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Section I – Executive Summary 
 
Introduction and Purpose 
  
The District of Columbia Medical Assistance Administration (DC MAA) is charged with the responsibility of 
evaluating the quality of care provided to recipients enrolled in contracted managed care organizations 
(MCOs). The intent of the Medicaid managed care program is to improve access to care, promote disease 
prevention, ensure quality care, and reduce Medicaid expenditures. To ensure that the care provided meets 
acceptable standards for quality, access, and timeliness, DC MAA has contracted with the Delmarva 
Foundation for Medical Care, Inc. (Delmarva) to serve as the External Quality Review Organization 
(EQRO).  
 
Following federal requirements for an annual assessment, as set forth in the Balanced Budget Act of 1997 
(BBA) and federal EQRO regulations, Delmarva has conducted a comprehensive review of Chartered Health 
Plan, Inc (CHP) to assess the plan’s performance relative to the quality of care, timeliness of services, and 
accessibility of services. 
 
For purposes of assessment, Delmarva has adopted the following definitions: 

 Quality, stated in the federal regulations as it pertains to External Quality Review (EQR), is “the degree 
to which an MCO or PIHP increases the likelihood of desired health outcomes of its recipients through 
its structural and operational characteristics and through the provision of health services that are 
consistent with current professional knowledge” (“Final Rule: EQR,” 2003).  

 Access (or accessibility), as defined by the National Committee for Quality Assurance (NCQA), is the 
“timeliness in which an organization member can obtain available services. The organization must be able 
to ensure accessibility of routine and regular care and urgent and after-hours care” (“Standards and 
Guidelines,” 2003).  

 Timeliness, as it relates to utilization management decisions, is defined by NCQA as when “the 
organization makes utilization decisions in a timely manner to accommodate the clinical urgency of the 
situation. The intent is that organizations make utilization decisions in a timely manner to minimize any 
disruption in the provision of health care” (“Standards and Guidelines,” 2003). An additional definition 
of timeliness given in the National Health Care Quality Report “refers to obtaining needed care and 
minimizing unnecessary delays in getting that care” (“Envisioning the National Health Care,” 2001).  
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This annual report provides an evaluation of data sources reviewed by Delmarva as the EQRO to assess the 
MCOs’ progress toward meeting goals of the DC MAA. The annual EQR is a mandated activity in the 
MCOs’ contract and the BBA EQR regulations.  
 
Although Delmarva’s task to assess how well each MCO performs in the areas of quality, access, and 
timeliness from the systems performance review perspective, it is important to note the interdependence of 
quality, access, and timeliness. Therefore, a measure or attribute identified under one of the categories of 
quality, access, or timeliness also may be noted under either of the two other areas.  
 
Quality, access, and timeliness of care are expectations for all persons enrolled in any one of the four 
Medicaid MCOs contracting with the DC MAA. Ascertaining whether health plans have met the intent of the 
BBA and the DC MAA requirements is a major goal of this report.  
 
Background on Plan  

Chartered Health Plan (CHP) is a managed care organization contracting with the DC MAA. “Chartered 
Health Plan was incorporated in September 1986 and is a private sector minority owned and operated Health 
Maintenance Organization. In 1988, Chartered Health Plan pioneered the development of managed health 
care for Medicaid beneficiaries receiving Temporary Assistance for Needy Families (TANF) benefits. 
Currently, more than 31,000 of the eligible AFDC recipients are enrolled in Chartered Health Plan receiving 
quality services with care.”1 During the CY 2005 CHP provided care for approximately 38,578 beneficiaries. 
 
Data Sources 

This report contains the results of CHP performance on the Performance Systems Review (PSR). The PSR 
was conducted in three main areas consistent with the BBA requirements. The three main systems evaluated 
included: 

 Enrollee Rights 
 Quality Assessment and Performance Management (QAPI) 
 Grievance System 

 
The results of this review will be summarized according to the three categories of quality, access, and 
timeliness. The specific data was gleaned from documents, information and a review of electronic systems 
provided by the MCO per Delmarva’s request.  
 
 
 

                                                      
1 This information has been obtained from website Chartered-health.com 
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Purpose  

The purpose of the review was to identify, validate, quantify, and monitor problem areas in the overall quality 
Management program. The review incorporated both DC MAA contractual requirements and the regulations 
set forth under the final rule of the BBA that became effective on August 13, 2002. The BBA is the 
comprehensive revision to federal statutes governing all aspects of Medicaid managed care programs as set 
forth in Section 1932 of the Social Security Act and Title 42 of the Code of Federal Regulations (CFR), part 
438 et seq. In support of these regulations and health plan contractual requirements, Delmarva evaluated and 
then assessed compliance for the following systems for CHP: 

 Enrollee Rights 
 Quality Assessment and Performance Management 
 Grievance Systems 

 
The standards used to assess the MCOs for the CY 2005 review were developed and implemented specifically 
for the CY 2005 review. It is expected that the MCO will use the review findings and recommendations for 
operational systems Management to become fully compliant with all standards and requirements.  
 
 
Methodology 
 
Delmarva reviewed the results of the plans’ performance systems review, which consisted of a pre-site desk 
review and an on-site review at the MCO for the Enrollee Rights, QAPI, and Grievance Systems. This review 
covered activities performed from January 1, 2005, through December 31, 2005, and focused the BBA 
requirements and DC MAA contract specific requirements.  
 
Delmarva requested pre-site documentation to conduct a desk review prior to the on-site review. CHP 
provided the requested documentation for the pre-site desk review. Following the desk review, an on-site 
review was conducted at the MCO office in Washington, DC. At the time of the on-site review additional 
data were collected through, but not limited to: 

 Conducting staff interviews  
 Reviewing the functions of electronic systems (case management, complaint and grievance management, 

pre-authorization etc) 
 Review of complaint, grievance, and appeals case files 
 Review of credentialing and recredentialing files 
 Review of quality Management committee meeting minutes and activities 

 
The EQRO assessed quality, access, and timeliness across the three areas using the information provided by 
the MCO. This report compiles and analyzes this information and summarizes it according to the dimensions 
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of quality, access and timeliness. After discussion of this integrated review, Delmarva provided a preliminary 
assessment to the DC MAA regarding how well the MCO is providing quality care and services to its 
beneficiaries.   
 
The DC MAA provided each MCO with a copy of its own report and the opportunity to provide additional 
information or feedback regarding its MCO specific results. In addition, the DC MAA also required each 
MCO to provide a Corrective Action Plan for each standard in the Performance Systems Review that did not 
receive a review determination of “met.” Delmarva incorporated all relevant information into the Final 
Performance Systems Review Report, including a review of the corrective action plans submitted by each 
MCO.  This report, the Final Performance Systems Review for CY 2005, synthesizes relevant information 
provided by the MCO and Delmarva’s review results and final determinations. 
 
 
Quality at a Glance 
 
Ensuring quality of care for Medicaid managed care recipients is a key objective of the DC MAA Medicaid 
Managed Care Program. Various indicators exist that serve as direct and proximate measures of the quality of 
care and services provided to Medicaid beneficiaries. Along with access and timeliness, these indicators are 
essential components of a quality-driven system of care, which is vital for the success of any managed care 
program. Data obtained from clinical studies performed by Delmarva as well as through other avenues of 
data support the delivery of quality health care to the enrolled population. The findings related to quality are 
reported in the following sections. 
 
Performance Systems Review Findings 

Within the performance systems review component of the quality review, DC CHP was assessed specifically 
in the following areas: 

 Quality Assessment and Performance Management 
 Grievance Systems 
 Enrollee Rights 

 
Results are provided by specific area below.  
 
Quality Assessment and Performance Management 

Chartered Health Plan maintains and monitors a network of appropriate providers. The appropriate provider 
contracts are in place and monitoring of the network is completed on a quarterly basis. CHP completed a 
Network Provider Composition Analysis and a Managed care Accessibility Analysis in 2005 to assess 
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compliance with these standards. Corrective action plans (CAPs) are requested for individual providers who 
do not meet CHP’s standards. These are monitored through the quality Management channels at CHP. 
 
CHP has an established and well functioning credentialing and recredentialing program and process. 
Credentialing policies are consistent with requirements of a two year-recredentialing period which is 
consistent with DC MAA requirements. CHP is moving towards NCQA standards and expects the DC MAA 
to change the recredentialing requirement to a three year-recredentiaing interval. Because of the expectation 
that DC MAA will change to a three year time frame, some of the recredentialing records were out of the two 
year time frame. 
 
The Credentialing and Recredentialing policies and procedures do not allow the MCO to discriminate against 
particular providers that serve high-risk populations or specialize in conditions that require costly treatment. 
These policies also provide for the exclusion from participation of any provider who has been excluded from 
participation in Federal health care programs. CHP has a comprehensive cultural competency program in 
place that all staff are required to complete. In addition key staff completed the Language Access Training 
sponsored by the DC MAA.  
 
CHP has policies and procedures in place to identify beneficiaries with special health care needs and place 
them into disease or case management programs. The CHP Disease/Case Management Program document 
and the Children with Special Health Care Needs policy outline the program and procedures. CHP attempts 
to contact each new beneficiary to screen for special needs through use of the Health Risk Assessment Form. 
Enrollment in case management links the beneficiary to a Case Manager who will work collaboratively with 
PCPs, specialists, and other agencies participating in the beneficiary’s care. The CHP Case/Disease 
Management policy outlines the requirement of coordinating beneficiaries’ ongoing care by ensuring that a 
care plan is developed in conjunction with the beneficiary’s PCP and reviewed by the Case Manager.  
 
CHP has policies and procedures regarding the initial and continuing authorization of services. The CHP 
standards for timeliness of issuing an authorization are compliant with requirements. All denials of services 
are required to be made by a health care professional who has the appropriate clinical expertise in treating the 
beneficiary’s condition or disease. The consistent application of review criteria for decisions is ensured 
through quarterly inter-rater reliability testing/assessment for UM Specialists, UM Nurses, and Disease and 
Case Management staff. The authorization policies and procedures require consultation with the requesting 
provider when appropriate. CHP notifies the provider and beneficiary in writing of any decision by the MCO 
to deny a service authorization request, or to authorize a service in an amount, duration or scope that is less 
than requested. The Corporate Policy on Benefits Conferred to Providers policy is in place to ensure that 
compensation to individuals who conduct utilization management activities is not structured so as to provide 
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incentives for the individual or entity to deny, limit, or discontinue medically necessary services to any 
beneficiary.  
 
CHP has a comprehensive Member Enrollment and Disenrollment policy in place to ensure that beneficiaries 
do not get disenrolled erroneously. CHP’s Member Handbook outlines the process that beneficiaries can use 
to voluntarily disenroll from the MCO and outlines the circumstances when a beneficiary will be disenrolled 
by the DC MAA (moving out of service area, fraudulent sue of benefits etc.). 
 
CHP has the appropriate policies in place for delegation. The delegated provider agreements specify the 
delegate’s and the MCO’s responsibilities in the delegated relationship. The CHP Credentialing Plan and the 
Delegated Credentialing and Recredentialing policy outline the processes in place to monitor the delegate, 
including regular reporting by the delegate and auditing of the delegate’s performance of delegated duties. 
The Corrective Action Implementation and Management policy outlines the procedures in place at CHP to 
address delegated provider performance issues.  
 
CHP has developed and implemented a variety of clinical practice guidelines (CPGs). These guidelines 
consider the needs of the beneficiaries, are based on valid and reliable clinical evidence or a consensus of 
health care professionals in the relevant field, and are adopted in consultation with contracting health 
professionals. CPGs are updated at least every two years per the Clinical Practice Guideline Development and 
Updates policy. The CPGs are used for making decisions regarding utilization management (UM), beneficiary 
education, and coverage of services.  
 
CHP has a comprehensive Quality Improvement Plan (QIP) in place. The QIP includes goals, committee 
responsibilities, reporting requirements, annual evaluation requirements, focused medical record reviews, 
disease focused care management, and projects in place. The Quality Management Work Plan outlines the 
specific timetables, staff responsibilities and anticipated outcomes for each activity. A major aspect of the 
QIP is the CHP Report Card which includes quality and service indicators used to measure the effectiveness 
of the QIP throughout the year. The Score Card provides the monthly indicator results for its key 
performance indicators. The data is collected and reported monthly for trending and use in identifying 
variance issues and monitoring Management efforts.  
 
Quality Management projects reviewed included goals, benchmarks, barrier and root cause analyses as well as 
interventions. CHP also has a Medical and Operational Initiatives (MOI) process that is unique to this MCO, 
The MOI project incorporate both the medical and operational staff to address problems identified. CHP 
implemented, and provided for review the two required projects for obesity and prenatal care. The required 
projects were submitted to the DC MAA for review in a timely manner.  
 

CMS 000393



District of Columbia Medical Assistance Administration  
DC Chartered Health Plan, Inc. Section I – CY 2005 
 
 

Delmarva Foundation 
I-7 

The activities of the QIP are summarized in the CHP Annual Quality Management Program Evaluation. This 
document contains all of the measures the MCO is required to report to the DC MAA. It also contains an 
assessment of the impact of the effectiveness of its quality Management efforts. The annual report is 
submitted to the DC MAA for review. 
 
CHP also has a health information system in place that is able to provide information on utilization, 
grievances, disenrollments and is able to integrate, analyze, and report data on such information. The MCO 
has mechanisms in place to verify the accuracy and timeliness of data, and screen the data for completeness, 
logic and consistency. Information is collected in standard formats to the extent feasible and all data collected 
is made available to DC MAA and CMS.  
 
Grievance Systems 

CHP has comprehensive complaint, grievance and appeals systems in place. The majority of the standards for 
these processes were met. Complaints, grievances and appeals are maintained in an electronic system and 
summary data is provided to the DC MAA at least quarterly. The complaint, grievance, and appeals processes 
are available to both beneficiaries and providers. Information about the grievance and appeals system is 
reviewed with providers at the time of initial credentialing. These policies and procedures allow for a 
beneficiary to file a grievance, an MCO level appeal and to request a District Fair Hearing at any time during 
the process. A provider may also file an appeal on behalf of the beneficiary with the beneficiary’s written 
consent. Grievances may be filed either orally or in writing. Appeals that are filed orally must be followed-up 
by a written request unless an expedited resolution has been requested. 
 
CHP provides a notice of action (NOA) to the beneficiary and provider in cases of denials and for the 
outcomes of grievances and appeals. All notices of action contained the following items: 

 Action the MCO has taken or intends to take, 
 Reasons for the action, 
 Beneficiary’s or provider’s right to appeal, 
 Beneficiary’s right to request a District Fair Hearing, 
 Procedures for exercising these rights, 
 Circumstances under which an expedited resolution is available and how to request it, and 
 Beneficiary’s right to have benefits continue pending the resolution of the appeal and how to request this 

continuation of benefits. 
 
CHP’s policies, procedures and Member Handbook note that the MCO will provide beneficiaries assistance 
in completing forms for grievances and appeals. These documents also state that CHP will acknowledge each 
grievance and appeal. Oral inquiries seeking to appeal decisions are treated as appeals and are confirmed in 
writing by CHP. The grievance and appeals procedures ensure that individuals who make decisions regarding 
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grievances and appeals are individuals who were not involved in any previous level of review or decision-
making. Health care professionals who have the appropriate clinical expertise in treating the beneficiary’s 
condition or disease must be involved in the decision making process.  
 
The appeal process allows beneficiaries a reasonable opportunity to present evidence and allegations of fact 
or law, in person as will as in writing. CHP’s appeal process also allows beneficiaries and their representatives 
the right to examine their case files. The standards require that the MCO include as parties to the appeal, the 
beneficiary and his/her representative, or the legal representative of a deceased beneficiary’s estate, but this 
requirement is not addressed in CHP’s grievance and appeals policies and procedures. 
  
Notification of the outcome of appeals requires the MCO to provide written notice of disposition, the results 
of the resolution process, and the right of the beneficiary to request a District Fair Hearing. The beneficiary 
has the right to request benefits while the hearing is pending and CHP provides information on how to make 
the request. CHP has included all of these components in its NOAs that are provided to the beneficiaries and 
providers. CHP’s does not have a policy in place to ensure that punitive action is not taken against a provider 
who requests an expedited resolution or supports an appeal.  
 
The Fraud and Abuse provisions in the MCO contract with DC MAA are addressed by CHP in its Anti-
Fraud Waste and Abuse Plan for the District of Columbia and its Corporate Compliance Plan. Both of these 
plans designate a Corporate Compliance Officer and outline the position responsibilities. CHP has a 
subcontract with INGenix to provide fraud prevention, detection, and investigative services. The Corporate 
Compliance Plan describes the confidential reporting of plan violations, maintaining the confidentiality of the 
person reporting suspected violations, and maintaining confidentiality of the investigation process. The Anti-
Fraud Waste and Abuse Plan for the District of Columbia requires that all staff must have four hours of 
training regarding fraud, waste, and abuse annually. 
 
Enrollee Rights 
CHP has all but one of the required beneficiary rights and responsibilities contained in its policies and 
program. The Member Handbook and other beneficiary materials include the necessary information to 
describe the benefits and services available to beneficiaries under the DC MAA managed care program. The 
grievance and appeals policies include the requirement of CHP to provide assistance to beneficiaries in filing 
grievances and appeals, but this is not explicitly stated in the Member Handbook. 
 
CHP’s policies and procedures include processes for beneficiaries to access interpreters free of charge for 
medically related appointments. Written materials are provided in alternative formats such as Braille, large 
print and audio format. Member enrollment materials are provided in English and Spanish with other 
languages available on request by the beneficiary. Documents are written at the fifth grade reading level. 
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CHP’s contract with the DC MAA requires materials to be available in Spanish, Korean, Chinese, 
Vietnamese, and Amharic or Braille/audio format. Beneficiaries can contact Member Services to receive 
information in these other languages.  
 
Summary of Quality 

CHP has a comprehensive Quality Management Program documented and implemented for its beneficiaries. 
Activities are monitored through the, Quality Management Committee. Appropriate projects are implemented 
and monitored for effectiveness of interventions. Credentialing policies and procedures are in place and the 
majority of the recercredentialing records were timely. Case Management and Disease Management programs 
are in place to address the special needs of beneficiaries, including children with special health care needs. 
Authorization procedures are in place to assure that beneficiaries have access to specialist and out-of-network 
services. Disenrollment procedures are in place to ensure that beneficiaries are allowed to disenroll and that 
the MCO does not disenroll a beneficiary in error. The MCO has processes in place to develop and 
implement CPGs which consider the needs of beneficiaries, are adopted in consultation with appropriate 
professionals, are used in making authorization decisions and in assessing quality of care provided to 
beneficiaries. CHP has implemented appropriate fraud, waste, and abuse prevention and detection systems 
and controls. 
 
 
Access at a Glance  
 
Access is an essential component of a quality-driven system of care. One of the key components to the 
Medicaid Managed Care program is assuring access for all beneficiaries to the services provided by the 
MCOs. The findings related to access are discussed in the following sections.  
 
Performance Systems Review Findings 

Delmarva’s operational systems review of CHP documented the following systems are in place and 
operational to provide access. The three systems reviewed include: 

 Enrollee Rights and Protections 
 Quality Assessment and Performance Improvement 
 Grievance Systems 

 
Quality Improvement 

CHP’s access and availability standards document compliance with the DC MAA contract and include: 
 Live access to Member Services 24/7 
 Primary care providers must be available 24/7 
 Access to emergency care immediately 
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 Urgent care appointments within 24 hours of request 
 Psychiatric assessment and stabilization services available 24/7 
 Initial appointments for pregnant women or person desiring family planning services within 10 days of 

request 
 Appointments for EPSDT screenings within 30 days of enrollment or earlier if needed to comply with 

the periodicity schedule 
 Initial appointments for newly enrolled adults within 90 days of enrollment or 30 days of request 
 Routine appointments within 30 days of request 
 An average wait-time in the provider office of no more than one hour after appointment time 
 Access to two PCPs within 30 minutes travel time 
 Access to one pharmacy within two miles and one with at least 24/7 access 
 Ensuring the selection or assignment of a primary care provider (PCP) within 6 days of enrollment 

 
These standards are found in the CHP Provider Manual, the Member Access and Availability/Enrollee Rights 
policy, the CHP Access Standards Document and in provider agreements. Some of the access standards are 
monitored quarterly and others are measured annually. The Quality Management Committee reviews all 
compliance reports.   
 
Grievance Systems 

CHP has comprehensive procedures in place to ensure beneficiary have access to complaint, grievance and 
appeals systems. CHP does however, need to incorporate procedures for extending timeframes for decision 
making when the extensions will be in the best interest of the beneficiary in the appeals and authorizations 
procedures.  
 
Beneficiaries are also notified of their right to access the District Fair hearing process. These policies and 
procedures are maintained in an electronic system and summary data is provided to DC MAA at least 
quarterly. Information about the grievance and appeals system is reviewed with providers during provider 
orientation sessions. The policies and procedures allow for a beneficiary to file a grievance, and MCO level 
appeal and to request a District Fair Hearing at any time during the process. Providers are also ensured access 
to the complaint, appeals and grievances system and may file on behalf of themselves or beneficiaries.  
 
Enrollee Rights 

CHP’s policies and procedures ensure that beneficiaries have direct access to specialists through either a 
standing referral or an approved number of visits. In addition, CHP allows for women to have direct access 
to a women’s health specialist within the network for preventive and routine services 
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CHP has implemented appropriate policies and procedures to ensure that beneficiaries receive services out-
of-network if the plan network is unable to provide the necessary services. There were not policies and 
procedures in place to address the provision to ensure that the cost to the beneficiary is no greater that it 
would be if the services were furnished in the plan network. 
 
