass - Early Periodic Screening Diagnosis And Treatment * Number of case months Medicaid program services purchased 570,017 195.08 112,788,751

Women And Children/Fee For Service / Medipass - Patient Transportation * Number of case months Medicaid program services purchased 614,680 105.83 65,981,780

Women And Children/Fee For Service / Medipass - Case Management * Number of case months Medicaid program services purchased 614,680 16.35 10,195,729

Women And Children/Fee For Service / Medipass - Home Health Services * Number of case months Medicaid program services purchased 614,680 210.81 131,432,963

Women And Children/Fee For Service / Medipass - Therapeutic Services For Children * Number of case months Medicaid program services purchased 614,680 108.11 67,401,190

Women And Children/Fee For Service / Medipass - Clinic Services * Number of case months and Medicaid program services purchased 614,680 152.14 94,857,838

Women And Children/Fee For Service / Medipass - Other * Number of case months Medicaid program services purchased 614,680 605.81 377,707,725

Medically Needy - Hospital Inpatient * Number of case months Medicaid program services purchased 18,607 8,405.62 158,641,794

Medically Needy - Prescribed Medicines * Number of case months Medicaid program services purchased 18,607 5,731.84 108,178,837

Medically Needy - Physician Services * Number of case months Medicaid program services purchased 18,607 2,170.26 40,959,991

Medically Needy - Hospital Outpatient * Number of case months Medicaid program services purchased 18,607 2,434.84 45,953,460

Medically Needy - Supplemental Medical Insurance * Number of case months Medicaid program services purchased 2,520 1,870.61 4,781,409

Medically Needy - Early Periodic Screening Diagnosis And Treatment * Number of case months Medicaid program services purchased 2,647 182.79 490,759

Medically Needy - Patient Transportation * Number of case months Medicaid program services purchased 18,607 108.77 2,052,917

Medically Needy - Case Management * Number of case months Medicaid program services purchased 18,607 79.41 1,498,810

Medically Needy - Home Health Services * Number of case months Medicaid program services purchased 18,607 109.14 2,059,870

Medically Needy - Therapeutic Services For Children * Number of case months Medicaid program services purchased 2,647 16.76 45,000

Medically Needy - Other * Number of case months Medicaid program services purchased 18,607 55,038.14 1,038,751,648

Refugees - Hospital Inpatient * Number of case months Medicaid program services purchased 10,029 314.64 3,200,729

Refugees - Prescribed Medicines * Number of case months Medicaid program services purchased 10,029 42,566.14 433,005,600

Refugees - Physician Services * Number of case months Medicaid program services purchased 10,029 300.68 3,058,664

Refugees - Hospital Outpatient * Number of case months Medicaid program services purchased 10,029 150.63 1,532,333

Refugees - Early Periodic Screening Diagnosis And Treatment * Number of case months Medicaid program services purchased 657 229.89 153,199

Refugees - Patient Transportation * Number of case months Medicaid program services purchased 10,029 2.99 30,429

Refugees - Case Management * Number of case months Medicaid program services purchased 10,029 0.55 5,579

Refugees - Home Health Services * Number of case months Medicaid program services purchased 10,029 9.68 98,514

Refugees - Therapeutic Services For Children * Number of case months Medicaid program services purchased 657 0.44 294

Refugees - Other * Number of case months Medicaid program services purchased 10,029 170.28 1,732,179

Nursing Home Care * Number of case months Medicaid program services purchased 76,868 32,223.38 2,512,396,858

Home And Community Based Services * Number of case months Medicaid program services purchased 63,052 17,137.29 1,096,005,239

Intermediate Care Facilities For The Developmentally Disabled - Sunland Centers * Number of case months Medicaid program services purchased 727 141,332.59 104,219,346

Mental Health Disproportionate Share Program * Number of case months Medicaid program services purchased 612 99,671.06 61,871,711