CHP’s policies and procedures include access to interpreters free of charge to beneficiaries for medically 
related appointments. Written materials are provided in alternative formats such as Braille, large print and 
audio format. Beneficiary enrollment materials are provided in English and Spanish with other languages 
available on request by the beneficiary. Documents are written at the fifth grade reading level. CHP’s contract 
with the DC MAA requires materials to be available in Spanish, Korean, Chinese, Vietnamese, and Amharic 
or Braille/audio format. Beneficiaries can contact Member Services to receive information in other languages.  
 
 CHP provides its beneficiaries with information on network providers. This includes names, locations, 
telephone numbers, non-English languages spoken by provider, and whether or not the provider is accepting 
new patients. 
 
The beneficiary materials include information on how to access the MCO’s complaint, grievance and appeals 
system, the scope of benefits provided to beneficiaries, and how to obtain benefits from out-of-network 
providers. The Member Handbook also provides information on how after-hours, urgent, and emergent care 
can be obtained. It also states that pre-authorization is not required for emergency services and that 
beneficiaries can use any hospital or setting for emergency care. CHP also includes the specialty referral policy 
for care and other benefits that cannot be provide by the beneficiary’s PCP. 
 
CHP’s beneficiary materials provide information to assist the beneficiary in setting up advance directives and 
allow them to participate in decisions concerning their own health care. There are policy provisions in place 
to ensure open provider and beneficiary communications. The Member Handbook, the CHP Provider 
Service Agreement, and the Specialty Physician Services Agreement provisions stating that providers are not 
prohibited or restricted from advising, or advocating on behalf of a beneficiary’s health status, medical care, 
or treatment options, including any alternative treatments. These documents do not prohibit the provider 
from advising the beneficiary about the risks, benefits, or consequences of treatment or non-treatment.  
 
Summary of Access 

CHP has the appropriate access and availability standards in place. Adherence to these guidelines is measured 
both quarterly and annually. Corrective actions are requested when provider compliance does not meet 
established thresholds. The Quality Management Committee is responsible for providing oversight of 
provider compliance with access standards. 
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CHP has comprehensive procedures in place to ensure beneficiary and provider access to complaint, 
grievance and appeals processes. Providers are also able to file grievances and appeals on behalf of 
beneficiaries with their consent. 
  
Beneficiary rights are guaranteed through CHP’s policies and procedures. Beneficiary materials provide 
information about CHPs providers, how to access services and benefits to which they are entitled. In 
addition, these materials include information on how beneficiaries can secure services provided by Medicaid, 
but are not provided through MCO benefits.  
 
CHP provides beneficiaries and providers with information on advance directives and beneficiary-provider 
communication provisions which do not limit the provider’s ability to discuss all aspects of care and 
treatment regardless of cost to beneficiaries. CHP provides beneficiary materials in both English and Spanish 
and has procedures in place for beneficiaries to request materials in the required languages of Chinese, 
Vietnamese, Amharic, Korean or Braille. Beneficiaries also have access to interpreter services free of charge 
for medically related appointments. 
 
 
Timeliness at a Glance 
 
Access to necessary health care and related services alone is insufficient in advancing the health status of 
Medicaid beneficiaries. Equally important is the timely delivery of those services. The findings related to 
timeliness documented in the following section. 
 
Performance Systems Review Findings 

The annual systems performance review for CHP included a review of standards that addressed the timeliness 
of services and benefits. Specific dimensions related to timeliness were assessed in the following areas: 

 Quality Assessment and Performance Improvement 
 Grievance Systems 
 Enrollee Rights and Protections 

 
Quality Improvement 

CHP has appropriate access and availability standards that address the scheduling of appointments and 
appointment waiting times. Timeliness from request to receipt of appointments was assessed in 2005 through 
the Managed Care Accessibility Analysis and through the use of information collected at the time of initial 
credentialing. For providers not meeting the expected thresholds, CHP requests a CAP that is monitored 
through the QMC.  
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Grievance Systems 

The standards require that for standard disposition of a grievance with notice to the affected parties, may not 
exceed 90 days from the day the MCO receives the grievance. CHP’s internal standards range from 14 
business days for quality of services and care issues to 30 business days for administrative issues which meets 
the standards.  
 
The standard resolution of an appeal and notice to the affected parties must be no longer than 45 days from 
the day the MCO receives the appeal. CHP’s policies and procedures require that the appeal be completed in 
14 working days.  
 
The expedited appeal requires the MCO to resolve the appeal within three working days after receiving the 
appeal request. CHP’s policies and procedures note their time frame for completion is 24 hours from the 
request.  
 
CHP has policies and procedures documenting their initial and continuing authorization of services. The 
standards for timeliness in issuing a referral are compliant with requirements. All denials of services are 
required to be made by a health care professional with the appropriate clinical expertise in treating the 
beneficiary’s condition or disease.  
 
CHP has policies and procedures in place for standard authorizations. The Prior Authorization policy 
provides the timeframes for notifying beneficiaries as expeditiously as their health condition requires, but not 
to exceed 14 days. The CHP standard is issuing nonurgent care decisions within two working days, and within 
one calendar day for urgent care decisions. The policy does not address the ability of the MCO and 
beneficiary to request extensions.  
 
The Prior Authorization policy includes an expedited authorization process and requires that beneficiaries 
have access to specialty care services within 48 hours of referrals in urgent situations. Specifically, 
authorizations are issued for non-urgent care within two days and within one calendar day for urgent-care 
requests.  
 
For all denials of services and appeals not resolved wholly in favor of the beneficiary, CHP issues a standard 
NOA which provides the timeframes for filing appeals.  
 
 Enrollee Rights  

 CHP has addressed timeliness to care in regards to beneficiary rights and responsibilities. Its standards for 
timeliness to care include immediate access to emergency care immediately and without preauthorization. 
Urgent care appointment standards require that beneficiaries are able to receive care within 24 hours of 
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request. These standards are monitored for provider compliance through various avenues including access 
surveys, the Consumer Assessment of Health Plans Survey (CAHPS), on-site visits from Provider Relations 
at the time of initial credentialing, and the CHP Report Card. 
 
Beneficiary information includes procedures for accessing the complaint, grievances and appeals systems. The 
Member Handbook, and grievance and appeals policies include the timeframes for requesting and filing 
grievances and appeals. The timely resolution of appeals and grievances is monitored by the Quality 
Management Committee through the use of the CHP Report Card. This Report Card is compiled and 
reviewed monthly. This allows CHP to monitor timeliness issues on a monthly basis for trending purposes.  
 
Summary for Timeliness 

CHP has appropriate access and availability standards for scheduling of appointments, and appointment 
waiting times. For providers not meeting the expected thresholds, CHP requests a CAP that is monitored 
through the QMC.  
 
CHP met the timeframes for disposition of grievances and appeals and providing notice to the affected 
parties through the standard NOAs. CHP’s standards are compliant with completion of expedited appeals 
within the three day time frame. CHP has the required processes in place to ensure that beneficiaries have the 
appropriate authorizations for services including initial, ongoing and specialty referrals. 
 
 
Overall Strengths 
 
Quality 

 CHP has a well documented Quality Improvement Program (QIP) and Work Plan 
 The CHP Report provides a monthly snapshot of pertinent indicators used to measure the effectiveness 

of the quality improvement activities 
 Quality Management Committee Meetings are well documented to provide the ability to track and 

monitor the activities of the various committees and their actions. 
 The Credentialing and Recredentialing Program has well documented policies and procedures 
 Case Management and Disease Management programs are in place for beneficiaries with special needs  
 Authorization policies and procedures document timeframes for the authorization of services 
 Appropriate personnel are used to make authorization decisions 
 Disenrollment procedures are in place and meet the requirements set forth in the standards 
 A well defined process is in place to develop, implement and monitor the use of clinical practice 

guidelines 
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Access 

 CHP has a comprehensive set of access and availability standards in place which are monitored by 
Provider Relations 

 The complaint, grievance and appeals systems are in place and functioning well, ensuring beneficiary and 
provider access to these systems. 

 Information on how beneficiaries can access services not available through CHP, but that are available 
through Medicaid, is provided. 

 Access to thorough provider-beneficiary communication is guaranteed through policies and provider 
contract provisions. 

 Beneficiary materials are made available in English and Spanish with procedures in place for beneficiaries 
to request materials in the required languages of Chinese, Vietnamese, Amharic, and Korean or Braille.  

 Procedures are in place to ensure that beneficiaries have access to interpreter services free of charge for 
medically related appointments. 

 

Timeliness 

 CHP has the appropriate standards in place for timeliness of services 
 Appointment wait-time standards are in place and were assessed  
 Standards for scheduling appointments are in place and were assessed 
 Standard timeframes for resolving grievances and appeals meet the timeliness standards 
 The timeliness of resolving grievances and appeals are monitored monthly through the CHP Report Card 
 Standards for providing authorizations, standard and expedited, are in place and meet contractual 

requirements 
 
 
Recommendations 
 
This section offers DC MAA a set of recommendations to build upon identified strengths and to address the 
areas of opportunity within the existing programs. These recommendations draw from the findings of those 
data sources individually and in the aggregate. Delmarva’s recommendations for CHP are as follows: 
CHP must ensure that:  

 All beneficiary rights and responsibilities are included in its Member Handbook and its Member Rights 
and Responsibilities policy. 

 Its Member Handbook states that Member Services is available to assist beneficiaries in filing grievances 
and appeals. 

 It assesses all access standards at least annually. 
 Policies and procedures are in place to assure that out-of-network services are provided timely.   
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 Policies and procedures are implemented to ensure coordination between CHP and out-of-network 
providers to ensure that the cost to the beneficiary is no greater than it would be if the services were 
furnished within the network. 

 It meets its two-year time frame for recredentialing providers. 
 A process is implemented for standard authorizations to allow for a 14 day extension if requested by the 

beneficiary, provider, or CHP. 
 The Prior Authorization policy allows the MCO to extend the three working-day time period by up to 14 

calendar days if the beneficiary or CHP requests an extension in cases of expedited authorization. 
 The Prior Authorization policy addresses the extension requirements and requires that in cases of 

extensions that the MCO will issue and carry out its determination as expeditiously as the beneficiary’s 
health condition requires and no later than the extension requires. 

 An expedited authorization policy is in place and that it ensures that if an extension is granted, the MCO 
must provide written notice to the beneficiary of the reason for the decision to extend the timeframe and 
inform the beneficiary of the right to file a grievance if he or she disagrees with that decision. 

 The appeals policies include the right of a beneficiary, his or her representative, or the legal representative 
of a deceased beneficiary’s estate to be parties in the appeals process. 

 Its appeal process includes the fact that it will not take any punitive action against a provider who 
requests an expedited resolution of supports a beneficiary’s appeal. 

 Its appeals process includes the requirement to transfer a denied request for expedited resolution to the 
standard appeals process.  

 Its appeals process includes prompt oral notice to the beneficiary of the denial and follow-up within two 
calendar days with a written notice. 

 The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia is updated to state that no 
individual who reports plan violations or suspected fraud and abuse is retaliated against. 

 
 
Corrective Action Plan Review Results 
 
CHP provided a Corrective Action Plan document to address standards that were not fully met in the CY 
2005 review. CHP provided a CAP for all 17 standards that were not fully met. All CAPs were deemed 
“adequate.” The CAP review determinations are summarized in Appendix IIA1, Recommendations-At-A-
Glance. 
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Section II - Performance Systems Review 
 
Enrollee Rights and Protections 
 
ER1.0 – Enrollee Rights Policy and Procedure 

This standard is met. 

 
Element 1.1 – 438.100 (a) (1-2) 
The MCO must have written policies regarding enrollee rights. 
This element is met. 

 
The District of Columbia Chartered Health Plan (CHP) has a Member Rights and Responsibilities policy and 
procedure (#C121-04, 12/21/05) in place. The beneficiary rights are included the CHP Member Handbook. 
 

ER2.0 – 438.100(b)(2)(ii)-(vi) 

The enrollee rights and responsibilities policy and procedure must include the enrollee right to: 

This standard is partially met. 

 

Element 2.1 – Be treated with respect and with due consideration for his or her dignity and privacy. 
This element is met. 

 

The beneficiary right to be treated with respect and with due consideration for his or her dignity and 
privacy is included in CHP’s Member Handbook and in the Member Rights and Responsibilities policy and 
procedure (#C121-04, 12/21/05).  
 
Element 2.2 – Receive information on available treatment options and alternatives, presented in a 
manner appropriate to the enrollee’s condition and ability to understand.  
This element is met.  

 

The beneficiary right to receive information on available treatment options and alternatives, presented in 
a manner appropriate to the beneficiary’s condition and ability to understand, is included in CHP’s 
Member Handbook and in the Member Rights and Responsibilities policy and procedure (#C121-04, 12/21/05).  
 

CMS 000405



District of Columbia Medical Assistance Administration 
D.C. Chartered Health Plan Section II – CY2005  

 

Delmarva Foundation 
II–2 

Element 2.3 – Participate in decisions regarding his or her health care, including the right to refuse 
treatment. 
This element is met.  

 

The beneficiary right to participate in decisions regarding his or her health care, including the right to 
refuse treatment, is included in CHP’s Member Handbook and in the Member Rights and Responsibilities policy 
and procedure (#C121-04, 12/21/05). 
 
Element 2.4 – To be free from any form of restraint or seclusion used as a means of coercion, discipline, 
convenience, or retaliation, as specified in other Federal regulations on the use of restraints and seclusion. 
This element is not met.  

 

To receive a met in subsequent reviews, CHP should include the following language in its beneficiary 
rights: “To be free from any form of restraint or seclusion used as a means of coercion, discipline, 
convenience, or retaliation.”  
 
Element 2.5 – Request and receive his or her medical records and request that they be amended or 
corrected. 
This element is met. 

 

The beneficiary right to request and receive his or her medical records and request that they be amended 
or corrected is included in CHP’s Member Handbook and in the Member Rights and Responsibilities policy and 
procedure (#C121-04, 12/21/05). 
 
Element 2.6 – Formulate advance directives [417.436(d)(1)(i)(A)]. 
This element is met. 

 

The beneficiary right to formulate advance directives is included in CHP’s Member Handbook and in the 
Member Rights and Responsibilities policy and procedure (#C121-04, 12/21/05). 
 
Element 2.7 – Make decisions regarding health care, including the right to accept or refuse medical 
treatment [417.436(d)(1)(i)(A)]. 
This element is met. 
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The beneficiary right to make decisions regarding health care, including the right to accept or refuse 
medical treatment, is included in CHP’s Member Handbook and in the Member Rights and Responsibilities 
policy and procedure (#C121-04, 12/21/05). 
 
Element 2.8 – The right to file grievances and appeals [438.10(g)(ii)]. 
This element is met. 

 

The beneficiary right to file grievances and appeals is included in CHP’s Member Handbook and in the 
Member Rights and Responsibilities policy and procedure (#C121-04, 12/21/05). 
 

ER3.0 – Enrollee Information Provisions 

This standard is met. 

 
Element 3.1 – 438.100(b)(2)(i) and 438.10(d)(1)(i) Enrollees have the right to receive information in 
accordance with section 438.10, which states that MCOs must provide all enrollment notices, 
information materials, and instructional materials relating to enrollees and potential enrollees in a manner 
and format that may be easily understood. 
This element is met.  

 
The beneficiary right to receive information in a manner and format that may be easily understood is 
included in the Access and Availability policy and procedure (#C41-04, 7/24/03). CHP’s Member Services 
department provides each beneficiary with written evidence of coverage (written to the equivalent of a 
fifth-grade reading level), which includes the following orientation and educational materials: welcome 
letter, language card, Member Handbook, and Chartered Provider Directory.  
 
Element 3.2 – 438.10(c)(3) The MCO must make its written information available in the prevalent, non-
English languages in its particular service area. 
This element is met. 

 
CHP makes its written information available in prevalent, non-English languages in its particular service 
area as defined by the Access and Availability policy and procedure (#C41-04, 7/24/03). All vital 
documents are made available in the following prevalent languages: Spanish, Korean, Chinese, 
Vietnamese and Amharic or Braille/audio format, and other languages that the District of Columbia may 
designate if there are beneficiaries of that language who are eligible to be served or likely to be directly 
affected by CHP’s program.  
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ER4.0 – 438.10(c)(4)-(5) 

The MCO must make language services (i.e., oral interpretation services) available to its enrollees: 

This standard is met. 

 
Element 4.1 – These services must be free of charge to each enrollee. 
This element is met.  

 
CHP offers language services (i.e., oral interpretation services) free of charge to beneficiaries as 
documented in the Access and Availability policy and procedure (#C41-04, 7/24/03). Language cards and 
oral notices set forth the right to receive oral interpretation services free of charge. CHP beneficiaries also 
are made aware of this in the Member Handbook, which states beneficiaries’ right to receive free interpreter 
services as needed.  
 
Element 4.2 – The MCO must notify its enrollees that oral interpretation is available for any language 
This element is met.  

 
CHP notifies its beneficiaries that oral interpretation is available for any language, as documented in the 
Access and Availability policy and procedure (#C41-04, 7/24/03) and the Member Handbook. Oral 
interpretation services are available to the beneficiaries through the telephone language line or in person. 
Contact telephone numbers are provided in the Member Handbook.  
 
Element 4.3 – The MCO must notify its enrollees that written information is available in prevalent 
languages.  
This element is met. 

 
CHP notifies its beneficiaries that written information is available in prevalent, non-English languages as 
documented in the Access and Availability policy and procedure (#C41-04, 7/24/03). All vital documents 
are made available in the following prevalent languages: Spanish, Korean, Chinese, Vietnamese, and 
Amharic or Braille/audio format, and other languages that the District of Columbia may designate if 
there are beneficiaries of that language who are eligible to be served or likely to be directly affected by 
CHP’s program. Beneficiaries are notified through language cards and oral notices. This is also covered in 
the Member Handbook.  
 
Element 4.4 – The MCO must notify its enrollees how to access free interpretation services. 
This element is met. 
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CHP notifies its beneficiaries about how to access free interpretation services, as documented in the 
Access and Availability policy and procedure (#C41-04, 7/24/03). Beneficiaries are notified through 
language cards and oral notices. The language card is provided to new beneficiaries and annually 
thereafter, upon request, and accompanies written notices. Interpretation services and how to access 
them also are covered in the Member Handbook. 
 

ER5.0 – 438.10(d)(1)(ii) and (d)(2) 

Written material must be available in alternative formats. 

This standard is met. 

 
Element 5.1 – Written material must be available in alternative formats and in an appropriate manner 
that takes into consideration the special needs of those who, for example, are visually limited or have 
limited reading proficiency. 
This element is met. 

 
Written material is available in alternative formats and in an appropriate manner that takes into 
consideration the special needs of beneficiaries who are visually limited or have limited reading 
proficiency, as documented in the Access and Availability policy and procedure (#C41-04, 7/24/03). Braille 
and audio format are available to beneficiaries. This also is covered in the Member Handbook.  
 
Element 5.2 – All enrollees and potential enrollees must be informed that information is available in 
alternative formats and how to access those formats. 
This element is met.  

 
All beneficiaries and potential beneficiaries are informed that information is available in alternative 
formats, as documented in the Access and Availability policy and procedure (#C41-04, 7/24/03). This also 
is documented for beneficiaries in the Member Handbook.  
 

ER6.0 – 438.10(f)(2) and (f)(6) and 438.114 Enrollee Information 

The MCO must notify all enrollees of their right to request and obtain the information listed below 

within a reasonable time after enrollment and at least annually thereafter. 

This standard is met. 

 
Element 6.1 – Names, locations, telephone numbers of, and non-English languages spoken by current 
contracted providers in the enrollee’s service area including identification of providers that are not 
accepting new patients.  
This element is met. 
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The names, locations, telephone numbers of, and non-English languages spoken by current contracted 
providers in the beneficiary’s service area, including identification of providers who are not accepting new 
patients, are noted in the Chartered Provider Directory. The provider directory is included in the new 
beneficiary mailing packet, available on CHP’s Web site, and updated regularly. The Member Handbook 
also directs beneficiaries to contact the Customer Service department for a current directory. 
 
Element 6.2 – Any restriction on the enrollee’s freedom of choice among network providers. 
This element is met. 

 
CHP notifies the beneficiary of restrictions among network providers in the Member Handbook. For a 
beneficiary to see a specialist, the beneficiary’s primary care provider (PCP) must provide the beneficiary 
with a referral. The Member Handbook states that beneficiaries must not seek care on their own from a 
specialist physician without a referral from their PCP. If beneficiaries have questions about seeing a 
specialist, they are encouraged to contact the Customer Service department. According to the Access and 
Availability policy and procedure (#C41-04, 7/24/03), CHP provides annual mailings of the updated 
Member Handbook.  
 
Element 6.3 – Enrollee rights and responsibilities. 
This element is met. 

 
Beneficiary rights and responsibilities are documented in CHP’s Member Handbook. All beneficiaries 
receive the handbook upon enrollment, and according to the Access and Availability policy and procedure 
(#C41-04, 7/24/03), CHP provides annual mailings of the updated Member Handbook. Beneficiary rights 
and responsibilities also are defined in the Member Rights and Responsibilities policy and procedure (#C121-
04, 12/21/05). 
 
Element 6.4 – Information on grievance and fair hearing procedures. 
This element is met. 

 
Information on grievance and fair hearing procedures is documented in CHP’s Member Handbook. All 
beneficiaries receive the handbook upon enrollment, and according to the Access and Availability policy 
and procedure (#C41-04, 7/24/03), CHP provides annual mailings of the updated Member Handbook. 
Information on grievance and fair hearing procedures also is covered in the Complaints and Grievances 
policy and procedure (#MS-59, 9/1/04).  
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Element 6.5 – The amount, duration, and scope of benefits available under the contract in sufficient 
detail to ensure that enrollees understand the benefits to which they are entitled. 
This element is met. 

 
The amount, duration, and scope of benefits available under the contract in sufficient detail to ensure 
that beneficiaries understand the benefits are documented in CHP’s Member Handbook. All beneficiaries 
receive the handbook upon enrollment, and according to the Access and Availability policy and procedure 
(#C41-04, 7/24/03), CHP provides annual mailings of the updated Member Handbook. The policy also 
states that each beneficiary will be given written notice of any significant change that will affect access to 
services and information about the Medicaid Managed Care Program at least 30 days before the intended 
effective date of the change through handbook addendum until it is time for a reprint of the handbook.  
 
Element 6.6 – Procedures for obtaining benefits, including authorization requirements. 
This element is met. 

 
The beneficiary procedures for obtaining benefits, including authorization requirements, are documented 
in CHP’s Member Handbook. If needed, the PCP will refer the beneficiary to a CHP specialist. The Member 
Handbook states that “enrollees must not seek care on their own from a specialist physician without a 
referral from their PCP.” If beneficiaries have questions about seeing a specialist, they are encouraged to 
contact the Customer Service department. Services that require authorization are noted in the description 
of benefits. There are some services, like emergency services, that do not require approval or use of CHP 
providers. According to the Access and Availability policy and procedure (#C41-04, 7/24/03), CHP 
provides annual mailings of the updated Member Handbook.  
 
Element 6.7 – The extent to which, and how, enrollees may obtain benefits, including family planning 
services, from out-of-network providers. 
This element is met. 

 
The extent to which beneficiaries obtain benefits, including family planning services, from out-of-
network providers is documented in CHP’s Member Handbook. The Prior Authorization policy and 
procedure (no policy number, 8/2/04) states that women seeking family planning services are eligible to 
obtain care from nonparticipating providers under their CHP benefits. Beneficiaries may self-refer for 
family planning services. According to the Access and Availability policy and procedure (#C41-04, 
7/24/03), CHP provides annual mailings of the updated Member Handbook.  
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Element 6.8 – The extent to which, and how, after-hours and emergency coverage are provided, 
including what constitutes an emergency medical condition, emergency services, and post-stabilization 
services (with reference to the definitions in 438.114). 
This element is met. 

 
The extent to which and how after-hours and emergency coverage are provided is documented in CHP’s 
Member Handbook. Examples of emergencies are provided. If time permits, the beneficiary is instructed to 
call his or her PCP for instructions on how to receive care. If it is after office hours, the beneficiary 
should call CHP’s Nurse Advice Line. In true emergencies, beneficiaries are instructed to go to the 
nearest emergency room or call 911. After the assessment has occurred, the summary of benefits includes 
coverage for inpatient hospital services as well as for outpatient services. According to the Access and 
Availability policy and procedure (#C41-04, 7/24/03), CHP provides annual mailings of the updated 
Member Handbook.  
 
Element 6.9 – The fact that pre-authorization is not required for emergency services. 
This element is met. 

 
Preauthorization is not required for emergency services. As noted in CHP’s Member Handbook, in an 
emergency, beneficiaries are advised to go to the nearest emergency room or call 911. The handbook 
states that emergency services do not require approval or use of CHP providers. According to the Access 
and Availability policy and procedure (#C41-04, 7/24/03), CHP provides annual mailings of the updated 
Member Handbook.  
  
Element 6.10 – The process and procedures for obtaining emergency services, including use of the 911 
telephone system or its local equivalent. 
This element is met. 

 
The process and procedures for obtaining emergency services, including the use of the 911 telephone 
system, is documented in CHP’s Member Handbook. If time permits, the beneficiary is instructed to call his 
or her PCP for instructions on how to receive care. If it is after office hours, the beneficiary should call 
CHP’s Nurse Advice Line. In true emergencies, beneficiaries are instructed to go to the nearest 
emergency room or call 911. According to the Access and Availability policy and procedure (#C41-04, 
7/24/03), CHP provides annual mailings of the updated Member Handbook.  
 
Element 6.11 – The locations of any emergency settings and other locations at which providers and 
hospitals furnish emergency services and post-stabilization services covered under the contract. 
This element is met. 
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Locations of emergency settings at which providers and hospitals furnish emergency and post 
stabilization services are provided in the Chartered Provider Directory. The addresses and phone numbers of 
hospitals are listed in the directory. According to the Access and Availability policy and procedure (#C41-
04, 7/24/03), CHP provides annual mailings of the updated Member Handbook.  
 
Element 6.12 – The fact that enrollees have the right to use any hospital or other setting for emergency 
care.  
This element is met. 

 
Beneficiaries have the right to use any hospital or other setting for emergency care. As evidenced in 
CHP’s Member Handbook, in true emergencies, beneficiaries are instructed to go to the nearest emergency 
room or call 911. According to the Access and Availability policy and procedure (#C41-04, 7/24/03), CHP 
provides annual mailings of the updated Member Handbook.  
 
Element 6.13 – The MCOs policy on referrals for specialty care and for other benefits not furnished by 
the enrollee’s primary care provider. 
This element is met. 

 
CHP’s policy on referrals for specialty care and for other benefits not furnished by the beneficiary’s PCP 
is explained in CHP’s Member Handbook. If needed, the PCP will refer the beneficiary to a Chartered 
specialist. The Member Handbook states that beneficiaries must not seek care on their own from a specialist 
physician without a referral from their PCP. If beneficiaries have questions about seeing a specialist, they 
are encouraged to contact the Customer Service department. According to the Access and Availability 
policy and procedure (#C41-04, 7/24/03), CHP provides annual mailings of the updated Member 
Handbook.  
 
Element 6.14 – Cost sharing, if any. 
This element is N/A. 

 
There is no cost sharing for beneficiaries enrolled in the District of Columbia Medical Assistance 
Administration (DC MAA) Managed Care Program.  
 
Element 6.15 – How and where to access any benefits that are available under the State plan, but are not 
covered under the current contract.  
This element is met.  
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Services covered by DC Medicaid, but are not provided by CHP, are described under the Benefit 
Summary Schedule in the Member Handbook. These services include outpatient substance abuse and 
nonexperimental organ transplants. Beneficiaries with questions about any services are encouraged to 
contact CHP’s Customer Service department.  
 

ER7.0 – 438.10(g)(1)(i)-(vii) Information Requirements 

MCOs must provide grievance, appeal, and fair hearing information to their beneficiaries. 

Grievance, appeal and fair hearing procedures must be in a State-developed or State-approved 

description that must include the following: 

This standard is partially met. 

 
Element 7.1 Grievances, appeal, and fair hearing procedures. 
This element is met.  

 
CHP describes procedures for filing grievances, appeals, and fair hearings in the Member Handbook. 
Addresses and phone numbers are provided for the beneficiary, along with a step-by-step timeline for 
CHP’s responses. This information also is addressed in the Complaints and Grievances policy and procedure 
(#MS-59, 9/1/04).  
 
Element 7.2 – The State Fair Hearing process to include the right to a hearing, the method for obtaining 
a hearing, and the rules that govern representation at the hearing. 
This element is met. 

 
The District Fair Hearing process is described in CHP’s Member Handbook. The method for obtaining a 
hearing and the rules that govern representation at the hearing also are addressed in the Complaints and 
Grievances policy and procedure (#MS-59, 9/1/04).  
 
Element 7.3 – The right to file grievances and appeals. 
This element is met. 

 
The right to file grievances and appeals is described in CHP’s Member Handbook. The process is described 
in steps. Beneficiaries receive the handbook as part of the welcome packet and at least annually 
thereafter. CHP also covers this information in its Complaints and Grievances policy and procedure (#MS-
59, 9/1/04).  
  
Element 7.4 – The requirements and timeframes for filing a grievance or appeal. 
This element is met. 
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The requirements and timeframes for filing a grievance or appeal is described in CHP’s Member Handbook. 
CHP also covers this information in its Complaints and Grievances policy and procedure (#MS-59, 9/1/04).  
 
Element 7.5 – The availability of assistance in the filing process. 
This element is partially met. 

 
The availability of assistance in the filing process is documented in the Complaints and Grievances policy and 
procedure (#MS-59, 9/1/04). CHP will assist the beneficiary in the grievance process. This is not 
explicitly stated in the Member Handbook.  
 
To meet the full intent of this element, CHP must include the availability of assistance in the filing 
process in its Member Handbook or beneficiary materials.  
 
Element 7.6 – The toll-free numbers that the enrollee can use to file a grievance or an appeal by phone. 
This element is met. 

 
The toll-free number that the beneficiary can use to file a grievance or an appeal by phone is provided in 
CHP’s Member Handbook.  
 
Element 7.7 – The fact that, when requested by the enrollee, benefits will continue if the enrollee files an 
appeal or a request for State fair hearing within the timeframes specified for filing. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) documents the fact that 
when requested by the beneficiary, benefits will continue if the beneficiary files an appeal or a request for 
District Fair Hearing within the timeframes specified. This information is provided to beneficiaries when 
an appeal is filed. 
 
Element 7.8 – That the enrollee may be required to pay the cost of services furnished while the appeal is 
pending, if the final decision is adverse to the enrollee. 
This element is met. 

 
CHP will not request reimbursement for continuation of services furnished during a pending appeal if 
the resolution is adverse to the beneficiary. This is documented in the Medical Management Appeals Process 
policy and procedure (#C157-04, 8/2/04). This is in accordance with CHP’s contract with DC MAA, 
and, therefore, this element is met. 
 

CMS 000415



District of Columbia Medical Assistance Administration 
D.C. Chartered Health Plan Section II – CY2005  

 

Delmarva Foundation 
II–12 

Element 7.9 – Any appeal rights that the State chooses to make available to providers to challenge the 
failure of the organization to cover a service. 
This element is met.  

 
The Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) documents the 
provider’s ability to make an appeal over the failure of the organization to cover a service. This 
information also is included in the provider contracts. 
 

ER8.0 – 438.114 Emergency and Post-stabilization Services 

438.10(g)(2) – The MCO must address advance directives. The MCO must: 

This standard is met. 

 
Element 8.1 – Have written policies and procedures concerning advance directives [417.436(d)]. 
This element is met. 

 
CHP has a written policy and procedure (#C159-04, 9/1/04) that covers advance directive procedures. 
The Member Handbook also addresses advance directives and states that it is a beneficiary’s right to request 
information regarding advance directives and to formulate advance directives.  
 
Element 8.2 – Provide all adult enrollees with written information on advance directives policies, and 
include a brief description of applicable State law [438.6(i)(2)]. 
This element is met. 

 
CHP provides beneficiaries with written information on advance directives in the Member Handbook. If 
the beneficiary has questions regarding advance directives or would like to make an advanced directive, 
he or she is encouraged to call CHP for additional information.  
 
Element 8.3 – Provide information to individuals concerning their rights under the State law to make 
decisions concerning medical care, including the right to accept or refuse medical treatment and the right 
to formulate advance directives. 
This element is met. 

 
CHP provides information to beneficiaries concerning their rights to make decisions about medical care, 
including the right to accept or refuse medical treatment and the right to formulate advance directives. 
The rights to participate in decision making, refuse treatment, and receive information on advance 
directives are described in the Member Handbook. 
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Element 8.4 – Provide its written policies respecting the implementation of the right to make decisions 
regarding care and the right to formulate an advance directive. 
This element is met. 

 
CHP provides written policies respecting the beneficiary’s right to make decisions regarding care and the 
right to formulate an advance directive. This information is included in the Member Rights and 
Responsibilities policy and procedure (#C121-04, 12/21/05) and in CHP’s Member Handbook. Procedures 
also are described in the Advance Directives policy and procedure (#C159-04, 9/1/04).  
 
Element 8.5 – Provide for the education of staff concerning its policies and procedures on advance 
directives. 
This element is met. 

 
CHP has provided staff education about its policies and procedures on advance directives. A Customer 
Service staff meeting agenda, sign-in sheet (dated 8/25/2005), What Healthcare Workers Should Know About 
Advance Medical Directives manual, and a training record were provided as evidence that training occurred 
and was attended by staff. 
 

ER9.0 – Enrollee Information Requirements 

This standard is met. 

 
Element 9.1 – 438.10(g)(3) and 438 Information must be provided to all enrollees, upon request, 
regarding the structure and operation of the MCO, physician incentive plans (as set forth in § 438.6[h]), 
and to the extent available, quality and performance indicators, including, but not limited to, 
disenrollment rates and enrollee satisfaction. 
This element is met. 

 

Upon request, information about CHP is provided to beneficiaries. Beneficiaries’ right to receive 
information about CHP is addressed in the Member Handbook and in the Member Rights and Responsibilities 
policy and procedure (#C121-04, 12/21/05).  
 
Information requested can relate to the structure and operation of the CHP; physician incentive plans; 
and quality and performance indicators, including disenrollment rates and beneficiary satisfaction. 
 

ER 10.0 – 438.106 (a) –(c) Non-Liability of Enrollee 

The MCO must provide that its Medicaid enrollees are not held liable for any of the following: 

This standard is met. 
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Element 10.1 – The MCO’s debts in the case of the entity’s insolvency. 
This element is met. 

 

CHP demonstrates under the Protection for Members From Obligations to Pay for Covered Services 
part of the Specialty Physician Services Agreement that beneficiaries are not held liable for CHP’s debts in the 
case of its insolvency.  
 
Element 10.2 – Covered services provided to the enrollee, for which the State does not pay the MCO of 
or does not pay the individual health care provider that furnished the services under a contractual, referral 
or other arrangement. 
This element is met. 

 

CHP demonstrates under the Protection for Members From Obligations to Pay for Covered Services 
part of the Specialty Physician Services Agreement that beneficiaries are not held liable for covered services 
provided for which DC MAA does not pay the MCO or does not pay the individual health care provider 
that furnished the services under a contract, referral, or other arrangement.  
  
Element 10.3 – Payments for covered services furnished under a contract, referral, or other arrangement, 
to the extent that those payments are in excess of the amount that the enrollee would pay if the MCO 
provided the services directly. 
This element is met. 

 

CHP demonstrates under the Protection for Members From Obligations to Pay for Covered Services 
part of the Specialty Physician Services Agreement that beneficiaries are not held liable for payment for covered 
services to the extent that the payments are in excess of the amount that the beneficiary would pay if 
CHP provided the services directly. 
 

ER11.0 – 438.102 Provider–Enrollee Communications 

An MCO may not prohibit, or otherwise restrict a health care professional acting within the lawful 

scope of practice from advising or advocating on behalf of an enrollee who is his or her patient for 

the following: 

This standard is met. 

 
Element 11.1 – The enrollee’s health status, medical care, or treatment options, include any alternative 
treatment that may be self-administered. 
This element is met. 
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CHP does not prohibit or restrict the health care professional from advising or advocating on behalf of a 
beneficiary’s health status, medical care, or treatment options, including any alternative treatment. This is 
documented in Utilization Management section of the Access and Availability policy and procedure (#C41-
04, 7/24/03).  
 
Element 11.2 – Any information the enrollee needs in order to decide among all relevant treatment 
options. 
This element is met. 

  

CHP does not prohibit or restrict any information the beneficiary needs in order to decide among all 
relevant treatment options. This is documented in the Utilization Management section of the Access and 
Availability policy and procedure (#C41-04, 7/24/03).  
 
Element 11.3 – The risks, benefits, and consequences of treatment or non-treatment. 
This element is met. 

 

CHP does not prohibit or restrict the health care professional from advising the beneficiary about the 
risks, benefits, and consequences of treatment or nontreatment. This is documented in the Utilization 
Management section of the Access and Availability policy and procedure (#C41-04, 7/24/03).  
 
Element 11.4 – The enrollee’s right to participate in decisions regarding his/her health care, including 
the right to refuse treatments, and to express preferences about future treatment decisions. 
This element is met. 

 

The beneficiary’s right to participate in decisions regarding his or her health care, including the right to 
refuse treatments and to express preferences about future treatment decisions, is described in the 
Utilization Management section of the Access and Availability policy and procedure (#C41-04, 7/24/03).  
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Grievance Systems 
 
GS1.0 – Documented Processes for Grievances, Appeals, and State Fair Hearings 

This standard is met. 

 

Element 1.1 – 438.402(a) 

Each MCO must have a documented system in place for enrollees that includes a grievance process, an 
appeal process, and access to the State’s fair hearing system.  
This element is met. 

 
DC Chartered Health Plan (CHP) has the Medical Management Appeals Process policy and procedure 
(#C157-04, reviewed 8/2/04) and the Complaints and Grievances policy (#MS-59, revised 9/1/04) in 
place. These policies allow for access to the District’s Fair Hearing System.  
 

GS2.0 – 438.402(b)(1) 

The policies and procedures must allow for: 

This standard is met. 

 

Element 2.1 – An enrollee to file a grievance, file an MCO level appeal, and request a State Fair Hearing. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) includes 
a comprehensive appeals process for both beneficiaries and providers. This policy also addresses the right 
of beneficiaries to request a District Fair Hearing at any point in the process. 
 
CHP’s Complaints and Grievances (#MS-59, revised 9/1/04) policy and procedure and the Member 
Handbook outline the procedures for beneficiaries to file complaints and grievances. Article 8 of the 
Complaints and Grievances policy notes that a beneficiary has the right to request a District Fair Hearing 
through the DC Office of Administrative Hearings at any stage in the process. The Member Handbook 
notes that in cases where services have been denied or reduced, the beneficiary and provider “have sixty 
days from the date CHP mails the denial notice to file a complaint with CHP or request a Fair Hearing 
through the Office of Administrative Appeals.” 
 
Element 2.2 – A provider, acting on behalf of the enrollee and with the enrollee’s written consent, may 
file an appeal.  
This element is met. 
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The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) states 
that “the member must provide written consent, submitted at the time of the appeal, in order for the 
provider or other representative to act on behalf of the member.”  
  
Element 2.3 – A provider to file a grievance or request a State fair hearing on behalf of an enrollee, if the 
State permits the provider to act as the enrollee’s authorized representative in doing so. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) states, “If 
the member is not satisfied with an adverse determination or the results of an appeal determination, the 
Member or his/her representative has the option to submit the dispute for resolution to the District of 
Columbia Office of Administrative Hearings.” 
 

GS3.0 – 438.402(b)(2) 

The MCO policies and procedures specify a reasonable timeframe that may be no less than 20 days 

and not to exceed 90 days from the date on the MCO’s notice of action. Within that timeframe— 

This standard is met. 

 

Element 3.1 – The enrollee or the provider may file an appeal; and 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) allows 
for the beneficiary, authorized beneficiary representative, or provider to file and appeal for an adverse 
determination. This process outlines the various types of appeal, including informal appeals, expedited 
appeals, emergent/urgent expedited appeals, and first- and second-level appeals. According to this policy, 
beneficiaries and providers have the right to appeal any denial by requesting an appeal within 60 days of 
the receipt of the denial. Unless proven otherwise, CHP assumes that the denial notification is within five 
days of the date shown on the notice of action (NOA) letter. 
 
Element 3.2 – In a State that does not require exhaustion of MCO level appeals; the enrollee may 
request a State fair hearing. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) notes, “If 
the Member is not satisfied with an adverse determination or the results of an appeal determination, the 
Member or his/her representative has the option to submit the dispute for resolution to the District of 
Columbia Office of Administrative Hearings.” According to this policy, an appeal is a request for 
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consideration of an adverse decision associated with benefit coverage, payment of services rendered, or 
reimbursement disputes.  
 

GS4.0 – 438.402(b)(3) 

The MCO procedures for filing must state that the enrollee: 

This standard is met. 

 
Element 4.1 – May file a grievance either orally or in writing and, as determined by the State, either with 
the State or with the MCO.  
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) states, 
“Appeals will be accepted either verbally or in writing. Verbal appeals should be followed up with a 
signed written appeal within ten days, unless resolved before then. Requests for Expedited Appeals do 
not require follow-up in writing.” 
 
Element 4.2 – Or the provider may file an appeal either orally or in writing, and unless he or she 
requests expedited resolution, must follow an oral filing with a written, signed, appeal. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) states, 
“Appeals will be accepted either verbally or in writing. Verbal appeals should be followed up with a 
signed written appeal within 10 days, unless resolved before then. Requests for Expedited Appeals do not 
require follow-up in writing.” 
 

GS5.0 – Language and Format Requirements 

This standard is met. 

 

Element 5.1 – 438.404 (a) Notice of Action – Language and format requirements. 
The notice must be in writing and must meet language and format requirements. 
This element met. 

 
The NOA templates and actual NOAs provided for review as part of the CY 05 sample were in writing 
and contained language that was easy for the provider to read. Although this requirement is met, CHP 
should ensure that there is a process in place to assure that language requirements are met (fifth-grade 
reading level). 
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GS6.0 – 438.404(b) Content of the Notice of Action (NOA) 

The notice must explain the following: 

This standard is met. 

 
Element 6.1 – The action the MCO or its contractor has taken or intends to take. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that beneficiary and provider notifications include the actions the MCO has taken or intends to take as a 
result of an appeal. The NOAs reviewed as part of the CY 05 sample included the action the MCO has 
taken or intends to take. 
 