Long Term Care - Other * Number of case months Medicaid program services purchased 29,232 19,972.33 592,186,927

Purchase Medikids Program Services * Number of case months 27,986 1,765.73 50,123,040

Purchase Children's Medical Services Network Services * Number of case months 15,218 6,818.99 105,256,510

Purchase Florida Healthy Kids Corporation Services * Number of case months 189,608 1,401.10 269,462,299

Certificate Of Need/Financial Analysis * Number of certificate of need (CON) requests/financial reviews conducted 1,100 1,969.53 2,197,489

Health Facility Regulation (compliance, Licensure, Complaints) - Tallahassee * Number of licensure/certification applications 35,651 518.97 18,766,562

Facility Field Operations (compliance, Complaints) - Field Offices Survey Staff * Number of surveys and complaint investigations 68,538 780.69 54,272,842

Health Standards And Quality * Number of transactions 2,333,307 2.44 5,773,969

Plans And Construction * Number of reviews performed 5,270 1,371.45 7,330,988

Managed Health Care * 264 22,402.64 5,998,943

Organ And Tissue Donor * Number of donor designations 1,634,137 0.21 343,037

Background Screening * Number of requests for screenings 62,907 17.62 1,123,971

Subscriber Assistance Panel * Number of cases 517 2,336.54 1,225,281

Health Facilities And Practitioner Regulation - Medicaid Choice Counseling * Number of new enrollees provided choice counseling 167,080 52.56 8,907,591

 

TOTAL 16,239,458,962

SECTION III: RECONCILIATION TO BUDGET

PASS THROUGHS

TRANSFER - STATE AGENCIES

AID TO LOCAL GOVERNMENTS

PAYMENT OF PENSIONS, BENEFITS AND CLAIMS

OTHER 234,619,446

REVERSIONS 22,894,175

TOTAL BUDGET FOR AGENCY (Total Activities + Pass Throughs + Reversions) - Should equal Section I above. (4) 16,496,972,583

(3) Information for FCO depicts amounts for current year appropriations only. Additional information and systems are needed to develop meaningful FCO unit costs.

(4) Final Budget for Agency and Total Budget for Agency may not equal due to rounding.

FISCAL YEAR 2007-08

OPERATING

SCHEDULE XI/EXHIBIT VI: AGENCY-LEVEL UNIT COST SUMMARY

16,802,605,680

(593,927,995)

16,208,677,685

(1) Some activity unit costs may be overstated due to the allocation of double budgeted items.

(2) Expenditures associated with Executive Direction, Administrative Support and Information Technology have been allocated based on FTE.  Other allocation methodologies could result in significantly different unit costs per activity.
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Glossary of Terms and Acronyms: 

 
Activity: A unit of work which has identifiable starting and ending points, consumes resources, 
and produces outputs. Unit cost information is determined using the outputs of activities. 
 
Actual Expenditures: Includes prior year actual disbursements, payables and encumbrances. 

The payables and encumbrances are certified forward at the end of the fiscal year. They may be 
disbursed between July 1 and December 31 of the subsequent fiscal year. Certified forward 
amounts are included in the year in which the funds are committed and not shown in the year 
the funds are disbursed. 
 
Administrative Procedures Act: Chapter 120, Florida Statutes.  This Chapter provides 

statutory guidelines for state agency rulemaking, judicial review, activities of the Division of 
Administrative Hearings, attorneys’ fees, meeting notice requirements for public meetings, rule 
challenges, agency investigations and other state agency administrative activities. 
 