Element 6.2 – The reasons for the action. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that beneficiary and provider notifications include the reasons for the actions taken as a result of an 
appeal. The NOAs reviewed as part of the CY 2005 sample include the reasons for the action. 
 
Element 6.3 – The enrollee’s or the provider’s right to file an MCO appeal. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that beneficiary and provider notifications contain the right of the beneficiary and provider to file an 
MCO-level appeal. These rights are included in NOA. An attachment to the NOA includes the more 
detailed process of how to file an MCO-level appeal. The NOAs reviewed as part of the CY 2005 sample 
included the beneficiary and provider’s right to file an MCO-level appeal. 
 
Element 6.4 – If the State does not require the enrollee to exhaust the MCO level appeal procedures, the 
enrollee’s right to request a State fair hearing. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that beneficiary and provider notifications contain the right of the beneficiary and provider to request a 
District Fair Hearing. These rights are included in the NOA. The Instructions for Initiating an Appeal 
document is attached to the NOA and includes the more detailed process of how to request a District 
Fair Hearing. 
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Element 6.5 – The procedures for exercising the rights specified in this paragraph. 
This element is met. 

 
The procedures for filing an MCO-level appeal or for requesting a District Fair Hearing are outlined in 
the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04). The 
procedures for filing an MCO-level appeal and for requesting a District Fair Hearing are contained in the 
NOA. The attachment to each NOA, Instructions for Initiating an Appeal, provides more detailed 
information on how to file an appeal or request a District Fair Hearing.  
 
Element 6.6 – The circumstances under which expedited resolution is available and how to request it. 
This element is met. 

 
The procedures for emergent/expedited appeal are outlined in the Instructions for Initiating an Appeal 
document. This states that this type of appeal is a request (oral or written) for review of an adverse 
decision in an expedited manner. “The Medical Reviewer must complete the appeal within 24 hours of 
request. Requests for expedited appeal will only be granted when the adverse decision places the 
beneficiary’s physical health in jeopardy.” The address and telephone number to request such an appeal is 
included in this document. The process for expedited appeals also is outlined in the Member Handbook. 
 
Element 6.7 – The enrollee’s right to have benefits to continue pending resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the enrollee may be required to 
pay the costs of these services. 
This element is met. 

  
The Adverse Determination (Denials) policy and procedures (no policy number, revised 9/28/04), states 
that all written notifications of adverse determination must include the following: 

 Services requested. 
 Brief description of the clinical condition. 
 Brief description of clinical information and/or records submitted. 
 Reasons for the action (rationale, guidelines, criteria used, etc.). 
 Beneficiary’s or provider’s right to appeal. 
 Beneficiary’s right to a hearing from the Office of Administrative Hearings. 
 Procedures for exercising the beneficiary’s rights to appeal or grieve. 
 Circumstances under which expedited resolution is available and how to request it. 
 Beneficiary’s right to have benefits continue pending the resolution of the appeal. 
 Beneficiary’s right to available oral interpretation services free of charge. 
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The Member Handbook also notes that beneficiary benefits will continue while the appeal is pending 
(page 33). 
 

GS7.0 – 438.210(d) Timeframe for Decisions for Standard Authorizations 

For standard service authorization decisions that deny or limit services, decisions must be made 

within the timeframe specified in §438.210(d). The MCO, policies, procedures, and practices must 

require the following timeframes for decisions: 

This standard is partially met. 

 
Element 7.1 – For standard authorization decisions, the MCO must provide notice as expeditiously as 
the enrollee’s health condition requires and within State-established timeframes that may not exceed 14 
calendar days following receipt of the request for service. 
This element is met. 

 
The Prior Authorization policy (no policy number, 08/02/04) provides standards of timeliness. This 
policy states that in cases for nonurgent care, decisions will be made within two working days of receipt 
of all information. For urgent care, decisions will be made within one calendar day of receiving the 
request. 
 
Element 7.2 – Possible extensions of the 14 calendar day timeframe are allowed if the enrollee, or the 
provider, requests extension. 
This element is not met. 

 
Neither the Prior Authorization policy (no policy number, 08/02/04) nor the Medical Management 
Appeals Process policy and procedure (#C157-04, 8/2/04) addresses the possible extensions of the 14 
calendar-day timeframe in the standard authorization process. 
 
To meet the full intent of this element, CHP must implement a process to allow for the possible 
extension of the 14 calendar-day timeframe if the beneficiary, or the provider, requests extension. 
 
Element 7.3 – Possible extensions of the 14 calendar day timeframe are allowed if the MCO justifies (to 
the State agency upon request) a need for additional information and how the extension is in the 
enrollee’s interest. 
This element is not met.  

 
Neither the Prior Authorization policy (no policy number, 08/02/04) nor the Medical Management 
Appeals Process policy and procedure (#C157-04, 8/2/04) addresses the possible extensions of the 14 
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calendar day timeframe if the MCO requests and justifies the need for this extension in the standard 
authorization process. 
 
To meet the full intent of this element, CHP must implement a process to allow for the possible 
extension of the 14-calendar-day timeframe if the MCO requests it and justifies the need for additional 
information and how the extension is in the beneficiary’s best interest. 
 

GS8.0 – 438.210 and 438.404(c)(4) Expedited Authorization Decisions 

For cases in which a provider indicates, or the MCO determines, that following the standard 

timeframe could seriously jeopardize the enrollee’s life or health or ability to attain, maintain, or 

regain maximum function, the MCO must make an expedited authorization decision. 

This standard is partially met. 

 
Element 8.1 – The MCO must have an expedited authorization process policy and procedures in place. 
This element is met. 

 
The Medical Management Prior Authorization policy and procedure (no policy number, 8/02/04) 
outlines the expedited authorization process. This element also is included as a part of the Chartered 
Health Plan 2005 Medical Management Utilization Management Program Description (3/24/05). 
 
Element 8.2 – The procedures and practices require that the MCO provide notice as expeditiously as the 
enrollee’s health condition requires and no later than 3 working days after receipt of the request for 
service.  
This element is met. 

 
The Medical Management Prior Authorization policy and procedure (no policy number, revised 8/2/04) 
timeliness standards are to provide a decision for nonurgent care within two working days of receipt of 
all information and within one calendar day of request-for-urgent care decisions.  
 
Element 8.3 – The MCO may extend the 3 working days time period by up to 14 calendar days if the 
enrollee requests an extension, or if the MCO, justifies (to the State agency upon request) a need for 
additional information and how the extension is in the enrollee’s interest. 
This element is not met. 

 
The Prior Authorization policy ( no policy number, 8/02/04) does not address the extension of the three 
working days time period by up to 14 calendar days if the beneficiary requests an extension or if the 
MCO justifies a need for additional information and how the extension is in the beneficiary’s interest. 
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For the MCO to meet the full intent of this element, the Prior Authorization policy must ensure that the 
MCO may extend the three working days time period by up to 14 calendar days if the beneficiary requests 
an extension, or if the Prior Authorization policy does not address the extension requirements and, 
therefore, the MCO, justifies a need for additional information and how the extension is in the 
beneficiary’s interest.  
 
Element 8.4 – If an extension is granted, the MCO policies and procedures must require the MCO to 
provide written notice to the enrollee of the reason for the decision to extend the timeframe and inform 
the enrollee of the right to file a grievance if he or she disagrees with that decision 
This element is not met. 

 
The Prior Authorization policy (no policy number, 8/02/04) does not address the extension 
requirements, and, therefore, the written notice requirements for the reason to extend the timeframe is 
not addressed in the policy. 
 
To meet the full intent of this element, CHP must ensure that an expedited authorization policy is in 
place and that it ensures that if an extension is granted, the MCO must provide written notice to the 
beneficiary of the reason for the decision to extend the timeframe and inform the beneficiary of the right 
to file a grievance if he or she disagrees with that decision. 
 
Element 8.5 – The policy and procedures must require that in cases of extensions, the MCO will issue 
and carry out its determination as expeditiously as the enrollee’s health condition requires and no later 
than the date the extension expires. 
This element is not met. 

 
The Prior Authorization policy (no policy number, 8/02/04) does not address the extension 
requirements, and, therefore, policies do not require that in cases of extensions the MCO will issue and 
carry out its determination as expeditiously as the beneficiary’s health condition requires and no later than 
the extension requires. 
 
To meet the intent of this element, CHP must ensure that the Prior Authorization policy (no policy 
number, 8/02/04) addresses the extension requirements and requires that in cases of extensions that the 
MCO will issue and carry out its determination as expeditiously as the beneficiary’s health condition 
requires and no later than the extension requires. 
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GS9.0- 438.406(a)(1)-(3) Handling of Grievances and Appeals 

In handling grievances and appeals, the MCO must: 

This standard is met. 

 
Element 9.1 – Give enrollees any reasonable assistance in completing forms and taking other procedural 
steps.  
This element is met. 

 
Article C of the Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) states 
that “assistance with filing an appeal may be obtained through the Customer Relations Department. The 
beneficiary advocate will help the beneficiary in filing the appeal, explain their rights and responsibilities, 
and provide assistance as needed in completing any forms required.” 
 
Element 9.2 – Acknowledge receipt of each grievance and appeal. 
This element is met. 

 
Page 10 of the Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) states 
that the “request for an appeal received in any department is to be forwarded to the Medical Management 
Department Immediately. All appeals will be date stamped on the date received. An acknowledgment 
letter is forwarded to the appropriate persons, to include the beneficiary, within five days of receipt of the 
appeal.” Acknowledgment letters were included in all case files reviewed as part of the CY 05 appeals 
sample. 
  
Element 9.3 – Ensure that individuals who make decisions on grievances and appeals are individuals 
who were not involved in any previous level of review or decision-making. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) describes the first- 
and second-level appeal process. Both processes note that once all information is collected, the case file is 
forwarded to a medical director and/or behavioral health director who was not involved in the initial 
decision. 
 
Element 9.4 – Ensure that health care professionals who have the appropriate clinical expertise in 
treating the enrollee’s condition or disease are involved in the decision-making process.  
This element is met.  
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The Chartered Health Plan 2005 Medical Management Utilization Management Program Description 
outlines the qualifications of the professionals used in the decision-making process for authorizations, 
denials, and appeals. Licensed physicians, licensed nurse practitioners, licensed registered nurses, licensed 
practical nurses, or certified physician assistants are required to conduct first-level medical and surgical 
reviews based on approved criteria. First-level reviewers may authorize benefits or refer the case to 
second-level review. First-level reviewers are not allowed to deny benefits. 
 
To conduct second-level review of all medical and surgical cases not initially approved during the first-
level review process, the reviewer must be a licensed physician who did not participate in the first-level 
review of the care under consideration. In addition, second-level physician reviewers may have an active 
practice in the clinical area being reviewed, if applicable. 
 

GS10.0 – 438.406(b)(1)-(4) Appeals Policies 

The policies and procedures for appeals must:  

This standard is partially met. 

 
Element 10.1 – Provide that oral inquiries seeking to appeal an action are treated as appeals and must be 
confirmed in writing, unless the enrollee or provider requests expedited resolution. 
This element is met. 

 
Both the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) and 
the Complaints and Grievances policy (#MS-59, revised 9/1/04) note that grievances and appeals can be 
filed in writing or orally and that they must be followed up in writing within ten days of the request, 
unless the provider had requested an expedited resolution. 
 
Element 10.2 – Provide the enrollee a reasonable opportunity to present evidence, and allegations of fact 
or law, in person as well as in writing.  
This element is met. 

 
Page 16 of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states that the beneficiary or beneficiary representative has an opportunity to present evidence in 
person or in writing. 
 
Element 10.3 – Provide the enrollee and his or her representative opportunity, before and during the 
appeals process, to examine the enrollee’s case file, including medical records, and any other documents 
and records considered during the appeals process. 
This element is met. 
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Page 16 of the Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) states 
that the beneficiary and his or her representative have the right to examine their case file, including 
medical records submitted before the appeals process. 
 
Element 10.4 – Include, as parties to the appeal, the enrollee and his or her representative, or the legal 
representative of a deceased enrollee’s estate. 
This element is not met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, 8/2/04) does not address 
the right of a beneficiary, his or her representative, or the legal representative of a deceased beneficiary’s 
estate to be parties to the appeal. 
 
To meet the full intent of this element, CHP must include the right of a beneficiary, his or her 
representative, or the legal representative of a deceased beneficiary’s estate to be parties in the appeals 
process. 
 

GS11.0 – 438.408 and (b)(1)-(3) Resolution and Notification: Grievances and Appeals 

The MCO must dispose each grievance and resolve each appeal, and provide notice, as 

expeditiously as the enrollee’s health condition requires, within State-established timeframes that 

may not exceed timeframes specified in this section. 

This standard is met. 

 
Element 11.1 – For standard disposition of a grievance and notice to the affected parties, the timeframe 
is established by the State, but may not exceed 90 days from the day the MCO receives the grievance.  
This element is met. 

 
The Member Services Complaints and Grievances policy and procedure (#MS-59, reviewed 10/18/01) 
states that the timeframe for resolving a grievance is as follows: 

 Quality of service and care issues: 14 business days. 
 Administrative issues: 30 business days. 
 Medical emergency-related issues: within 24 business hours. 

  
This meets the intent of this element. 
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Element 11.2 – Standard resolution of appeals. For standard resolution of an appeal and notice to the 
affected parties, the State must establish a timeframe that is no longer than 45 days from the day the 
MCO receives the appeal. This timeframe may be extended under paragraph (c) of this section. 
This element is met. 

 
The standard appeal acknowledgment letter states that CHP will review the appeal and follow up with the 
appellant within 14 days. The Medical Management Appeals Process policy and procedure (#C157-04, 
reviewed 8/2/04) outlines the standard appeal process and notes that this type of appeal must be 
completed within 14 working days. 
 
The Medical Management Appeals Process policy and procedure also outlines the process for beneficiary 
requests for extensions. The policy states that CHP may extend the 14 day time period by “an additional 
14 calendar days if the beneficiary requests an extension, or if CHP justifies a need for additional 
information and how the extension is in the beneficiary’s best interest.”  
 
Element 11.3 – Expedited resolution of appeals. For expedited resolution of an appeal and notice to the 
affected parties, the State must establish a timeframe that is no longer than 3 working days after the 
MCO receives the appeal. This timeframe may be extended under paragraph (c) of this section. 
This element is met. 

 
CHP has an emergent/urgent expedited appeal process outlined in the Medical Management Appeals 
Process policy and procedure (#C157-04, reviewed 8/2/04).  
 
Requests for an expedited appeal only will be granted when the absence of immediate medical attention 
could reasonably be expected to place the beneficiary’s physical or mental health in jeopardy (i.e., 
emergent medical condition). An emergency medical condition manifests itself by acute symptoms of 
sufficient severity, such that the absence of immediate medical attention could reasonably be expected to 
result in placing the health of the beneficiary in serious jeopardy, serious impairment to bodily functions, 
or serious dysfunction of any bodily organ or part. In these cases, the policy requires that the medical 
and/or behavioral health reviewer must complete the appeal within 24 hours of request. 
 

GS12.0 – 438.408(c)(1) Extensions 

The MCO policies and procedures can allow for the extension of timeframes. The MCO may extend 

the timeframes from paragraph (b) of this section by up to 14 calendar days if: 

This standard is met. 
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Element 12.1 – The enrollee requests the extension, or 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) outlines 
the process for beneficiary requests for extensions. The policy states that CHP may extend the 14-day 
time period by “an additional 14 calendar days if the beneficiary requests an extension.”  
 
Element 12.2 – The MCO shows (to the satisfaction of the State agency, upon its request) that there is a 
need for additional information and how the delay is in the enrollee’s interest. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) outlines 
the process for requests for extensions. The policy states that CHP may extend the 14-day time period by 
an additional 14 calendar days if “CHP justifies a need for additional information and how the extension 
is in the beneficiary’s best interest.”  
 

GS13.0 – Extension Requirements 

This standard is met. 

 
Element 13.1 – 438.408(c)(2) Requirements following extension. 
If the MCO extends the timeframes, it must, for any extension not requested by the enrollee, give the 
enrollee written notice of the reason for the delay. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) outlines 
the process for beneficiary and CHP requests for extensions. The policy states that “an Extension Letter 
providing the rationale for the request and the right to file a grievance if the beneficiary, beneficiary 
representative, or provider disagrees with the aforementioned request will be generated.”  
 

GS14.0 – Format of Resolution Notice 

This standard is met. 

 
Element 14.1 – 438.408(d)(1)(d) Format of notice—grievance resolution. The MCO will notify the 
enrollee of the disposition of the grievance. 
This element is met. 

 

CMS 000432



District of Columbia Medical Assistance Administration 
D.C. Chartered Health Plan Section II – CY2005  

 

Delmarva Foundation 
II–29 

The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) and the 
Complaints and Grievances policy (#MS-59, revised 9/1/04) are in place and require that the beneficiary 
is notified of the outcome of each grievance filed. 
 

GS15.0 – 438.408(d)(2) Notification of the Outcome of Appeals 

Enrollees must be notified of the outcome of appeals. 

This standard is met. 

 
Element 15.1 – For all appeals, the MCO must provide written notice of disposition.  
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) notes 
that beneficiaries will be notified of the outcome of appeals through written notice. The information to 
be contained in each type of notice (reduction of services, type of services, etc.) also is included in this 
policy.  
 
Element 15.2 – For notice of expedited resolution, the MCO must also make reasonable efforts to 
provide oral notice. 
This element is met.  

 
Article 5k of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states, “When the Medical and/or Behavioral Health Director make a determination, the 
appellant is notified on the same day.” It is assumed that this is by oral notification or through fax. 
 
It is recommended that Article 5k of the procedure specify that notification will be provided orally.  
 

GS16.0 – 438.408(e)(1) Content of Notice of Appeal Resolution 

The written notice of the resolution must include the following: 

This standard is met. 

 
Element 16.1 – The results of the resolution process.  
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that the NOA contains the results of the appeal process, rationale for the decision, and criteria used to 
make the decision. 
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Element 16.2 – The date it was completed. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that the NOA contains the date the resolution was completed. This information also is recorded in 
CHP’s Managed Health Care electronic database and the denial database. 
 

GS17.0 – 438.408(e)(2) Content of Notice of Appeal Resolution 

The written notice of the resolution must include the following for appeals not resolved wholly in 

favor of the enrollee: 

This standard is met. 

 
Element 17.1 – The right to request a State fair hearing, and how to do so; 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) requires 
that the NOA contains the beneficiary’s right to request a District Fair Hearing. The instructions for how 
to request a hearing are noted in the actual NOA, and an attachment is included that cites the specific 
details of filing for a District Fair Hearing. 
 
Element 17.2 – The right to request to receive benefits while the hearing is pending, and how to make 
the request; and 
This element is met. 

 
Article 6g of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) requires that for appeals not wholly resolved in favor of the beneficiary, the NOA must contain 
the right to request and receive benefits while the hearing is pending and how to make such a request.  
 
Element 17.3 – The enrollee may be held liable for the cost of those benefits if the hearing decision 
upholds the MCO’s action. 
This element is met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) states, 
“Chartered will not request reimbursement for continuation of services furnished during an appeal if the 
resolution is adverse to the member.” MCOs are not allowed to request reimbursement based on the 
District of Columbia Medical Assistance Administration (DC MAA) Contract Modification #8, Section 
C.14.3.4.6. Therefore, this meets the intent of this element. 
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GS18.0 – Resolution of Expedited Appeals 

This standard is met. 

 

Element 18.1 – 438.410(a) §438.410 Expedited resolution of appeals. The MCO must have a 
documented expedited review process for appeals, when the MCO determines (for a request from the 
enrollee) or the provider indicates (in making the request on the enrollee’s behalf or supporting the 
enrollee’s request) that taking the time for a standard resolution could seriously jeopardize the enrollee’s 
life or health or ability to attain, maintain, or regain maximum function. 
This element is met. 

 
CHP has an emergent/urgent expedited appeal process in the Medical Management Appeals Process 
policy and procedure (#C157-04, reviewed 8/2/04). Requests for an expedited appeal only will be 
granted when the absence of immediate medical attention could reasonably be expected to place the 
beneficiary’s physical or mental health in jeopardy (i.e., emergent medical condition). An emergency 
medical condition manifests itself by acute symptoms of sufficient severity such that the absence of 
immediate medical attention could reasonably be expected to result in placing the health of the 
beneficiary in serious jeopardy, serious impairment to bodily functions, or serious dysfunction of any 
bodily organ or part. In these cases, the policy requires that the medical or behavioral health reviewer 
must complete the appeal within 24 hours of request. 
 

GS19.0 – Punitive Action 

This standard is not met. 

 
Element 19.1 – 438.410(b) Punitive action. The MCO or PIHP must ensure that punitive action is 
neither taken against a provider who requests an expedited resolution or supports an enrollee’s appeal. 
This element is not met. 

 
None of the documents provided include a process to ensure that punitive action neither is taken against 
a provider who requests an expedited resolution nor supports a beneficiary’s appeal. 
 

GS20.0 – 438.410(c)(1)-(2) Action Following Denial of a Request for Expedited Resolution 

If the MCO denies a request for expedited resolution of an appeal, it must assure that its policies 

and procedures require: 

This standard is partially met. 

 
Element 20.1 – Transfer of the appeal to the timeframe for standard resolution. 
This element is partially met. 
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The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) includes 
the expedited appeals process. This process notes, “Requests for expedited appeal will only be granted 
when the adverse decision places the beneficiary’s physical/mental health in jeopardy (i.e., Emergent 
Medical Condition).” It does not state that requests for expedited appeals that the MCO denies will be 
transferred to the standard appeals process. 
 