Adverse Incident Reports (For Nursing Homes and Assisted Living Facilities): 
Notifications required to be provided to the Agency within 1 to 15 days by nursing homes and 
assisted living facilities when an event occurs over which facility personnel could exercise 
control and which is associated in whole or in part with the facility’s intervention, rather than the 
condition for which intervention.  To meet reporting requirements, the event must have resulted 
in one of the following outcomes: 
 

 Death; 

 Brain or spinal damage; 

 Permanent disfigurement; 

 Fracture or dislocation of bones or joints; 

 A limitation of neurological, physical or sensory function; 

 Any condition that required medical attention to which the resident did not give informed 
consent, including failure to honor advanced directives; 

 Any condition that required the transfer of the resident within or outside of the facility to a 
unit providing more acute care due to the adverse incident rather than to the resident’s 
condition prior to the incident; 

 Abuse, neglect or exploitation as defined in s. 415.102, F.S.; 

 Abuse, neglect and harm as defined in s. 39.01, F.S.; 

 Resident elopement; 

 An event that is reported to law enforcement. 
 
AHCA: Agency for Health Care Administration 
 
Appropriation Category: The lowest level line item of funding in the General Appropriations 

Act which represents a major expenditure classification of the budget entity. Within budget 
entities, these categories may include: salaries and benefits, other personal services (OPS), 
expenses, operating capital outlay, data processing services, fixed capital outlay, etc. These 
categories are defined within this glossary under individual listings. For a complete listing of all 
appropriation categories, please refer to the ACTR section in the LAS/PBS User's Manual for 
instructions on ordering a report. 
 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=Ch0120/ch0120.htm
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Assisted Living Facilities (ALF): Facilities or portions of facilities, private homes, boarding 

homes, homes for the aged or other residential facilities, which undertake to provide housing, 
meals, and one or more personal services for a period exceeding 24 hours to adults who are not 
relatives of the owner or administrator. 
 
Baseline Data: Indicators of a state agency’s current performance level, pursuant to guidelines 
established by the Executive Office of the Governor in consultation with legislative 
appropriations and appropriate substantive committees.   
 
Budget Entity: A unit or function at the lowest level to which funds are specifically appropriated 

in the appropriations act. ―Budget entity‖ and ―service‖ have the same meaning. 
 
Capitated Dental Plans: Dental plans for which payments are capitated. 

 
Centers for Medicare and Medicaid Services (CMS) (formerly known as the Health Care 
Financing Administration, HCFA): A branch of the federal Department of Health and Human 
Services. 
 
Cerebral Palsy: The term cerebral palsy refers to any one of a number of neurological 
disorders that appear in infancy or early childhood and permanently affect body movement and 
muscle coordination but don’t worsen over time. Even though cerebral palsy affects muscle 
movement, it isn’t caused by problems in the muscles or nerves.  It is caused by abnormalities 
in parts of the brain that control muscle movements.  
 
Certificate of Need (CON): A document that authorizes health care providers to add beds or 

provide services regulated by the CON program. 
 
Choice Counseling Program: A program to empower eligible Medicaid beneficiaries to select 

a Medicaid pilot health plan that best meets their individual health care needs through the use of 
trained choice counselors. 
 
Chronic illness: A slowly progressive illness for which there is no cure.  Treatment may slow 

progression or avoid complications. Examples of chronic illnesses are diabetes, arthritis, 
hemophilia and emphysema.  
 
CIO - Chief Information Officer 
 
CIP - Capital Improvements Program Plan 

 
Class I Deficiencies: Serious conditions or occurrences in a nursing home or assisted living 

facility that the agency determines have caused, or are likely to cause serious injury, imminent 
danger, emotional or physical harm, impairment, or death to a resident receiving care in the 
facility.  
 
Class II Deficiencies: These are serious conditions or occurrence in a nursing home or 

assisted living facilities that have compromised the residents ability to maintain or reach his/her 
highest practical level of physical, mental, or psychosocial well-being.  These violations threaten 
the physical or emotional health, safety or security of the residents. 
 
Class III Deficiencies: Conditions that are expected to result in no more than minimal physical, 

mental, or psychosocial discomfort to the resident or have the potential to compromise the 
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resident's ability to maintain or reach his/her highest practical level of physical, mental, or 
psychosocial well-being.  These violations pose an indirect or potential threat to the physical or 
emotional health, safety, or security of facility residents. 
 
CMS: Centers for Medicare and Medicaid Services  
 
Current Population Survey (CPS): A survey of the U.S. population conducted in March of 

each year by the U.S. Census Bureau that among other information provides data by state 
including an estimate of the percent insured by type of insurance and the percent uninsured. 
 
D3-A: A legislative budget request (LBR) exhibit which presents a narrative explanation and 

justification for each issue for the requested years. 
 
Demand: The number of output units which are eligible to benefit from a service or activity. 

 
Developmentally Disabled: Persons with an intelligence quotient below normal range and/or 
with a primary disability of either autism, cerebral palsy, spina bifida, or Prader-Willi syndrome, 
or these conditions in combination with other handicapping functional limitations. 
 
District Managed Care Ombudsman Committees:  Volunteer committees established in all 

areas where the Agency maintains Health Quality Assurance offices to serve as consumer 
advocates and to assist consumers with obtaining services from their HMOs. 
 
Eligibility for Medicaid Reform:  During the initial phase, participation in Medicaid Reform was 

mandatory for two eligibility groups currently covered by Florida Medicaid. The first group is the 
1931 eligibles and related group, herein referred to as the TANF and TANF-related eligibility 
group. The second is the Aged and Disabled group. 
 
Emergency Status System (ESS): A Web-based system developed by the Agency for 
reporting and tracking health care facility status before, during and after an emergency. 
 
EmpoerRx: A prescription drug innovation using hand-held wireless devices by physicians. 

 
EOG: Executive Office of the Governor  

 
EPO: Exclusive Provider Organization  
 
Estimated Expenditures: Includes the amount estimated to be expended during the current 

fiscal year. These amounts will be computer generated based on the current year appropriations 
adjusted for vetoes and special appropriations bills. 
 
Family and Supported Living Waiver: A specific program to provide services to individuals 

with developmental disabilities to assist them to live in their home or the community. 
 
Familial Dysautonomia: Familial dysautonomia is a genetic disorder that affects the 

development and survival of certain nerve cells. The disorder disturbs cells in the autonomic 
nervous system, which controls involuntary actions such as digestion, breathing, production of 
tears, and the regulation of blood pressure and body temperature. It also affects the sensory 
nervous system, which controls activities related to the senses, such as taste and the 
perception of pain, heat, and cold.  
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Familial Dysautonomia Waiver: A specific program to provide needed services to individuals 

diagnosed with Familial Dysautonomia. 
 
FCO: Fixed Capital Outlay 

 
FFMIS: Florida Financial Management Information System 
 
FFY: Federal Fiscal Year (October through September) 

 
Fixed Capital Outlay: Real property (land, buildings including appurtenances, fixtures and fixed 

equipment, structures, etc.), including additions, replacements, major repairs, and renovations 
to real property which materially extend its useful life or materially improve or change its 
functional use. Includes furniture and equipment necessary to furnish and operate a new or 
improved facility. 
 
FLAIR: Florida Accounting Information Resource Subsystem 
 
Florida’s Child Health Insurance Program (SCHIP): A program authorized under Title XXI of 

the Social Security Act to provide health insurance to low-income children not eligible for 
Medicaid.  
 
Florida KidCare Program: The Florida Kidcare Program is a health insurance program for 
children between the ages of birth through 18 who are not currently covered by health insurance 
and whose parents may both be working.   
 
FRAES: The Florida Regulatory Administration and Enforcement System initiated by the 
Agency for Health Care Administration in November 1996.  The system incorporates the 
licensing, enforcement and inspection of all health care facilities into one system. 
 
Frail Elder Program: A Medicaid waiver program in which a capitated payment is made 

monthly for each enrollee to provide long-term care services to individuals who meet functional 
and income requirements for nursing home placement.   
 