To meet the full intent of this element, CHP must include in its appeals process the requirement to 
transfer a denied request for expedited resolution to the standard appeals process.  
 
Element 20.2 – Prompt oral notice to the enrollee of the denial, and follow-up within 2 calendar days 
with a written notice. 
This element is not met. 

 
The Medical Management Appeals Process policy and procedure (#C157-04, reviewed 8/2/04) does not 
address this element. 
 
To meet the full intent of this process, CHP must include in its appeals process the procedure for 
prompt oral notice to the beneficiary within two calendar days with a written notice when a request for 
an expedited resolution is denied. 
 

GS21.0 – Provision of Grievance System Information 

This standard is met. 

 
Element 21.1- 438.414. The MCO must provide the information about the grievance system to all 
providers and subcontractors at the time they enter into a contract. 
This element is met. 

 
CHP has several mechanisms in place to provide information about the grievance system to all providers 
at the time they enter into contract. The template provider contract includes information about 
grievances. In addition, the Provider Relations department conducts provider orientation sessions that 
include a discussion on the Utilization and Medical Management procedures. The Provider Orientation 
Checklists, Provider Orientation sign-in sheets, and Training Evaluations were provided as 
documentation that providers are educated on the CHP grievance system.  
 

GS22.0 – Recordkeeping and Reporting of Grievances 

This standard is met. 
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Element 22.1 – 438.416 Recordkeeping and reporting requirements. The MCOs must maintain records 
of grievances and appeals and provide reports to the State. 
This element is met. 

 
CHP maintains a complaints, grievances, and appeals database. Hard copy files are maintained on each 
individual grievance and appeal. CHP provides quarterly reports to the DC MAA regarding complaints, 
grievances, and appeals. 
 

GS23.0 – 438.420(b) Continuation of Benefits 

The MCO must continue the enrollee’s benefits if: 

This standard is met. 

 
Element 23.1 – The enrollee or the provider files the appeal timely. 
This element is met. 

 
Article 4 of the Medical Management Prior Authorization policy and procedure (no policy number, 
8/02/04) states that beneficiary’s benefits will continue while the CHP and/or the Office of 
Administrative Hearings appeal is pending if “the beneficiary, beneficiary representative, and/or provider 
files the appeal timely.” This portion of the procedure then defines “timely filing.” 
 
Element 23.2 – The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment 
This element is met. 

 
Article 4.a.iii. of the Medical Management Prior Authorization policy and procedure (no policy number, 
8/02/04) states that “enrollee benefits will continue if the appeal involves the termination, suspension, or 
reduction of a previously authorized course of treatment.” 
 
Element 23.3 – The services were ordered by an authorized provider. 
This element is met. 

 
Article 4.a.iv. of the Medical Management Prior Authorization policy and procedure (no policy number, 
8/02/04) states that “enrollee benefits will continue if the appeal involves services that were ordered by 
an authorized provider.” 
 
Element 23.4 – The original period covered by the original authorization has not expired. 
This element is met. 
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Article 4.a.v. of the Medical Management Prior Authorization policy and procedure (no policy number, 
8/02/04) states that “enrollee benefits will continue if the original period covered by the original 
authorization has not expired.” 
 
Element 23.5 – The enrollee requests an extension of benefits. 
This element is met. 

 
Article 4.a.vi. of the Medical Management Prior Authorization policy and procedure (no policy number, 
8/02/04) states that “enrollee benefits will continue if the beneficiary requests the extension of benefits.” 
 

GS24.0 – 438.420(c) Duration of Continued or Reinstated Benefits 

This standard is met. 

 
Element 24.1 – If, at the enrollee’s request, the MCO continues or reinstates the enrollee’s benefits while 
the appeal is pending, the benefits must be continued until one of the following occurs: 
This element is met. 

 
Article 5 of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) addresses the continuation and reinstatement of beneficiary benefits while the appeal is pending. 
 
Element 24.2 – The enrollee withdraws the appeal. 
This element is met. 

 
Article 5a of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states, “If at the Member’s request, Chartered continues or reinstates the Member’s benefits 
while the appeal is pending, the benefits must be continued until…the enrollee withdraws the appeal.” 
 
Element 24.3 – Ten days pass after the MCO mails the notice, providing the resolution of the appeal 
against the enrollee, within the 10-day timeframe, has requested a State fair hearing with continuation of 
benefits until a State fair hearing decision is reached. 
This element is met. 

 
Article 4a of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states that beneficiary benefits will continue while the CHP and/or Office of Administrative 
Hearings appeal is pending if the beneficiary, beneficiary representative, and/or provider files the appeal 
in a timely manner. “Timely” filing means on or before the later of the following: 

 Within ten days of CHP mailing the notice. 
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 The intended effective date of CHP’s proposed adverse determination. 
 If the appeal involves the termination, suspension, or reduction of previously authorized course of 

treatment. 
 The services authorized by an unauthorized provider. 
 The original period covered by the original authorization has not expired. 
 The beneficiary requests extension of benefits. 

 
This meets the intent of this element. 
 
Element 24.4 – A State fair hearing office issues a hearing decision adverse to the enrollee. 
This element is met. 

 
Article 5c of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states that “if, at the enrollee’s request, the MCO continues or reinstates the enrollee’s benefits 
while the appeal is pending, the benefits must be continued until the Office of Administrative Hearings 
issues a hearing decision adverse to the member.” 
 
Element 24.5 – The time period or service limits of a previously authorized service has been met. 
This element is met. 

 
Article 5c of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states that “if, at the enrollee’s request, the MCO continues or reinstates the enrollee’s benefits 
while the appeal is pending, the benefits must be continued until the time period or service limits of a 
service has been met.” 
 

GS25.0 – Enrollee Responsibility for Services During Appeal 

This standard is met. 

 
Element 25.1 – 438.420(d) Enrollee responsibility for services furnished while the appeal is pending. 
If the final resolution of the appeal is adverse to the enrollee, that is, upholds the MCO’s action, the 
MCO may recover the cost of the services furnished to the enrollee while the appeal is pending, to the 
extent that they were furnished solely because of the requirements of section 431.230. 
This element is met. 

 
Article 5d of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) notes, “Chartered will not request reimbursement for continuation of services furnished during a 
pending appeal, no matter if the resolution is adverse to the Member.” 
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GS26.0 – Services Not Furnished During Pending Appeal 

This standard is met. 

 
Element 26.1 – 438.424(a) Services not furnished while appeal is pending. If the MCO or the State fair 
hearing officer reverses a decision to deny, limit, or delay services that were not furnished while the 
appeal was pending, the MCO must authorize or provide the disputed services promptly, and as 
expeditiously as the enrollee’s health condition requires. 
This element is met. 

 
Article 7n of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states, “Chartered will abide by any decisions made by the Office of Administrative Hearings. If 
the decision has been made to approve the services by the Office of Administrative Hearings, Chartered 
will update any authorizations and notify the provider and member of the update within a maximum of 
two working days or as expeditiously as the member’s health condition warrants.” 
 

GS27.0 – Services Furnished During Appeal 

This standard is met. 

 
Element 27.1 – 438.424 (b) Services furnished while the appeal is pending. If the MCO, or the State fair 
hearing officer reverses a decision to deny authorization of services, and the enrollee received the 
disputed services while the appeal was pending, the MCO must pay for those services, in accordance with 
State policy and regulations. 
This element is met.  

 
Article 7n of the Medical Management Appeals Process policy and procedure (#C157-04, reviewed 
8/2/04) states, “Chartered will abide by any decisions made by the Office of Administrative Hearings. If 
the decision has been made to approve the services by the Office of Administrative Hearings, Chartered 
will update any authorizations and notify the provider and member of the update within a maximum of 
two working days or as expeditiously as the member’s health condition warrants.” It further states that “if 
services have already been rendered the services will be reimbursed based on the decision of the Office 
of Administrative Hearings.” 
 

GS28.0 – Fraud and Abuse Detection (from DC contract MCO contract) 

H8.3.1.1 through H.8.3.1.9 Fraud and Abuse Compliance Plan 

The contractor must have a written Fraud and Abuse Compliance Plan. This plan must include the 

following provisions: 

This standard is partially met. 
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CHP provided several documents to demonstrate compliance with the fraud and abuse detection 
standards. These include the CHP Anti-Fraud Waste and Abuse Plan for the District of Columbia, CHP’s 
Corporate Compliance Plan 2005, a copy of its contract with InGenix, and the DC Chartered Health 
Fraud, Waste and Abuse Implementation Plan. 
 
Element 28.1 – The MCO shall ensure that all officers, directors, managers, and employees know and 
understand the provisions of the fraud and abuse compliance plan. 
This element is met. 

 
The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia and CHP’s Corporate 
Compliance Plan 2005 contain provisions for education and training of staff in the areas of fraud, waste, 
and abuse. According to these two plans, CHP’s new and existing employees undergo an ongoing 
training program on the multidimensional nature of insurance fraud, which includes a minimum of two 
hour-long continuing education sessions. A designated CHP compliance officer is responsible for the 
development, implementation, and enforcement of the overall corporate compliance plan. The 
compliance officer also is responsible for collaborating with the compliance committee to effectively 
incorporate the compliance program into the health plan. 
 
Element 28.2 – The written plan shall contain procedures designed to prevent and detect potential or 
suspected abuse and fraud in the administration and delivery of services under this contract. 
This element is met. 

 
The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia includes procedures for the 
prevention, detection, and investigation of insurance fraud, both internal and external. According to this 
plan, InGenix has been retained by CHP to provide fraud prevention, detection, and investigative 
services. InGenix’s services to CHP also include recovery, fraud awareness training, compliance, and 
consulting. 
 
Element 28.3 – The plan shall contain provisions for the confidential reporting of plan violations to the 
designated person (e.g., MCO Fraud and Abuse Compliance Officer or hotline). 
This element is met. 

 
The Open Lines of Communications section of CHP’s Corporate Compliance Plan 2005 describes how 
this will be accomplished and includes: 

 Creating a culture of open communication. 
 Establishing and publicizing the existence, intent, and process of its compliance hotline as well as other 

mechanisms available for raising compliance concerns. 
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 Ensuring that the reporting mechanisms are convenient to employees and those associated with the 
organization, including having at least one mechanism available at all times. 

 Publicizing the ability to receive reports of noncompliance from employees and others affiliated with the 
organization. 

 Enforcing a no-tolerance policy for retaliation or retribution against an employee or associate who 
reports suspected compliance violations or misconduct. 
 
CHP maintains a toll-free hotline for employees to report suspected waste, fraud, and abuse or other 
violations of the plan or code directly to the compliance officer or his or her designee. The hotline 
number is provided to all officers, directors, and employees and is posted in a prominent place accessible 
to all employees. According to the policy, all CHP hotline callers remain anonymous. In addition, 
attempts will be made to notify callers of the results of the investigation resulting from the call to the 
hotline. 
 
The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia also notes, “CHP’s anti-fraud 
policy contains a confidentiality of information provision, which states that all information and 
discussions concerning a suspect or investigation shall be kept strictly confidential. 
 
This provision also states that anyone who inappropriately discloses information to unauthorized 
individuals, including Chartered employees who do not have a need to know the information, may be 
subject to disciplinary action up to and including dismissal.” 
 
Element 28.4 – The plan shall contain provisions for the investigation and follow-up of any compliance 
plan reports. 
This element is met.  

 
CHP’s Corporate Compliance Plan 2005 outlines the process for investigation and follow-up of 
compliance plan reports. This includes the Compliance department maintaining a log of all calls received 
and conducting preliminary reviews, if necessary, or an internal investigation of any allegation of 
misconduct received over the hotline.  
 
The CHP Anti-Fraud, Waste and Abuse plan for the District of Columbia outlines the process to be used 
to investigate “fraud, waste, and abuse committed against CHP’s assets or the assets of its customers, 
including local, state and governmental agencies.” According to this plan, CHP uses several tools from its 
vendor, InGenix, to prevent and detect insurance fraud. InGenix’s investigative process is outlined in this 
plan. 
 

CMS 000442



District of Columbia Medical Assistance Administration 
D.C. Chartered Health Plan Section II – CY2005  

 

Delmarva Foundation 
II–39 

Element 28.5 – The fraud and abuse compliance plan shall ensure that the identities of individuals 
reporting violations of the plan are protected. 
This element is met.  

 
CHP’s Corporate Compliance Plan 2005 notes that the MCO maintains a toll-free hotline for employees 
to report suspected waste, fraud, and abuse or other violations of the plan or code directly to the 
compliance officer or his or her designee. The hotline number is provided to all officers, directors, and 
employees and is posted in a prominent place accessible to all employees. According to policy, all CHP 
hotline callers remain anonymous. In addition, attempts will be made to notify callers of the results of the 
investigation resulting from the call to the hotline. 
 
The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia also notes, “CHP’s anti-fraud 
policy contains a confidentiality of information provision, which states that all information and 
discussions concerning a suspect or investigation shall be kept strictly confidential. This provision also 
states that anyone who inappropriately discloses information to unauthorized individuals, including 
Chartered employees who do not have a need to know the information, may be subject to disciplinary 
action up to and including dismissal.” 
 
Element 28.6 – The plan shall contain specific and detailed internal procedures for officers, directors, 
managers, and employees for detecting, reporting, and investigating fraud and abuse compliance plan 
violations. 
This element is met. 

 
Section I, Prevention, Detection and Investigation of Insurance Fraud, of the CHP Anti-Fraud, Waste 
and Abuse Plan for the District of Columbia details the process and procedures to be used by CHP 
directors, managers, and employees for detecting, reporting, and investigating fraud and abuse 
compliance plan violations. This information is provided to all CHP staff members as part of fraud, 
waste, and abuse training. According to CHP’s Corporate Compliance Plan 2005, each CHP employee is 
required to have four hours of training on this subject annually. 
 
Element 28.7 – The compliance plan shall require that confirmed violations be reported to MAA within 
24 hours of being confirmed. 
This element is met. 

 
Element #5 of CHP’s Corporate Compliance Plan 2005 notes that “compliance personnel will report 
confirmed incidents of fraud, waste, and abuse to the Medicaid Fraud Control Unit within 24 business 
hours of receipt and confirmation in accordance with federal and local laws and regulations.” 
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Element 28.8 – The plan shall require any confirmed or suspected fraud and abuse under state or federal 
law be reported to the District of Columbia Office of the Inspector General Medicaid Fraud Unit, the 
Medicaid Program Integrity Section of MAA, and the Office of Managed Care. 
This element is met. 

 
Section III, Reporting Insurance/Medicaid Fraud, of the CHP Anti-Fraud, Waste and Abuse Plan for the 
District of Columbia outlines CHP’s reporting requirements for confirmed or suspected fraud and abuse. 
This includes reporting such instances to the required entities. 
 
Element 28.9 – The written plan shall ensure that no individual who reports plan violations or suspected 
fraud and abuse is retaliated against. 
This element is not met.  

 
The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia and CHP’s Corporate 
Compliance Plan 2005 do not address the requirement that the written plan will ensure that no individual 
who reports plan violations or suspected fraud and abuse will be retaliated against. 
 
To meet the full intent of this element, CHP must include the requirement in the CHP Anti-Fraud, Waste 
and Abuse Plan for the District of Columbia that no individual who reports plan violations or suspected 
fraud and abuse is retaliated against. 
 
Element 28.10 – H.8.3.4 Designated compliance officer. The MCO must designate an officer or director 
in its organization who has the responsibility and authority for carrying out the provisions of the fraud 
and abuse compliance plan. 
This element is met. 

 
The CHP Anti-Fraud, Waste and Abuse Plan for the District of Columbia and CHP’s Corporate 
Compliance Plan 2005 both designate the requirement for a corporate compliance officer. The corporate 
compliance officer’s responsibilities are outlined in Element #2, Designation of Compliance Officer and 
Compliance Committee, of CHP’s Corporate Compliance Plan 2005.  
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Quality Assessment and Performance Improvement 
 

QA1.0 – 438.206(b)(1) 

The MCO, consistent with its scope of contracted services, meets the following requirements: 

This standard is partially met. 

 
Element 1.1 – Maintains and monitors a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the contract. This 
includes a formalized network analysis. 
This element is met. 

 
The DC Chartered Health Plan (CHP) completed a Network Provider Composition Analysis in January 
2005 and a Managed Care Accessibility Analysis in December 2005. These analyses consisted of an 
assessment of various types of providers, including primary care providers (PCPs), specialists, and 
behavioral health and pharmacy providers. The CHP Provider Directory 2005 includes a listing for 
hospitals, PCPs, specialists, surgeons, community health centers, urgent care centers, ambulatory surgery 
centers, dental and vision providers, ancillary care providers, nurse advice line, addiction prevention 
recovery agencies, behavioral health providers, and pharmacies. Written contracts for providers, including 
the Chartered Health Plan Specialty Physicians Service Agreement and the Chartered Health Plan 
Primary Care Provider Agreement, are in place. 
 
Element 1.2 – In establishing and maintaining the network, the MCO must evaluate the specific provider 
access requirements in its contract with the DC MAA. 
This element is partially met. 

 
The required access and availability standards are included in all of the documents listed below:  

 CHP Provider Manual 2005 
 Member Access and Availability/Enrollee Rights (C41-04, 7/24/03) 
 DC Chartered Health Plan, Inc. Specialty Physicians Services Agreement 
 DC Chartered Health Plan, Inc. Provider Service Agreement 
 CHP Access Standards Document 

 
Access requirements were evaluated in 2005 by the Provider Relations Department. The survey 
conducted assessed PCP and specialist access. Specifically, the dimensions of access measured, on a 
quarterly basis, included: emergency services, routine appointments, urgent appointments, telephone 
access, after-hours availability for emergent and non-emergent care, wait time after scheduled 
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appointment, coverage and office hours, and specialist appointments. These data were collected on the 
Organizational/Facility Environmental Review Form and the ADA Access Survey Form.  
While CHP has assessed many of the access and availability standards, it has not addressed all required 
standards in its surveys. 
 
In order to meet the full intent of this element, CHP must ensure that all access and availability standards 
are assessed at least annually.  
 
Element 1.3 – 438.206(b)(2) 

The MCO provides female enrollees with direct access to a women’s health specialist within the network 
for covered care necessary to provide women’s routine and preventive health care services. (This is in 
addition to the enrollee’s designated source of primary care if that source is not a women’s health 
specialist.) 
This element is met. 

 
The Prior Authorization policy (no policy number, 8/2/04) states, “Women seeking Family Planning 
Services are eligible to obtain care from non-participating providers under their CHP benefits.” In 
addition, Article 3a of the Member Access and Availability/Enrollee Rights policy (C41-04, 7/24/03), 
states that “CHP will provide female enrollees with direct access to women’s health specialists within the 
network for covered care necessary to provide women’s routine and preventive health services.” This is 
in addition to the beneficiary’s designated source of primary care if that source is not a women’s health 
specialist, as specified in 42 CFR 438.206(b)(2). A female beneficiary may choose a women’s health 
specialist as a primary care provider. 
 
Element 1.4 – 438.206(b)(3) 

The MCO must provide for a second opinion from a qualified health care professional within the 
network, or arranges for the enrollee to obtain one outside the network, at no cost to the enrollee. 
This element is met. 

 
Page 12 of the CHP Member Handbook 2005 notes that “enrollees are entitled to a second medical 
opinion at no cost to them. The procedure is also explained in this section. 
 

QA2.0 – 438.206(b)(4) 

The State must ensure, through its contracts, that each MCO, and consistent with the scope of its 

contracted services, meets the following requirements: 

This standard is partially met. 

 

CMS 000446



District of Columbia Medical Assistance Administration 
D.C. Chartered Health Plan Section II – CY2005  

 

Delmarva Foundation 
II–43 

Element 2.1 – If the network is unable to provide necessary medical services, covered under the 
contract, to a particular enrollee, the MCO must adequately and timely cover these services out of 
network for the enrollee for as long as the MCO is unable to provide them. 
This element is partially met. 

 
The Medical Necessity Determination policy (#130-04, 7/29/04) provides the process used to 
standardize medical necessity determinations. The Prior Authorization policy (C137-04, 8/2/04) notes 
that if the request is for a non-participating provider and there are qualified participating providers who 
can provide the services, CHP will request that a participating provider be used. If the requesting 
provider does not agree to use a participating provider, the UM staff collects the necessary information 
so a medical necessity determination can be made. Information requested should include the rationale for 
use of a non-participating provider. The case is then referred to a Medical Director for review and 
follow-up for approval. The policies and procedures do not ensure that these services will be provided 
timely. They should note the turn-around time requirement for the Medical Director review 
determination.  
 
In order to meet the full intent of this element, CHP must have policies and procedures in place to assure 
that these services are provided timely.  
 
Element 2.2 – Requires out-of-network providers to coordinate with respect to payment and ensures 
that cost to the enrollee is no greater than it would be if the services were furnished within the network. 
This element is partially met. 

 
There Letters of Agreement policy (#C170-05) states that rates will be determined by the Out of 
Network Provider’s usual, customary and reasonable (UCR) charges for non-par services and negotiated 
by the Contracting Staff and Senior Vice President of Provider Operations. Jurisdictional Medicaid 
reimbursement and methodology will be factored in to all rate negotiations according to this policy. 
 
In order to meet the full intent of this element, CHP’s policy must ensure that the cost to the beneficiary 
is no greater than it would be if the services were furnished within the network. 
 