Frail Elderly: Individuals who meet functional requirements for nursing home placement. 
 
F.S:  Florida Statutes 
 
GAA:  General Appropriations Act 

 
Gold Standard Multi-Media Project: A project to provide physicians with hand held wireless 

devices that initially will provide information about the efficacy of the proposed prescription in 
terms of latest scientific evidence and Florida Medicaid guidelines for the product.  Eventually 
physicians will be able to use the devices to write prescriptions.  
 
GR:  General Revenue Fund 

 
Health Flex: A pilot program passed by the Legislature in 2002, to expand the availability of 

health options for low-income uninsured state residents by encouraging health insurers, health 
maintenance organizations, health care provider sponsored organizations, local governments, 
health care districts or other public or private community-sponsored organizations to develop 
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alternative approaches to traditional health insurance emphasizing coverage for basic and 
preventive health care services. 
 
Health Maintenance Organization (HMO): A legal corporation that offers health insurance and 

medical care.  HMOs provide a wide range of comprehensive health care services for a 
specified group at a fixed periodic rate.  The government, medical schools, hospitals, 
employers, labor unions, consumer groups, and insurance companies can sponsor HMOs and 
hospital-medical plans. 
 
Health Plan Employer Data and Information Set (HEDIS): A set of standard measures 

developed by the National Committee for Quality Assurance (NCQA) which allows the 
performance and quality of care provided by HMOs to be compared. 
 
Hemophilia: A rare inherited bleeding disorder. The blood does not clot normally. Persons with 

hemophilia may bleed for a longer time following an injury. 
 
HIPAA: Health Insurance Portability and Accountability Act of 1996 

 
HMO: Health Maintenance Organization 
 
Hospital: An institution that is primarily engaged in providing, by or under the supervision of 

physicians, to inpatients 1) diagnostic services and therapeutic services for medical diagnosis, 
treatment, and care of injured, disabled, or sick persons; or 2) rehabilitation services for the 
rehabilitation of injured, disabled, or sick persons.  
 
Investigations: Agency personnel conduct investigations when a complaint is determined 
legally sufficient as defined by statute or concerns quality of care by a facility. Sources of 
complaints include: consumers, Code 15 Reports (reports of serious incidents), Peer Review 
Discipline, the HEALTH QUALITY ASSURANCE Consumer Hotline, or direct contact with the 
Agency area offices. Complaints of Medicare and Medicaid fraud are referred to the appropriate 
Medicare or Medicaid investigative unit. 
 
Indicator: A single quantitative or qualitative statement that reports information about the nature 
of a condition, entity or activity. This term is used commonly as a synonym for the word 
―measure.‖ Information Technology Resources: Includes data processing-related hardware, 
software, services, telecommunications, supplies, personnel, facility resources, maintenance, 
and training. 
 
Input: See Performance Measure. 
 
IOE:  Itemization of Expenditure 

 
IT:  Information Technology 
 
ITN: Invitation to Negotiate 

 
Judicial Branch: All officers, employees, and offices of the Supreme Court, district courts of 

appeal, circuit courts, county courts, and the Judicial Qualifications Commission. 
 
Kaiser Family Foundation: The Henry J. Kaiser Family Foundation is an independent 

philanthropy focusing on the major health care issues facing the nation. The Foundation is an 
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independent voice and source of facts and analysis for policymakers, the media, the health care 
community, and the general public. 
 
KidCare Program: The KidCare Program provides health care insurance for children between 

the ages of birth through 18 through either Medicaid (if eligibility requirements are met) or 
Florida’s Child Health Insurance Program for those under 200 percent of poverty not eligible for 
Medicaid if they are not currently covered by health insurance and parents pay the premium of 
$20 per family.   
 
LAN:  Local Area Network 

 
LAS/PBS: Legislative Appropriations System/Planning and Budgeting Subsystem. The 
statewide appropriations and budgeting system owned and maintained by the Executive Office 
of the Governor. 
 