QA3.0 – Credentialing and Recredentialing 

This standard is met. 
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Element 3.1 – 438.206(b)(3)  

The State must ensure, through its contracts, that each MCO, and each PIHP consistent with the scope 
of the PIHP’s contracted services, meets the following requirements. The MCO must demonstrate that 
its providers are credentialed as required by § 438.214. 
This element is partially met. 

 
The CHP Credentialing Plan 2005 provides the requirements and components of CHP’s credentialing 
process. The Primary Source Verification policy (C113-04, 8/2/04) outlines the items verified for each 
applicant as part of the credentialing and recredentialing process. The Credentialing and Recredentilaing 
of Practitioners policy (C110-4, 8/2/04) describes the credentialing and recredentialing process in place 
at CHP. These policies address the scope of this element.  
 
A review of 10 credentialing and 10 recredentialing files was conducted which documented that the 
credentialing and recredentialing policies and procedures are in place and applied in practice. An 
additional three records were reviewed for timeliness of recredentialing only. Credentialing records 
contained all components required and were in good order. Timelines for recredentialing within two 
years, as required by the CHP Credentialing Plan 2005 and the Credentialing and Recredentialing of 
Providers policy (C 110-04), were not met. Three of 10 were within two years; one was over three years; 
and the remainder were from three days to nine months over the two-year limit. Staff and CEO in exit 
interviews were aware of this. The health plan is moving toward NCQA standards and expects DC MAA 
to change the requirement so that every three years will be the recredentialing interval. Otherwise the 
records were complete and orderly.  
 
In order to meet the full intent of this element, CHP must follow its two-year timeline for recredentialing 
its providers.  
 

QA4.0 – 438.206(c)(1) 

The MCO must assure access and timeliness of services. The MCO must: 

This standard is met. 

 
Element 4.1 – Meet and require its providers to meet State standards for timely access to care and 
services, taking into account the urgency of need for services. 
This element is met. 

 
CHP includes its required access standards in the following documents: 

 CHP Provider Manual 2005 
 Member Access and Availability/Enrollee Rights policy (C41-04, 7/24/03) 
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 DC Chartered Health Plan, Inc. Specialty Physicians Services Agreement 
 DC Chartered Health Plan, Inc. Provider Service Agreement 
 CHP Access Standards Document 

 
These documents contain the required access requirements included in CHP’s contract with the DC 
MAA. 
 
Element 4.2 – Ensure that the network providers offer hours of operation that are no less than the 
hours of operation offered to commercial enrollees or comparable to Medicaid fee-for-service, if the 
provider serves only Medicaid enrollees. 
This element is met. 

 
The DC Chartered Health Plan, Inc. Specialty Physicians Services Agreement and the DC Chartered 
Health Plan, Inc. Provider Service Agreement include this requirement. In addition, the Member Access 
and Availability/Enrollee Rights policy (C41-04, 7/24/03) and Provider Manual 2005 include this 
requirement. 
 
Element 4.3 – Makes services available 24 hours a day, 7 days a week when medically necessary. 
This element is met. 

 
The Member Access and Availability/Enrollee Rights policy (C41-04, 7/24/03), the Provider Manual 
2005, and the DC Chartered Health Plan, Inc. Provider Service Agreement contain this requirement. 
 
Element 4.4 – Establish mechanisms to ensure compliance. 
This element is met. 

 
The Provider Network Access and Monitoring policy (no number, 2/17/04) outlines the processes CHP 
uses to ensure compliance. This includes “random strategic phone calls to verify and validate office hours 
and provider availability for primary and specialty care services.” In addition, unannounced visits are 
conducted at least quarterly to ensure that CHP’s access standards are adhered to. Data from each of 
these surveys are included on the ADA Access Survey Form or the Provider Relations Access Standards 
Assessment Tool. 
 
Element 4.5 – Monitor providers regularly to determine compliance. 
This element is met. 
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CHP provided completed provider access surveys on both the ADA Access Survey Form and the 
Provider Relations Access Standards Tool to demonstrate compliance with this requirement. The 
aggregate quarterly results for each quarter of 2005 were also provided for review.  
 
Element 4.6 – Take corrective action if there is a failure to comply. 
This element is met. 

 
The Corrective Action Implementation and Management policy (C107-04, 9/16/04) outlines the 
procedures for the development, implementation, and monitoring of corrective actions.  
 

QA5.0 – Cultural Considerations 

This standard is met. 

 
Element 5.1 – 438.206(c)(2) – Cultural considerations. 
The MCO must participate in the State’s efforts to promote the delivery of services in a culturally 
competent manner to all enrollees, including those with limited English proficiency and diverse cultural 
and ethnic backgrounds. 
This element is met. 

 
CHP has a comprehensive staff development program to address cultural competency which each staff 
member is required to complete. Key staff participated in the training session on cultural competency 
provided by the DC MAA. 
 

QA6.0 – 438.208(b)(1)-(4) Coordination and Continuity of Care 

The MCO must implement procedures to deliver primary care to and coordinate health care services 

for all MCO enrollees. These procedures must meet State requirements and must do the following: 

This standard is met. 

 
Element 6.1 – Ensure that each enrollee has an ongoing source of primary care appropriate to his or her 
needs and a person or entity designated as primarily responsible for coordinating the health care services 
furnished to the enrollee. 
This element is met. 

 
In the Responsibilities section of the CHP 2005 Medical Management Utilization Management Program 
Description, it states that “all Medicaid enrollees will be assigned a primary care provider. The DC CHP 
Specialty Physicians Services Agreement and the DC Chartered Health Plan, Inc.  
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Provider Service Agreement both note the requirement of each beneficiary to have a PCP. In addition, 
the CHP Member Handbook also notes that “each beneficiary must have a designated PCP and describes 
the role of the PCP.”  
 
Element 6.2 – Coordinate the services the MCO or PIHP furnishes to the enrollee with the services the 
enrollee receives from any other MCO. 
This element is met. 

 
The CHP Disease/Case Management Program document and the Children with Special Health Care 
Needs (CSHCN) policy (no number, 9/03) describes the coordination of services for beneficiaries 
enrolled in case or disease management. The CSHCN policy describes the process used for interagency 
collaboration (Section I), the shared provision of services (Section III), and agency responsibilities 
(Section IV). The CHP Disease/Care Management Program document outlines the process for providing 
care management, which includes coordination of all services the beneficiary is receiving. The case 
management sections of the program document note the coordination needs by disease entity. CHP 
attempts to call each new member and complete a Health Risk Assessment Form. The use of this form 
provides a screening tool for the MCO to identify beneficiaries with special needs and to identify current 
services a beneficiary receives or might need. 
 
Element 6.3 – Share with other MCOs, PIHPs, and PAHPs serving the enrollee with special health care 
needs the results of its identification and assessment of the enrollee’s needs to prevent duplication of 
those activities. 
This element is met. 

  
The CHP Disease/Case Management Program document and the Children with Special Health Care 
Needs (CSHCN) policy (no number, 9/03) describes the coordination of services for beneficiaries 
enrolled in case or disease management. The CSHCN policy describes the process used for interagency 
collaboration (Section I), the shared provision of services (Section III), and agency responsibilities 
(Section IV). The CHP Disease/Care Management Program document outlines the process for providing 
care management, which includes coordination of all services the beneficiary is receiving. The case 
management sections of the program document note the coordination needs by disease entity. 
 
Element 6.4 – Ensure that in the process of coordinating care, each enrollee’s privacy is protected in 
accordance with the privacy requirements in 45 CFR parts 160 and 164 subparts A and E, to the extent 
that they are applicable. 
This element is met. 
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The Use and Disclosures of PHI for Treatment, Payment and Healthcare Operations policy (C211-06, 
12/01/05) outlines the process to be used in coordinating care while ensuring privacy. The Member 
Access and Availability policy (C41-04, 7/24/03) states the requirement for ensuring beneficiary privacy 
in its Privacy and Confidentiality section. CHP also conducts annual staff training on HIPAA compliance 
and privacy rules. Attendance records were provided for documentation of course completion. 
 
Element 6.5 – 438.208(c)(1) 

The MCO must implement mechanisms to identify persons with special health care needs to MCOs, as 
those persons are defined by the State.  
This element is met. 

 
The CHP Disease/Case Management Program and the Children with Special Health Care Needs 
(CSHCN) policy (no number, 9/03) describe the coordination of services for beneficiaries enrolled in 
case or disease management. The Disease/Care Management Process policy (C051-04, 10/02/04) 
outlines the processes used by CHP to identify members with special health care needs. The various 
referral sources are identified along with the appropriate forms. The Case Management Trigger List 
provides a listing of conditions that require an automatic referral for disease/case management. Disease 
management programs include diabetes, respiratory disease, cardiovascular disease, HIV/AIDS, and 
oncology. Case management is available for high-risk obstetrical cases, children with special health care 
needs, and persons with behavioral health care needs. 
 
Element 6.6 – 438.208(c)(2) – Assessment. 

The MCO must implement mechanisms to assess each Medicaid enrollee identified as having special 
health care needs in order to identify any ongoing special conditions of the enrollee that require a course 
of treatment or regular care monitoring. The assessment mechanisms must use appropriate health care 
professionals. 
This element is met. 

 
The CHP Disease/Case Management Program and the Children with Special Health Care Needs 
(CSHCN) policy (no number, 9/03) describe the coordination of services for beneficiaries enrolled in 
case or disease management. The monitoring efforts include the development and updating of a care 
plan. According to the Disease/Case Management Process policy (C051-04), the care plan must be 
developed by the PCP with beneficiary input and reviewed and updated timely by a CHP case manager. 
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QA7.0 – 438.208(c)(3) Treatment Plans  

If the State requires MCOs to produce a treatment plan for enrollees with special health care needs 

who are determined through assessment to need a course of treatment or regular care monitoring, 

the treatment plan must be: 

This standard is met. 

  
Element 7.1 – (i) Developed by the enrollee’s primary care provider with enrollee participation, and in 
consultation with any specialists caring for the enrollee. 
This element is met. 

 

The Disease/Case Management Process policy (C051-04,10/20/04) states that the plan of treatment 
must be developed by the PCP with beneficiary participation, and must include specialist input (where 
necessary). CHP documents this in its electronic case management database. 
 
Element 7.2 – (ii) Approved by the MCO in a timely manner, if this approval is required by the MCO. 
This element is met. 

 
Section IIIb5 of the Disease/Case Management Process policy (C051-04, 10/20/04) states that the care 
plan must be reviewed by the care or disease manager in a timely manner. It further states that if the care 
manager doesn’t “review the treatment plan within 30 days, the plan may be implemented in accordance 
with any applicable District quality assurance and utilization review standards.” 
 
Element 7.3 – (iii) In accord with any applicable State quality assurance and utilization review standards. 
This element is met. 

 
Section IIIb5 of the Disease/Case Management Process policy (C051-04, 10/20/04) addresses this 
element. This section states that plans of treatment must be implemented in accordance with any 
applicable District quality assurance and utilization review standards. 
 

QA8.0 – Direct Access to Specialists 

This standard is met. 
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Element 8.1 – 438.208(c)(4) – Direct access to specialists. 
For enrollees with special health care needs determined through an assessment by appropriate health care 
professionals to need a course of treatment or regular care monitoring, the MCO must have a mechanism 
in place to allow enrollees to directly access a specialist (for example, through a standing referral or an 
approved number of visits) as appropriate for the enrollee’s conditions and identified needs. 
This element is met. 

 

The Specialty Referrals policy (no number, 8/2/04) outlines the referral and authorization process for 
specialists. According to the policy, the PCP must use the referral process to send a member to a 
specialist for consultation, diagnostic intervention, and/or treatment. Such a referral is valid for three 
visits in a three-month period. The policy states that “this policy is to be used as a guideline to extend 
initial referrals beyond the standard three visits/three months for chronic conditions and treatments that 
require greater than three visits.” Using the guidelines in this policy, the Utilization Management (UM) 
specialist extends the referral time frame and documents this in the electronic system (Managed Health 
Care [MHC] system). The guidelines for extended referrals include cardiac conditions, dermatology, 
endocrinology, infectious diseases, nephrology, neurology, oncology, pulmonary, and rheumatology.  
 

QA9.0 – 438.210(b)(1) and (3) – Coverage and Authorization of Services 

The MCO and its subcontractors must have in place, and follow, written policies and procedures 

that include: 

This standard is met. 

 
Element 9.1 – Procedures for the processing of requests for initial and continuing authorizations of 
services. 
This element is met. 

 
The Specialty Referrals policy (no number, 8/2/04) is in place and describes the general procedures for 
an initial authorization of a referral and for extensions of the standard three visits in a three-month 
period. The authorizations are entered into the MHC system for monitoring.  
 
Element 9.2 – That any decision to deny a service authorization request or to authorize a service in an 
amount, duration or scope that is less than requested, be made by a health care professional who has 
appropriate clinical expertise in treating the enrollee’s condition or disease. 
This element is met. 

 
The Member Access and Availability/Enrollee Rights policy (C41-04, 7/24/03) states, “In accordance 
with 42 CFR 438.210 (b)(3), any decision to deny a service authorization request or to authorize a service 
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in an amount duration, or scope that is less than requested, be made by a health care professional who 
has appropriate clinical experience in treating the beneficiary’s condition or disease.” 
 
The CHP 2005 Medical Management Utilization Management Program Description also notes that a 
licensed physician is the only person who can deny a service. In the case of behavioral health, the 
physician must be board certified as well. 
 

QA10.0 – 438.210(b)(2) – Authorization of Services 

The MCO must have mechanisms in place to: 

This standard is met. 

 
Element 10.1 – Ensure consistent application of review criteria for authorization decisions. 
This element is met. 

 
Section VIII, Review Criteria, of the CHP 2005 Medical Management Utilization Management Program 
Description states that CHP uses InterQual criteria for review decisions and authorizations. It further 
states that the Medical Director/Associate Director can make determinations based on evidence-based 
clinical guidelines. If no criteria exist for a category of services, the case is referred to a medical and/or 
behavioral health director. 
 
CHP conducts inter-rater reliability activities quarterly (March, June, September, December) for UM staff 
to include UM specialists, UM nurses, and disease and case management staff. 
 
Element 10.2 – Consult with the requesting provider when appropriate. 
This element is met. 

 
CHP has several policies addressing authorization of services. These include: 

 The CHP 2005 Medical Management Utilization Management Program Description 
 Utilization Review Procedure policy (C151-04, 8/01) 
 Prior Authorization policy (no number,8/2/04) 
 Immediate Reconsideration (Informal Review) policy (C152-04) 
 Medical Necessity Determination, Lack of Information, and Notification Timelines policy (C142-04, 

7/29/04) 
 Adverse Determinations (denials) policy (no number, 9/28/04) 

 
All of these policies require consulting with the requesting provider when appropriate.  
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QA11.0 – 438.210(c) – Coverage and Authorization of Services 

This standard is met. 

 
Element 11.1 – 438.210(c) – Notice of adverse action. 
The MCO must notify the requesting provider and give the enrollee written notice of any decision by the 
MCO to deny a service authorization request or to authorize a service in an amount, duration, or scope 
that is less than requested.  
This element is met. 

 
 Prior Authorization policy (no number,8/2/04) 
 Medical Necessity Determination, Lack of Information, and Notification Timelines policy (C142-04, 

7/29/04) 
 Adverse Determinations (denials) policy (no number, 9/28/04) 
 Medical Management Appeals Process policy (C157-04, 8/2/04) 
  

All of these policies require that the requesting provider and beneficiary receive written notice of any 
decision by the MCO to deny a service authorization request or to authorize a service in an amount, 
duration, or scope that is less than requested. 
 
Element 11.2 – Each contract must provide that compensation to individuals or entities that conduct 
utilization management activities is not structured so as to provide incentives for the individual or entity 
to deny, limit, or discontinue medically necessary services to any enrollee. 
This element is met. 

 
The Medical Management, Marketing, Provider Relations and Compliance policy (C059-04) states. 
“Compensation provided to employees, providers, or agents of Chartered, who perform utilization 
management activities, will not be structured to encourage the denial, limitation, or discontinuance of 
medically necessary services to the enrollee.”  
 

QA12.0 – 438.214(b)(2), (c) 

The MCO has written policies and procedures for selection and retention of providers and that those 

policies and procedures include, at a minimum, that the MCO: 

This standard is partially met. 

 
Element 12.1 – Must follow a documented process for credentialing and recredentialing of providers 
who have signed contracts or participation agreements with the MCO or the PIHP. 
This element is partially met. 
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The CHP Credentialing Plan 2005 provides the requirements and components of CHP’s credentialing 
process. The Primary Source Verification policy (C113-04, 8/2/04) outlines the items verified for each 
applicant as part of the credentialing and recredentialing process. The Credentialing and Recredentilaing 
of Practitioners policy (C110-4, 8/2/04) describes the credentialing and recredentialing process in place 
at CHP.  
 
The DC Chartered Health Plan, Inc. Specialty Physicians Services Agreement and the DC Chartered 
Health Plan, Inc. Provider Service Agreement include the provider requirements for credentialing. 
 
Credentialing records contained all components required and were in good order. The two-year timeline 
for recredentialing was not met for some of the recredentialing records reviewed. In summary, three of 
10 were within two years; one was over three years; and the remaining charts were overdue from three 
days to nine months. 
 
In the exit interview is was clear that the staff and CEO were aware of this. The health plan is moving 
toward NCQA standards and expects DC MAA to change the requirement so that every three years will 
be the recredentialing interval.  
 
In interviews, staff estimate 50% of providers are credentialed by a delegate and site reviews are not done 
for these clinics. It was apparent that CHP acts on the results of site visits because documentation 
showed that three providers had failed the initial visit and a corrective action plan had been required. 
 
In order to meet the full intent of this element, CHP must adhere to the two-year time limit for 
recredentialing providers.  
 
Element 12.2 – Provider selection policies and procedures (consistent with 438.12) do not discriminate 
against particular providers that serve high-risk populations or specialize in conditions that require costly 
treatment. 
This element is met. 

 
Article 4b of the Credentialing and Recredentialing of Practitioners policy (C110-04, 8/2/04) and the 
General Requirement Section (C.4) of the CHP Credentialing Plan 2005 state, “CHP shall not 
discriminate against particular providers that serve high-risk populations or specialize in conditions that 
require costly treatment.”  
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Element 12.3 – May not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his or her license or certification under applicable State law, 
solely on the basis of that license or certification. 
This element is met. 

 
The Credentialing and Recredentialing of Practitioners policy (C110-04,8/2/04) notes that “no CHP 
applicant will be declined ineligible for participation in the CHP network or discriminated against by 
CHP in any unlawful manner.” 
  
Element 12.4 – May not employ or contract with providers excluded from participation in Federal health 
care programs under either section 1128 or section 1128A of the Act. 
This element is met. 

 
The Compliance with Federal and District Laws section of the Credentialing and Recredentialing of 
Practitioners policy (C110-04,8/2/04) notes that “CHP shall ensure that the entity may not employ or 
contract with providers excluded from participation in Federal health care programs under either sections 
1128 or 1128A of the Social Security Act.” 
 

QA13.0 – 438.56 – Disenrollment 

The MCO must have disenrollment policies and procedures in place. These policies and procedures 

must: 

This standard is met. 

 
Element 13.1 – Specify the reasons for which the MCO may request disenrollment of an enrollee. 
This element is met. 

 
The Requests by Chartered Health Plan section of the Member Enrollment and Disenrollment Process 
policy (MS-52, 7/29/05) outlines the reasons for which the MCO may request disenrollment of a 
beneficiary. That section states that “CHP will notify the DC MAA if an enrollee reveals to CHP staff 
that he/she no longer resides in the District of Columbia or if the member is suspected of fraudulent 
activity.” The Disenrollment Stipulations section of the policy states that “CHP can initiate disenrollment 
if the enrollee seriously impairs the MCO’s ability to furnish services or is obtaining services in a 
fraudulent or wasteful manner.” All requests for disenrollment will be forwarded to the DC MAA for 
approval. 
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Element 13.2 – Provide that the MCO may not request disenrollment because of an adverse change in 
the enrollee’s health status, or because of the enrollee’s utilization of medical services, diminished mental 
capacity, or uncooperative or disruptive behavior resulting from his or her special needs. 
This element is met. 

 
The Member Access and Availability/Enrollee Rights policy (C41-04, 7/24/03) notes that “CHP will not 
disenroll any enrollee due to an adverse change in the enrollee’s health status, or because of the enrollee’s 
utilization of medical services, diminished mental capacity, or uncooperative or disruptive behavior 
resulting from his or her special needs except when his or her continued enrollment in CHP will seriously 
impairs the ability to furnish services to either this particular enrollee or other enrollees or the enrollee is 
obtaining services in a fraudulent or wasteful manner.”  
 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) also includes this requirement. 
 
Element 13.3 – Specify the methods by which the MCO assures the agency that it does not request 
disenrollment for reasons other than those permitted under the contract. 
This element is met. 

 
The Member Enrollment and Disenrollment Process policy (MS-52, 7/29/05) outlines the detailed 
processes used by CHP to accept and process enrollments. The processes require approval from the DC 
MAA for all disenrollments requested by the MCO or the MCO’s contracted providers. 
 

QA14.0 – 438.56(c) – Disenrollment Requested by the Enrollee 

If the State chooses to limit disenrollment, the MCO policies and procedures must provide that a 

recipient may request disenrollment as follows: 

This standard is met. 

 
Element 14.1 – For cause, at any time. 
This element is met. 