LBC:  Legislative Budget Commission 
 
LBR:   Legislative Budget Request 

 
Legislative Budget Commission: A standing joint committee of the Legislature. The 

Commission was created to: review and approve/disapprove agency requests to amend original 
approved budgets; review agency spending plans; and take other actions related to the fiscal 
matters of the state, as authorized in statute. It is composed of 14 members appointed by the 
President of the Senate and by the Speaker of the House of Representatives to two-year terms, 
running from the organization of one Legislature to the organization of the next Legislature. 
 
Legislative Budget Request: A request to the Legislature, filed pursuant to section 216.023, 

Florida Statutes, or supplemental detailed requests filed with the Legislature, for the amounts of 
money an agency or branch of government believes will be needed to perform the functions that 
it is authorized, or which it is requesting authorization by law, to perform. 
 
L.O.F.:  Laws of Florida  

 
Lock-in Program: A prescription drug program to prevent over utilization of pharmaceuticals. 

 
LRPP:  Long-Range Program Plan 
 
Long-Range Program Plan: A plan developed on an annual basis by each state agency that is 

policy based, priority-driven, accountable, and developed through careful examination and 
justification of all programs and their associated costs. Each plan is developed by examining the 
needs of agency customers and clients and proposing programs and associated costs to 
address those needs based on state priorities as established by law, the agency mission, and 
legislative authorization. The plan provides the framework and context for preparing the 
legislative budget request and includes performance indicators for evaluating the impact of 
programs and agency performance. 
 
Long-Term Care (LTC): LTC is the provision of services, including health care, personal care, 

social services, and economic assistance delivered over a sustained period of time in a variety 
of settings, ranging from a person’s own home to institutional settings, to ensure quality of life 
for all persons, regardless of age.  
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Long Term Care Facility Minimum Data Set (MDS): A federally required form that must be 

completed by all Medicare and Medicaid certified nursing homes for each nursing home 
resident.  The form serves as the basis for assessment of level of care needed, care plan 
development and ongoing success of treatment plans to achieve the highest practicable 
functional and psychosocial levels of well being for the individual. 
 
MAN:  Metropolitan Area Network (Information Technology 

 
Managed Care Plans: Health Maintenance Organizations or other types of health care plans 
regulated jointly by the Agency and the Department of Financial Services under Chapter 641, 
F.S., in which health care is paid for on a monthly capitated or premium basis and is managed 
to control cost and quality of care. 
 
Medicaid: The health program that purchases medical care for pregnant women, families, and 

aged, blind and disabled individuals who could not otherwise afford to pay for their care.  The 
program is funded 45 percent by state general revenues and 55 percent by federal Title XIX 
money. 
 
Medicaid Pilot:  See Medicaid Reform below. 
 
Medicaid Reform: A demonstration waiver program created in Section 409.91211, F.S., with 

the passage of Senate Bill (SB) 838.  It began in two counties (Broward and Duval) on July 1, 
2006, and was expanded to Baker, Clay, and Nassau counties on July 1, 2007.  The Medicaid 
Reform program is designed to transform the Medicaid program by empowering Medicaid 
beneficiaries to take control of their health care, provide more choices for beneficiaries, and 
enhance their health status through increased health literacy and incentives to engage in 
healthy behaviors.  See http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml for 
more information. 
 
Medicare: The 100 percent federally funded national health insurance program for individuals 

that are aged 65 and over.   
 
Medication Therapy Management Program: A prescription drug program used to generate data 
on the prescription of drugs for specific diseases. 
 
Medikids: Part of the KidCare program, Medikids offers coverage to families with incomes over 
200 percent of the federal poverty level. 
 
MediPass: The Medicaid Provider Access System is Florida Medicaid’s primary care case 
management program. 
 