  
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that “an enrollee can request disenrollment at any time.”  
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Element 14.2 – Without cause, during the ninety days following the date of the individual’s initial 
enrollment with the MCO or the date the State sends the recipient notice of the enrollment, whichever is 
later.  
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that “an enrollee can request disenrollment without cause, during the 90 days 
following the date of the individual’s initial enrollment with the MCO or the date the District sends the 
recipient notice of the enrollment, whichever is later.” 
 
Element 14.3 – Without cause, at least once every 12 months thereafter. 
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that “an enrollee can request disenrollment without cause at least every 12 
months thereafter.” 
 
Element 14.4 – Upon automatic reenrollment under paragraph (g) of this section, if the temporary loss 
of Medicaid eligibility has caused the recipient to miss the annual disenrollment opportunity.  
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that “an enrollee can request disenrollment at any time.” This implies that 
beneficiaries can request disenrollment if they miss the annual disenrollment opportunity due to 
temporary loss of Medicaid eligibility. 
 
Element 14.5 – When the State imposes the intermediate sanction specified in § 438.702(a)(3). 
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that “an enrollee can request disenrollment when the District imposes 
intermediate sanctions.” 
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Element 14.6 – 438.56(d)(1) 

Policies and procedures for disenrollment must require the recipient (or his or her representative) to 
submit an oral or written request to the State agency (or its agent) or to the MCO if the State permits the 
MCOs to process disenrollment requests. 
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that “enrollees or their representatives can submit either an oral or written 
request to CHP for processing.” 
 

QA15.0 – 438.56(d)(2) 

Policies and procedures for disenrollment must specify the following conditions for disenrollment 

with cause: 

This standard is met. 

 

Element 15.1 – The enrollee moves out of the MCO’s, PIHP’s…service area. 
This element is met. 

 
The Cause for Disenrollment section of the Member Enrollment and Disenrollment Process policy (MS-
52, 7/29/05) includes the beneficiary’s moving out of the area as a stipulation for disenrollment with 
cause. 
 
Element 15.2 – The plan does not, because of moral or religious objections, cover the service the 
enrollee seeks. 
This element is met. 

 

The Cause for Disenrollment section of the Member Enrollment and Disenrollment Process policy (MS-
52, 7/29/05) permits a beneficiary to disenroll for cause if the plan does not cover, for moral or religious 
objections, the service the beneficiary seeks. 
  
Element 15.3 – The enrollee needs related services (for example, a cesarean section and a tubal ligation) 
to be performed at the same time; not all related services are available within the network; and the 
enrollee’s primary care provider or another provider determines that receiving the services separately 
would subject the enrollee to unnecessary risk. 
This element is met. 
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The Cause for Disenrollment section of the Member Enrollment and Disenrollment Process policy (MS-
52, 7/29/05) states that “an enrollee can disenroll for cause if he or she needs related services performed 
at the same time and not all are available within the network and receiving these services separately would 
subject him or her to unnecessary risk.” 
  
Element 15.4 – Other reasons, including but not limited to, poor quality of care, lack of access to 
services covered under the contract, or lack of access to providers experienced in dealing with the 
enrollee’s health care needs.  
This element is met. 

 
The Cause for Disenrollment section of the Member Enrollment and Disenrollment Process policy (MS-
52, 7/29/05) states that an enrollee can disenroll for cause or for other reasons as noted in this element 
such as lack of access to providers or lack of quality care. 
 
Element 15.5 – The MCO may either approve a request for disenrollment or refer the request to the 
State. 
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that CHP will either approve a request or refer the request to DC MAA for 
approval of the disenrollment. 
  
Element 15.6 – If the MCO or State agency (whichever is responsible) fails to make a disenrollment 
determination so that the recipient can be disenrolled within the time frames specified in paragraph (e)(1) 
of this section, the disenrollment is considered approved. 
This element is met. 

 
The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states, “If CHP or the MAA fails to make a disenrollment determination no later than 
the first day of the second month following the month in which the enrollee or CHP files the request, the 
disenrollment is considered approved.” 
 
Element 15.7 – 438.56(e)(1)–(2) – Disenrollment time frames. 
 Disenrollment policies and procedures must note that regardless of the procedures followed, the 
effective date of an approved disenrollment must be no later than the first day of the second month 
following the month in which the enrollee or the MCO files the request.  
This element is met. 
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The Disenrollment Stipulations section of the Member Enrollment and Disenrollment Process policy 
(MS-52, 7/29/05) states that, “regardless of the procedures followed, the effective date of an approved 
disenrollment must be no later than the first day of the second month following the month in which the 
enrollee or the MCO files the request.” 
 

QA16.0 – 438.230(a)(1)–(b)(1) – Delegation and Oversight 

This standard is met. 

 
Element 16.1 – 438.230 – Subcontractual relationships and delegation. 
The MCO must oversee and is accountable for any functions and responsibilities that it delegates to any 
subcontractor. There is evidence that before any delegation, each MCO and PIHP evaluates the 
prospective subcontractor’s ability to perform the activities to be delegated. 
This element is met. 

 

The CHP Credentialing Plan 2005 and the Delegated Credentialing and Recredentialing policy (#C11-04, 
8/2/04) address this element. Both require the delegate to agree to an evaluation by CHP prior to 
implementation of delegation of activities. According to the Delegated Credentialing and Recredentialing 
policy (#C110-04, 8/2/04), the on-site evaluation will include the following components: 

 A site visit by the Credentialing Coordinator 
 A review of the entity’s understanding of applicable standards and delegated tasks 
 An assessment of the entity’s staffing capabilities 
 A preview of the entity’s written policies, including but not limited to those addressing credentialing and 

recredentialing processes 
 A review of the entity’s written Credentialing/Recredentialing Plan 

 
A review of delegated provider audits documented that this process is in place and functioning 
appropriately.  
 
Element 16.2 – 438.230(b)(2) 

There is a written agreement that specifies the activities and report responsibilities delegated to the 
subcontractor. 
This element is met. 

 
The CHP Credentialing Plan 2005, Sections H through L, and the Delegated Credentialing and 
Recredentialing policy (#C11-04,8/2/04) address this element. Both of these require quarterly reporting 
from the delegate to include, at a minimum: 
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 A list of recently credentialied and recredentialed practitioners and other licensed health care 
professionals 

 Initial site visit scores 
 Medical record-keeping practices 
 Credentialing Committee meeting minutes 
 Names of practitioners and other licensed health care professionals reported to the state(s) licensing 

boards and the National Practitioner Data Bank 
 Other applicable information concerning the delegate’s activities 
 All critical/risk or adverse incidents 

 
The CHP Delegation Agreement (undated) includes all of the requirements set forth in CHP’s 
Credentialing Plan 2005 and Delegated Credentialing and Recredentialing policy (#C110-04, 8/2/04). 
The agreement includes CHPs responsibilities and the delegate’s responsibilities. 
 
Element 16.3 – There is a written agreement that provides for revoking delegation or imposing other 
sanctions if the subcontractor’s performance is inadequate. 
This element is met. 

 
Section II, Chartered Agreement and Obligations, of the Delegation Agreement states, “Chartered may 
terminate the delegation of credentialing provided for in this Agreement should a problem arise for 
which a CAP fails to correct identified deficiencies.”  
  
Element 16.4 – 438.230(b)(3) 

The MCO or PIHP monitors the subcontractor’s performance on an ongoing basis and subjects it to 
formal review according to a periodic schedule established by the State, consistent with industry 
standards or State laws and regulations. 
This element is met. 

 
The CHP Credentialing Plan 2005, Sections H through L, and the Delegated Credentialing and 
Recredentialing policy (C11-04) address this element. Both require CHP to conduct an on-site review of 
the delegated entity’s credentialing/recredentialing program annually and as necessary, to include, at a 
minimum: 

 Review of committee minutes related to credentialing/recredentialing activities 
 Review of policies and procedures 
 Terminations and/or resignations of the delegate’s practitioners and other licensed health care 

practitioners 
 Internal processes 
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 Review of forms used by the delegate 
 
The Credentialing Committee policy (#C109-04, 8/2/04) notes that the Credentialing Committee is 
responsible for reviewing all delegated credentialing activities, policies, and procedures, and the delegates’ 
performance. A review of the Credentialing Committee meeting minutes for 2005 documented that this 
was occurring. 
 
Element 16.5 – 438.230(b)(4) 

If any MCO identifies deficiencies or areas for improvement, the MCO and the subcontractor take 
corrective action. 
This element is met. 

 
Section II, Chartered Agreement and Obligations, of the Delegation Agreement states, Chartered may 
terminate the delegation of credentialing provided for in this Agreement should a problem arise for 
which a CAP fails to correct identified deficiencies. A CAP shall be developed by Delegate within 30 days 
after the Delegate received notice from Chartered of the identified deficiency, with subsequent 
appropriate re-measure and/or re-review within the time frame agreed to in the CAP by the parties. 
Provided that the parties agree to the terms of the CAP, no such termination can take effect until the 
Delegate has the opportunity to satisfy the CAP in the time frames set forth therein. If Chartered 
terminates the delegation of Credentialing, it may subsequently re-delegate such function to the Delegate 
if it is reasonably satisfied that the Delegate can perform such function hereunder.  
 
The Corrective Action Implementation and Management policy (#C107-04, 8/2/04) outlines the process 
used by CHP to develop, implement, and monitor corrective action plans with all types of providers, 
including delegated credentialing and recredentialing providers. The Quality Management Committee 
meeting minutes for 2005 documented the monitoring of a CAP for a dental services provider.  
 

QA17.0 – 438.236(b)(1)-(b)(4) – Practice Guidelines 

Adoption of practice guidelines: Each MCO adopts practice guidelines that meet the following 

requirements: 

This standard is met. 

 
Element 17.1 – Are based on valid and reliable clinical evidence or a consensus of health care 
professionals in the particular field. 
This element is met. 

 

CMS 000465



District of Columbia Medical Assistance Administration 
D.C. Chartered Health Plan Section II – CY2005  

 

Delmarva Foundation 
II–62 

The Clinical Practice Guideline Development and Updates policy (no number, 10/20/04) describes the 
process used to identify the need for, develop, and implement clinical practice guidelines (CPGs). This 
policy notes that the Quality Management Committee (QMC) determines the need for CPGs pertaining 
to either acute or chronic conditions. The Quality Management (QM) Department staff, in conjunction 
with the Chief Medical Officer (CMO), conducts a literature search to identify sources of expert 
consensus on conditions identified through data analysis. The QMC then develops draft practice 
guidelines for the conditions based on expert consensus documents identified. Representative specialty 
and primary care providers from the QMC review the guidelines and advise the entire committee on 
adoption of the guidelines. The guidelines are adopted after any modifications are made. 
  
Element 17.2 – Consider the needs of the MCO’s enrollees. 
This element is met. 

 
The Clinical Practice Guideline Development and Updates policy (no number, 10/20/04) describes the 
process used to identify the need for, develop, and implement CPGs. The QMC uses its quality data and 
various utilization management data to determine the need for new guidelines. The Disease Management 
Program Assessment Project identified the four most prevalent disease states in its membership: 
asthma/COPD, cardiovascular disease, diabetes, and HIV/oncology. CHP has CPGs in place to address 
these four diseases/conditions. 
 
Element 17.3 – Are adopted in consultation with contracting health care professionals. 
This element is met. 

 
The Clinical Practice Guideline Development and Updates policy (no number, 10/20/04) describes the 
process used to identify the need for, develop, and implement CPGs. The QMC develops the draft 
practice guideline and provides this to representative specialty and primary care providers from the QMC 
for review and advice. Any suggested changes are considered by the QMC, and the CPG is approved 
after all final revisions are made.  
 
Element 17.4 – Are reviewed and updated periodically as appropriate. 
This element is met. 

 
The Clinical Practice Guideline Development and Updates policy (no number, 10/20/04) states the 
requirement that all CPGs must be reviewed every two years, or more frequently if new scientific 
information or national standards become available.  
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Element 17.5 – 438.236(c) – Practice guidelines. 
The MCO disseminates the guidelines to all affected providers and, upon request, to enrollees and 
potential enrollees. 
This element is met. 

 
The Clinical Practice Guideline Development and Updates policy (no number, 10/20/04) states that 
CPGs are distributed in several ways and include conducting a special mailing, including the CPG in the 
provider newsletter, posting the CPG on the CHP website, and through specialized mailings to specific 
providers who may specialize in the condition addressed in the CPG. 
 
Element 17.6 – 438.236(d) – Practice guidelines. 
Application of guidelines: Decisions for utilization management, enrollee education, coverage of services, 
and other areas to which the guidelines apply are consistent with the guidelines. 
This element is met. 

 
The Clinical Practice Guideline Development and Updates policy (no number, 10/20/04) states that 
when a CPG is implemented, utilization review criteria, case management guidelines, member education 
information, and other relevant CHP documents are reviewed and modified if necessary to ensure 
consistency with the newly adopted guideline. The Medical Necessity Criteria policy (#C155-04, 8/2/04) 
also states that the InterQual criteria and CPGs are used for authorizing beneficiary services. The 
Disease/Case Management Program description also notes the reliance on CPGs when developing and 
implementing treatment plans and authorizing services. 
 

QA18.0 – Quality Assessment and Performance Improvement Program 

This standard is met. 

 
Element 18.1 – 438.240 – Quality assessment and performance improvement program. 
The MCO must have a documented ongoing quality assessment and performance improvement program 
for the services it furnishes to its enrollees. 
This element is met. 

 

The CHP Quality Improvement Plan and Program Description for 2005, CHP 2004 Annual Quality 
Management Program Evaluation, CHP report card, QM Work Plan 2005, quality improvement projects, 
and QMC meeting minutes were reviewed to assess compliance with this element. The CHP Quality 
Improvement Plan and Program Description for 2005 outlines the program goals, responsibilities of 
committees, reporting requirements, annual evaluation requirements, focused medical record reviews, 
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disease focused care management, and Medical and Operational Initiatives (MOIs). The CHP QM Work 
Plan 2005 outlines the specific timetable, activities, and outcomes for each major initiative. 
 

QA19.0 – 438.240(b)(1) and (d)(1)–(d)(2) 

The MCO must conduct performance improvement projects that focus on clinical and nonclinical 

areas, and that involve the following: 

This standard is met. 

 
Element 19.1 – Measurement of performance using objective quality indicators. 
This element is met. 

 
CHP developed, implemented, and reported its performance on the two required quality improvement 
projects (obesity and prenatal care) in a timely fashion. In addition to these two projects, CHP has 
implemented MOI projects. MOI projects involve both the quality and operations staff of the plan in 
developing and implementing strategies to improve the issue(s) identified. The MOI projects in process 
at the time of the on-site review are: Encounter Submission, Membership Growth, Medical Cost, 
Customer Service, Emergency Room Utilization, and Health Check. In general, these projects include 
objective quality indicators. 
 
Element 19.2 – Implementation of system interventions to achieve improvement in quality. 
This element is met. 

 
The quality improvement and MOI projects include interventions. A root cause analysis is completed 
along with a barrier analysis to determine interventions that should positively impact performance. 
Interventions for projects reviewed incorporated one-to-one contact with beneficiaries (i.e. exercise 
programs), hiring additional staff, staff development, purchasing new equipment, etc. 
  
Element 19.3 – Evaluation of the effectiveness of the interventions. 
This element is met. 

 
Repeat measurement occurs at least annually for all projects. The evaluation of the effectiveness of the 
interventions is noted in the QIA form for the DC MAA mandated projects. The MOI form includes an 
Executive Summary section that provides the data source, key statistics, and general discussion of the 
interventions implemented and other major tasks.  
 
Element 19.4 – Planning and initiation of activities for increasing or sustaining improvement. 
This element is met. 
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The planning and initiation of activities are addressed on the Quality Improvement Activity (QIA) form 
for the DC MAA required projects (obesity and prenatal care). The MOI project form includes a section 
entitled Execution that includes the task (intervention), owner, start date, end date, actual start date, and 
actual end date. 
  
Element 19.5 – Reporting the status and results of each project to the State as requested. 
This element is met. 

 
CHP provided the required quality improvement project documents to the DC MAA for timely review in 
2005. Additional projects implemented and results were reported in CHP’s Annual Report to DC MAA. 
 
Element 19.6 – 438.240(d)(2) 
The MCO must report the status and results of each project to the State as requested, including those 
that incorporate the requirements of § 438.240(a)(2). Each performance improvement project must be 
completed in a reasonable time period so as to generally allow information on the success of performance 
improvement projects in the aggregate to produce new information on quality of care every year. 
This element is met. 

  
The QIA form and the MOI forms both include time frames for completion of major tasks. Each project 
is reviewed and updated at least annually, but usually at least quarterly. At the time of the annual 
evaluation of the quality improvement program, CHP determines which projects to continue and which 
projects should be closed.  
  

QA20.0 – 438.240(b)(2) Quality Assessments and Performance Improvement Program 

Basic elements of an MCO quality assessment and performance improvement program. At a 

minimum, the MCO must submit performance measurement data at least annually. The MCO must: 

This standard is met. 

 
Element 20.1 – Measure and report to the State its performance, using standard measures required by 
the State, including those that incorporate the requirements of 438.204(c) and 438.240(a)(2). [Note: 
438.204(c) and 438.240(a)(2) are included below.]  
This element is met. 

 
CHP provides the DC MAA an annual report on its quality improvement efforts in the format specified 
by the DC MAA. This includes both CHP-selected indicators and DC MAA–required indicators on 
performance. Some of these measures are collected in the standard quarterly report the MCOs submit to 
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DC MAA. Others are required annually, such as the HEDIS®1 measures that were audited by Delmarva 
in 2005.  
  
Element 20.2 – Submit to the State, data specified by the State, that enables the State to measure the 
MCO’s performance; or perform a combination of the activities described in paragraphs (c)(1) and (c)(2) 
of this section.  
This element is met. 

 
Each MCO is required to complete a standard quarterly report and provide an annual report on its quality 
improvement program. These reports contain the DC MAA–required indicators for performance as well 
as indicator results for the prenatal and obesity projects.  
 

 QA21.0 – Mechanisms for Utilization of Services 

This standard is met. 

 
Element 21.1 – 438.240(b)(3) 
The MCO must have in effect mechanisms to detect both underutilization and overutilization of services. 
This element is met. 

 
The CHP 2005 Medical Management Utilization Management Program Description describes the general 
categories of primary and secondary indicators that will be assessed. For 2005, CHP selected three 
categories: deviation from appropriate use of prescribed medications, appropriate primary care utilization, 
and appropriate specialist utilization. Some of the specific indicators in these categories include 
antidepressant adherence, inhaled corticosteroid adherence for persons with asthma, use of primary care 
for EPSDT services, and adherence to prenatal care guidelines. 
 

QA22.0 – Mechanism to Assess of Care 

This standard is met. 

 
Element 22.1 – 438.240(b)(4) 
The MCO must have in effect mechanisms to assess the quality and appropriateness of care furnished to 
enrollees with special health care needs. 
This element is met. 

 

                                                      
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance. 
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The CHP 2005 Medical Management Utilization Management Program Description notes CHP will 
monitor case and disease management statistics. Specifically, the UM program tracks statistics for 
children with special health care needs, adherence to use of inhaled corticosteroid therapy for those 
diagnosed with asthma, completion of EPSDT services and immunizations, and appropriate use of 
primary care and specialist services.  
 

QA23.0 – Evaluation of Quality Assessment and Performance Improvement 

This standard is met. 

 
Element 23.1 – 438.240(e)(2) 
The MCO must have a process for its own evaluation of the impact and effectiveness of its quality 
assessment and performance improvement program. 
This element is met.  

 
The CHP Quality Improvement Plan (QIP) and Program Description for 2005, CHP 2004 Annual 
Quality Management Program Evaluation, CHP report card, QM Work Plan 2005, and quality 
improvement projects were reviewed to assess compliance with this element. The QM Work Plan 
outlines CHP’s quality related activities for 2005, and the QM Work Plan 2005 provided the time frames 
and steps for completion in the review year. The CHP QIP and Program Description note that CHP will 
complete an annual evaluation of its quality improvement program. This evaluation was in process for 
the 2005 review year at the time of the on-site review. However, a review of the 2004 activities was 
presented in the 2004 Annual Quality Management Program Evaluation.  
 

QA24.0 – 438.242(a) – Health Information Systems 

This standard is met. 

 
Element 24.1 – The MCO must maintain a health information system that collects, analyzes, integrates, 
and reports data. The system must provide information on areas including, but not limited to, utilization, 
grievances, and disenrollments for other than loss of Medicaid eligibility. 
This element is met. 

 
CHP uses the Computer Science Corporation’s Managed Healthcare (MHC) system as the primary 
system for its DC Medicaid managed care program. The newest release of MHC was installed in April 
2005.  
 
The MHC system is a fully integrated UNIX-based system with membership, Medicaid processing, claims 
processing, utilization management, provider and credentialing, customer service, and financial modules. 
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Additional systems include the Consolidated Outreach and Case Management System, EPSDT/Outreach 
Tracker System, Disease and OB Management Database, InterQual Decision Support Criteria, Claims 
Editing software, Population Profiling System, Risk Management Database, and the Automated Call 
Distribution (ACD) lines.  
 

QA25.0 – 438.242(b) – Health Information Systems 

This standard is met. 

 
Element 25.1 – The MCO’s health information systems must be able to collect data on enrollee and 
provider characteristics as specified by the State, and on services furnished to enrollees through an 
encounter data system or other methods as may be specified by the State. 
This element is met. 