NASBO:  National Association of State Budget Officers 

 
Narrative: Justification for each service and activity is required at the program component detail 

level. Explanation, in many instances, will be required to provide a full understanding of how the 
dollar requirements were computed. 
 
Nonrecurring: Expenditure or revenue which is not expected to be needed or available after 

the current fiscal year. 
 
1115 Waiver: Deviation from the requirements of s. 1115 of the Social security Act 

http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml


 

 264 

 
OPPAGA: Office of Program Policy and Government Accountability 
OPB:  Office of Policy and Budget, Executive Office of the Governor 

 
Outcome: See Performance Measure. 

 
Output: See Performance Measure. 
 
Outsourcing: Means the process of contracting with a vendor(s) to provide a service or an 
activity and there is a transfer of management responsibility for the delivery of resources and 
the performance of those resources. Outsourcing includes everything from contracting for minor 
administration tasks to contracting for major portions of activities or services which support the 
agency mission. 
 
Pass Through: Funds the state distributes directly to other entities, e.g., local governments, 

without being managed by the agency distributing the funds. These funds flow through the 
agency’s budget; however, the agency has no discretion regarding how the funds are spent, 
and the activities (outputs) associated with the expenditure of funds are not measured at the 
state level. NOTE: This definition of “pass through” applies ONLY for the purposes of 
long-range program planning. 
 
PBPB/PB:   Performance-Based Program Budgeting 
 
PB2: Performance-Based Budgeting 
 
PDL:  Preferred Drug List 
 
PMPM: Per member per month 

 
Performance Ledger: The official compilation of information about state agency performance-

based programs and measures, including approved programs, approved outputs and outcomes, 
baseline data, approved standards for each performance measure and any approved 
adjustments thereto, as well as actual agency performance for each measure. 
 
Performance Measure: A quantitative or qualitative indicator used to assess state agency 

performance. 
 

 Input means the quantities of resources used to produce goods or services and the 
demand for those goods and services. 

 

 Outcome means an indicator of the actual impact or public benefit of a service. 
 

 Output means the actual service or product delivered by a state agency. 
 
Personal Injury Protection Clinic: A term of art that has been chosen to identify clinics that 

specialize in or are established for the purpose of treating those insured under Florida’s 
Personal Injury Protection requirements of the standard no fault automobile insurance policy.  
Medical coverage under such policies runs to a maximum of $10,000 per accident. 
 
PHI: Protected Health Information (sometime referred to as IIHI – Individually Identifiable Health 
Information) 
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Policy Area: A grouping of related activities to meet the needs of customers or clients which 
reflects major statewide priorities. Policy areas summarize data at a statewide level by using the 
first two digits of the ten-digit LAS/PBS program component code. Data collection will sum 
across state agencies when using this statewide code. 
 
PPO: Preferred Provider Organization 
 
Prader-Willi Syndrome: PWS is an uncommon genetic disorder. It causes poor muscle tone, 
low levels of sex hormones and a constant feeling of hunger. The part of the brain that controls 
feelings of fullness or hunger does not work properly in people with PWS. They overeat, leading 
to obesity. 
 
Primary Care Access Network (PCAN):  Federally Qualified Health Care Centers, some of 

which provide a full range of services, including hospitalization, and others that provide only 
primary and preventive care. 
 
Primary Service Outcome Measure: The service outcome measure which is approved as the 

performance measure which best reflects and measures the intended outcome of a service. 
Generally, there is only one primary service outcome measure for each agency service.  
 
Privatization: Occurs when the state relinquishes its responsibility or maintains some 
partnership type of role in the delivery of an activity or service. 
 
Program: A set of services and activities undertaken in accordance with a plan of action 

organized to realize identifiable goals and objectives based on legislative authorization (a 
program can consist of single or multiple services). For purposes of budget development, 
programs are identified in the General Appropriations Act by a title that begins with the word 
―Program.‖ In some instances a program consists of several services, and in other cases the 
program has no services delineated within it; the service is the program in these cases. The 
LAS/PBS code is used for purposes of both program identification and service identification. 
―Service‖ is a ―budget entity‖ for purposes of the LRPP. 
 
Program Purpose Statement: A brief description of approved program responsibility and policy 

goals. The purpose statement relates directly to the agency mission and reflects essential 
services of the program needed to accomplish the agency’s mission. 
 
Program Component: An aggregation of generally related objectives which, because of their 

special character, related workload and interrelated output, can logically be considered an entity 
for purposes of organization, management, accounting, reporting, and budgeting. 
 
Provider: Any party, which provides care for patients awaiting, receiving, or recuperating from 

treatment by intervening practitioners – i.e., hospitals, skilled, nursing facilities, etc. 
 
Regulations: Requirements or standards established by state, federal, or local agencies 

pursuant to law and having the effect of law. 
 
Reliability: The extent to which the measuring procedure yields the same results on repeated 

trials and data are complete and sufficiently error free for the intended use. 
Service: See Budget Entity. 
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RFP: Request for Proposal 

 
Service: See Budget Entity. 

 
SFY:  State Fiscal Year (July through June) 

 
Standard: The level of performance of an outcome or output. 

 
Severity Level G: Federal citations of deficiencies are used to indicate noncompliance with 
regulations in a Medicare/Medicaid certified health care facility.  Deficiencies in nursing homes 
are described by scope and severity.  Scope defines the number of residents potentially 
affected by a deficient practice.  Severity indicates how serious the impact of the deficiency is 
on the residents.  Severity is measured as levels ―A‖ through ―L‖, with ―A‖ being the least severe 
and ―L‖ the most severe.  A severity of ―G‖ or above is considered a serious deficiency. 
 
 
Spina Bifida: Spina bifida is a birth defect that involves the incomplete development of the 

spinal cord or its coverings. The term spina bifida comes from Latin and literally means "split" or 
"open" spine. Spina bifida occurs at the end of the first month of pregnancy when the two sides 
of the embryo's spine fail to join together, leaving an open area. In some cases, the spinal cord 
or other membranes may push through this opening in the embryo's back. The condition can 
typically be detected before a baby is born and treated right away. 
 
Standard: The level of performance of an outcome or output. 

 
State Children’s Health Insurance Program (SCHIP): A program funded by federal and state 
governments through Title XXI of the Social Security Act specifically for the benefit of children 
under age 19 in families with incomes below 200 percent of the federal poverty level.  The 
program encourages combinations of payment sources, including government payments and 
personal out of pocket premiums.  
 
Subscriber Assistance Panel: The Subscriber Assistance Panel (SPSAP) serves as Florida’s 

external review organization for grievances against Medicaid and Commercial managed care 
plans when the grievances have not been resolved to the satisfaction of the health plan 
subscribers. 
 
SWOT:  Strengths, Weaknesses, Opportunities and Threats 

 
TANF: Temporary Assistance for Needy Families  
 
TCS:  Trends and Conditions Statement 

 
TF:  Trust Fund 
 
Title XXI Programs: State Children’s’ Health Insurance Programs under Section 21 of the 

Social Security Act. 
 
TRW:  Technology Review Workgroup 
 
Unit Cost: The average total cost of producing a single unit of output – goods and services for a 

specific agency activity. 
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Validity: The appropriateness of the measuring instrument in relation to the purpose for which it 

is being used. 
 
WAGES:  Work and Gain Economic Stability (Agency for Workforce Innovation) 

 
WAN:  Wide Area Network (Information Technology) 
 
XML Schema:  It is a description of a type of XML document, typically expressed in terms of 

constraints on the structure and content of documents of that type, above and beyond the basic 
syntactical constraints imposed by XML itself. An XML schema provides a view of the document 
type at a relatively high level of abstraction. 
 
 

http://en.wikipedia.org/wiki/XML
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