 
The MHC system is the primary system for CHP’s DC Medicaid managed care program. The various 
modules, as listed above, are fully integrated and support all membership enrollment functions, employer 
group billing, utilization, claims processing, provider maintenance, contracting, and financial information 
needs.  
 
According to the DC Chartered Health Plan’s Information Systems & Reporting Document (undated), 
MHC’s flexibility in design has made the coordination between these modules completely automatic. This 
document also explains the operational procedures for generating service-specific encounter data by 
member and/or provider.  
 
Element 25.2 – The MCO’s health information systems must be able to ensure that data received from 
providers is accurate and complete by: 
This element is met. 

 
a) Verifying the accuracy and timeliness of reported data. 
 This component is met. 

 
The DC Chartered Health Plan’s Information Systems & Reporting Document (undated), outlines 
the process used by CHP to receive data from providers and DC MAA. It describes the edit checks, 
including verification of eligibility and services for each member. The appropriate edit checks are in 
place to verify the accuracy of the data. Timeliness of data is also assessed during the processing of 
daily business functions, especially in the area of claims processing and payment.  
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b) Screening the data for completeness, logic, and consistency. 
 This component is met. 

 
The DC Chartered Health Plan’s Information Systems & Reporting Document (undated), details the 
processes used to screen data for completeness, logic, and consistency for each module in the MHC 
system. 

 
c) Collecting service information in standardized formats to the extent feasible and appropriate. 
 This component is met. 

 
The DC Chartered Health Plan’s Information Systems & Reporting Document (undated) provides 
an overview of the components of each MHC module and additional databases used by CHP. The 
formats used for data collection from outside sources are standardized to accept data from providers 
and from the enrollment broker for processing.  

 
d) Making all collected data available to the State and to CMS. 
 This component is met. 

 
The Reporting Capabilities section of the DC Chartered Health Plan’s Information Systems & 
Reporting Document (undated) states CHP’s willingness to generate the required reporting 
information per its contractual agreement with DC MAA. DC CHP provides the required data to 
DC MAA at least quarterly through the required DC MAA quarterly reporting form. In addition, 
CHP provided its annual quality management report and the required quality improvement project 
and data as requested/required by DC MAA. 
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Appendix IIA1 - Recommendations At-A-Glance 
 

Performance Rating – District of Columbia EQRO Performance Standards 
Subpart C Regulations: Enrollee Rights and Protections 

 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER1.0 – Enrollee Rights Policy and Procedure 

1.1 438.100 (a) (1-2) 
The MCO must have 
written policies regarding 
enrollee rights. 
 

X    
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Performance Rating – District of Columbia EQRO Performance Standards 
Subpart C Regulations: Enrollee Rights and Protections 

 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER2.0 – 438.100(b) (2) (ii) – (vi) Content of Enrollee Rights Policy 
The enrollee right and responsibilities policy and procedure must include the enrollee right to: 
2.1 Be treated with respect 

and with due consideration 
for his or her dignity and 
privacy.  
 

X    

2.2 Receive information on 
available treatment 
options and alternatives, 
presented in a manner 
appropriate to the 
enrollee’s condition and 
ability to understand. 
 

X    

2.3 Participate in decisions 
regarding his or her health 
care, including the right to 
refuse treatment. 
 

X    

2.4 To be free from and form 
of restraint or seclusion 
used as a means of 
coercion, discipline, 
convenience, or retaliation, 
as specified in other 
Federal regulations on the 
use of restraints and 
seclusion. 
 

  X To meet the intent of this element CHP 
must add this enrollee right to its 
Member Rights and Responsibilities 
Policy and Member Handbook and 
other materials that include beneficiary 
rights statements. 
 
To meet the intent of this element CHP 
must add this enrollee right to its 
Member Rights and Responsibilities 
Policy and Member Handbook and 
other materials that include beneficiary 
rights statements. 
 
CHP CAP Response:  CHP will revise 
the Member Rights and 
Responsibilities Policy and Member 
Handbook to include this enrollee right 
by the 3rd quarter of 2006.  
 
Delmarva Response: The corrective 
action and timeframe are reasonable.  
 
CAP Determination: Adequate. 

2.5 Request and receive his or 
her medical records and 
request that they be 
amended of corrected. 
 

X    
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Subpart C Regulations: Enrollee Rights and Protections 

 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

2.6 Formulate advance 
directives (417.436(d) (1) 
(i) (A). 
 

X    

2.7 Make decisions regarding 
health care including the 
right to accept or refuse 
medical treatment 
(417.436(d) (1)(i)(A) 
 

X    

2.8 The right to file grievances 
and appeals 9438.10(g) 
(ii). 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER3. 0 – Enrollee Information Provisions 

3.1 438.100 (b)(2)(i) and 
438.10(d)(1)(i) 
Enrollees have the right to 
receive information in 
accordance with section 
438.10 which states that 
MCOs must provide all 
enrollment notices, 
information materials, and 
instructional materials 
relating to enrollees and 
potential enrollees in a 
manner and format that 
may be easily understood. 
 

X    

3.2 4368.10(c) (3) 
The MCO must make its 
written information 
available in the prevalent, 
non-English languages in 
its particular service area. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER4.0 – 438.10(c) (4) - (5) Language Services 
The MCO must make language services [i.e., oral interpretation services] available to its enrollees: 
4.1 These services must be 

free of charge to each 
enrollee. 
 

X    

4.2 The MCO must notify its 
enrollees that oral 
interpretation is available 
for any language. 
 

X    

4.3 The MCO must notify its 
enrollees that written 
information is available in 
prevalent languages. 
 

X    

4.4 The MCO must notify its 
enrollees how to access 
free interpretation 
services. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER5.0 – 438.10(d) (1)(ii) and (d)(2) Alternative Formats for Enrollee Information 
Written material must be available in alternative formats. 
5.1 Written material must be 

available in alternative 
formats and in an 
appropriate manner that 
takes into consideration 
the special needs for those 
who, for example, are 
visually limited or have 
limited reading proficiency. 
 

X    

5.2 All enrollees and potential 
enrollees must be 
informed that information 
is available in alternative 
formats and how to access 
those formats. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER6.0 – 438.10(f)(2) and (f)(6) and 438.114 Enrollee Information 
The MCO must notify all enrollees of their right to request and obtain information listed below within a 
reasonable time after enrollment and at least annually thereafter. 
6.1 Names, locations, 

telephone numbers of, and 
non-English languages 
spoken by current 
contracted providers in the 
enrollee’s service area, 
including identification of 
providers that are not 
accepting new patients. 
 

X    

6.2 Any restrictions on the 
enrollee’s freedom of 
choice among network 
providers. 
 

X    

6.3 Enrollee rights and 
responsibilities. 
 

X    

6.4 Information on grievance 
and fair hearing 
procedures. 
 

X    

6.5 The amount, duration, and 
scope of benefits available 
under the contract in 
sufficient detail to ensure 
that enrollees understand 
the benefits to which they 
are entitled. 
 

X    

6.6 Procedures for obtaining 
benefits, including 
authorization 
requirements. 
 

X    

6.7 The extent to which, 
enrollees may obtain 
benefits, including family 
planning services, from 
out-of-network providers. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

6.8 The extent to which, and 
how, after-hours and 
emergency coverage are 
provided including what 
constitutes and emergency 
medical condition, 
emergency services, and 
post-stabilization services 
(which reference to the 
definitions in 438.114) 
 

X    

6.9 The fact that pre-
authorization is not 
required for emergency 
services. 
 

X    

6.10 The process and procedure 
for obtaining emergency 
services, including use of 
the 911 telephone system 
or its local equivalent. 
 

X    

6.11 The locations of any 
emergency settings and 
other locations at which 
providers and hospitals 
furnish emergency services 
and post-stabilization 
services covered under the 
contract. 
 

X    

6.12 The fact that enrollees 
have the right to use any 
hospital or other setting for 
emergency care. 
 

X    

6.13 The MCOs policy on 
referrals for specialty care 
and for other benefits not 
furnished by the enrollee’s 
primary care provider. 
 

X    

6.14 Cost sharing, if any. 
 

N/A    

6.15 How and where to access 
any benefits that are 
available under the State 
plan, but are not covered 
under the contract. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER7.0 – 438.10(g) (1)(i) – (vii) Information Requirements – Grievance and Appeals 
MCOs must provide grievance, appeal and fair hearing information to their enrollees. Grievance, appeal 
and fair hearing procedures must be in a State-developed or State-approved description, that must include 
the following: 
7.1 Grievances, appeal, and 

fair hearing procedures. 
 

X    

7.2 The State Fair Hearing 
process to include the 
rights to a hearing, the 
method for obtaining a 
hearing and the rules that 
govern representation at 
the hearing. 
 

X    

7.3 The right to file grievances 
and appeals. 
 

X    

7.4 The requirements and 
timeframes for filling a 
grievance or appeal. 
 

X    

7.5 The availability of 
assistance in the filing 
process. 
 

 X  To meet the full intent of this element, 
CHP must state in its Member 
Handbook that Member Services is 
available to assist beneficiaries in filing 
grievances and appeals. 
 
CHP CAP Response: CHP will revise the 
Member Handbook to include the 
language stating, “Member Services is 
available to assist enrollees in filing 
grievances and appeals.” 
 
Delmarva Response: Inserting this 
language in the Member Handbook 
addresses this requirement. 
 
CAP Determination: Adequate. 

7.6 The toll-free numbers that 
the enrollee can use to file 
a grievance or an appeal 
by phone. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

7.7 The fact that, when 
requested by the enrollee 
benefits will continue if the 
enrollee files an appeal of 
request for State fair 
hearing within the time 
frames specified for filing. 
 

X    

7.8 That the enrollee may be 
required to pay the cost of 
services furnished while 
the appeal is pending, if 
the final decision is 
adverse to the enrollee. 
 

X    

7.9 Any appeal rights that the 
State chooses to make 
available to providers to 
challenge the failure of the 
organization to cover a 
service. 
 

X    
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Met 

Not 
Met Recommendations To Meet Element 

ER8.0 – 438.114 Emergency and Post-Stabilization Services 438.10(g) (2) 
The MCO must address advance directives. The MCO must: 
8.1 Have written and 

procedures concerning 
advance directives 
(417.436(d)). 
 

X    

8.2 Provide all adult enrollees 
with written information on 
advance directives policies, 
and include a brief 
description of applicable 
State law. (438.6(i) (2). 
 

X    

8.3 Provide information to 
individuals concerning 
their rights under the State 
law to make decisions 
concerning medical care 
including the right to 
accept or refuse medical 
treatment and the right to 
formulate advance 
directives. 
 

X    

8.4 Provide its written policies 
respecting the 
implementation of the 
right to make decisions 
regarding care and the 
right to formulate and 
advance directive. 
 

X    

8.5 Provide for the education 
of staff concerning its 
policies and procedures on 
advance directives. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER9.0 – Enrollee Information Requirements 
9.1 438.10(g) (3) and 438. 

Information must be 
provided to all enrollees, 
upon request, regarding 
the structure and operation 
of the MCO, physician 
incentive plans, quality, 
and to the extent available, 
performance indicators 
(including, but not limited 
to disenrollment rates and 
enrollee satisfaction. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER10.0 -438.106 (a) – (c) Non-Liability of Enrollee 
The MCO must provide that is Medicaid enrollees are not held liable for any of the following:  
10.1 The MCO’s debts in the 

case of the entity’s 
insolvency 
 

X    

10.2 Covered services provided 
to the enrollee, for which 
the State does not pay the 
MCO of or does not pay the 
individual health care 
provider that furnished the 
services under a 
contractual, referral or 
other arrangement. 
 

X    

10.3 Payments for covered 
services furnished under a 
contract, referral, or other 
arrangement, to the extent 
that those payments are in 
excess of the amount that 
the enrollee would pay if 
the MCO provided the 
services directly. 
 

X    
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 Met Partially 
Met 

Not 
Met Recommendations To Meet Element 

ER11.0 - 438.102 Provider-Enrollee Communications 
An MCO may not prohibit, or otherwise restrict. A health care professional acting within the lawful scope of 
practice from advising or advocating on behalf of an enrollee who is his or her patient for the following: 
11.1 The enrollee’s health 

status, medical care or 
treatment options 
including any alternative 
treatment that may be 
self-administered. 
 

X    

11.2 Any information the 
enrollee needs in order to 
decide among all relevant 
treatment options. 
 

X    

11.3 The risks, benefits, and 
consequences of 
treatment or non-
treatment. 
 

X    

11.4 The enrollee’s right to 
participate in decisions 
regarding his/her health 
care, including the right to 
refuse treatments, and to 
express preferences about 
future treatment decisions. 
 

X    
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Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet Element 

GS1.0 – Documented Processes for Grievances, Appeals and State Fair Hearings 

1.1 438.402(a) 
Each MCO and PIHP must 
have a documented 
system in place for 
enrollees that include a 
grievance process, an 
appeal process, and 
access to the State’s fair 
hearing system. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS2.0 – 438.402(b)(1) 
The policies and procedures must allow for: 
2.1 An enrollee to file a 

grievance, an MCO level 
appeal, and may request a 
State fair hearing.  
 

X    

2.2 A provider, acting on 
behalf of the enrollee and 
with the enrollee’s written 
consent, may file an 
appeal. 
 

X    

2.3 A provider to file a 
grievance or request a 
State fair hearing on 
behalf of an enrollee, if 
the State permits the 
provider to act as the 
enrollee’s authorized 
representative in doing so. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS3.0 - 438.402(b)(2) 
The MCO policies and procedures specify a reasonable timeframe that may be no less than 20 days and 
not to exceed 90 days from the date on the MCO’s notice of action. Within that timeframe— 
3.1 The enrollee or the 

provider may file an 
appeal. 
 

X    

3.2 In a State that does not 
require exhaustion of MCO 
level appeals; the enrollee 
may request a State fair 
hearing. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS4.0 - 438.402(b)(3) 
The MCO procedures for filing must state that the enrollee: 
4.1 May file a grievance either 

orally or in writing and, as 
determined by the State, 
either with the State or 
with the MCO. 
 

X    

4.2 Or the provider may file an 
appeal either orally or in 
writing, and unless he or 
she requests expedited 
resolution, must follow an 
oral filing with a written, 
signed, appeal. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS5.0 -  Language and Format Requirements 

5.1 438.404 Notice of Action: 
- 438.404 (a) Language 
and format requirements. 
The notice must be in 
writing and must meet 
language and format 
requirements. 
 

X    
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Met Not Met Recommendations To Meet Element 

GS6.0 - 438.404(b) Content of the Notice of Action (NOA) 
The notice must explain the following: 
6.1 The action the MCO or its 

contractor has taken or 
intends to take. 
 

X    

6.2 The reasons for the action 
 

X    

6.3 The enrollee’s or the 
provider’s right to file an 
MCO appeal. 
 

X    

6.4 If the State does not 
require the enrollee to 
exhaust the MCO level 
appeal procedures, the 
enrollee’s right to request 
a State fair hearing. 
 

X    

6.5 The procedures for 
exercising the rights 
specified in this 
paragraph. 
 

X    

6.6 The circumstances under 
which expedited resolution 
is available and how to 
request it. 
 

X    

6.7 The enrollee’s right to 
have benefits to continue 
pending resolution of the 
appeal, how to request 
that benefits be continued, 
and the circumstances 
under which the enrollee 
may be required to pay the 
costs of these services. 
 

X    
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Met Not Met Recommendations To Meet Element 

GS7.0 - 438.210(d) Timeframe for Decisions for Standard Authorizations. 
For standard service authorization decisions that deny or limit services, decisions must be made within the 
time frame specified in §438.210(d).  
The MCO, policies, procedures and practices must require the following timeframes for decisions: 
7.1 For standard authorization 

decisions, the MCO must 
provide notice as 
expeditiously as the 
enrollee’s health condition 
requires and within State-
established timeframes 
that may not exceed 14 
calendar days following 
receipt of the request for 
service. 
 

X    

7.2 Possible extensions of the 
14 calendar day 
timeframe are allowed if 
the enrollee, or the 
provider, requests 
extension. 
 

  X To meet the full intent of this element, 
CHP must implement a process to 
allow for a 14 day extension if the 
beneficiary or provider requests an 
extension. 
 
CHP CAP Response: CHP will update its 
Authorization Policy to include the 
possible extensions of the 14 calendar 
day timeframe if the enrollee or the 
provider requests an extension. The 
Provider Manual will be updated to 
reflect this change in policy. Staff and 
provider education will be completed.  
 
Delmarva Response: The policy 
revisions address the identified 
concern. CHP will need to demonstrate 
that this policy has been implemented. 
 
CAP Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

7.3 Possible extensions of the 
14 calendar day 
timeframe are allowed if 
the MCO justifies (to the 
State agency upon 
request) a need for 
additional information and 
how the extension is in the 
enrollee’s interest. 
 

  X To meet the full intent of this element, 
CHP must implement a process to 
allow the MCO to request a 14 
calendar day extension if the MCO can 
justify that it is in the enrollee’s best 
interest. 
 
CHP CAP Response: CHP will update its 
Authorization Policy to include the 
extensions of the 14 calendar day 
timeframe allowance if the MCO 
justifies a need for additional 
information and demonstrates how the 
extension is in the enrollee’s interest. 
The Provider Manual will be updated to 
reflect this change in policy. Staff and 
provider education will be completed.  
 
Delmarva Response: The policy 
revisions address the identified 
concern. CHP will need to demonstrate 
that this policy has been implemented. 
 
CAP Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS8.0 - 438.210 and 438.404(c) (4) Expedited Authorization Decisions. 
For cases in which a provider indicates, or the MCO determines, that following the standard timeframe 
could seriously jeopardize the enrollee’s life or health or ability attain, maintain, or regain maximum 
function, the MCO must make an expedited authorization decision. 
8.1 The MCO must have an 

expedited authorization 
process policy and 
procedures in place. 
 

X    

8.2 The procedures and 
practices require that the 
MCO provide notice as 
expeditiously as the 
enrollee’s health condition 
requires and no later than 
3 working days after 
receipt of the request for 
service. 
 

X    

8.3 The MCO, may extend the 
3 working days time 
period by up to 14 
calendar days if the 
enrollee requests an 
extension, or if the MCO, 
justifies (to the State 
agency upon request) a 
need for additional 
information and how the 
extension is in the 
enrollee’s interest. 
 

  X To meet the full intent of this element, 
the Prior Authorization policy must 
ensure that the MCO may extend the 
three (3) working days time period by 
up to 14 calendar days if the 
beneficiary or CHP requests an 
extension. If CHP requests the 
extension, it must also justify the need 
for additional information and how the 
extension is in the beneficiary’s 
interest.  
 
CHP CAP Response: CHP will update its 
Authorization Policy to state that CHP 
may extend the 3 working days time 
period by up to 14 calendar days if the 
enrollee requests an extension, or if the 
MCO, justifies (to the State agency 
upon request) a need for additional 
information and how the extension is in 
the enrollee’s interest. 
 
Delmarva Response: The policy 
revisions address the identified 
concern. CHP will need to demonstrate 
that this policy has been implemented. 
 
CAP Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

8.4 If an extension is granted, 
the MCO policies and 
procedures must require 
the MCO to provide written 
notice to the enrollee of 
the reason for the decision 
to extend the timeframe 
and inform the enrollee of 
the right to file a grievance 
if he or she disagrees with 
that decision. 
 

  X To meet the full intent of this element, 
CHP must ensure that an expedited 
authorization policy is in place and that 
it ensures that if an extension is 
granted, the MCO must provide written 
notice to the beneficiary of the reason 
for the decision to extend the 
timeframe and inform the beneficiary 
of the right to file a grievance if he or 
she disagrees with that decision. 
 
CHP CAP Response: CHP will update its 
Authorization Policy to state that if an 
extension is granted, CHP’s provide 
written notice to the enrollee of the 
reason for the decision to extend the 
timeframe and inform the enrollee of 
the right to file a grievance if he or she 
disagrees with that decision. 
 
Delmarva Response: The policy 
revisions address the identified 
concern. CHP will need to demonstrate 
that this policy has been implemented. 
 
CAP Determination: Adequate. 

8.5 The policy and procedures 
must require that in cases 
of extensions, the MCO will 
issue and carry out its 
determination as 
expeditiously as the 
enrollee’s health condition 
requires and no later than 
the date the extension 
expires. 
 

  X To meet the full intent of this element, 
CHP must ensure that the Prior 
Authorization policy (no policy number, 
8/02/04) addresses the extension 
requirements and requires that in 
cases of extensions that the MCO will 
issue and carry out its determination 
as expeditiously as the beneficiary’s 
health condition requires and no later 
than the extension requires. 
 
CHP CAP Response: CHP will update its 
Authorization Policy to state that in 
cases of extensions, CHP will issue and 
carry out its determination as 
expeditiously as the enrollee’s health 
condition requires and no later than 
the date the extension expires. 
 
Delmarva Response: The policy 
revisions address the identified 
concern. CHP will need to demonstrate 
that this policy has been implemented. 
 
CAP Determination: Adequate. 

CMS 000497



District of Columbia Medical Assistance Administration  
DC Chartered Health Plan, Inc.  Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 11  

Performance Rating – District of Columbia Performance Standards 
Subpart F Regulations: Grievance Systems 
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Met Not Met Recommendations To Meet Element 

GS9.0 - 438.406.(a)(1)-(3) Handling of Grievances and Appeals 
In handling grievances and appeals, the MCO must: 
9.1 Give enrollees any 

reasonable assistance in 
completing forms and 
taking other procedural 
steps. 
 

X    

9.2 Acknowledge receipt of 
each grievance and 
appeal. 
 

X    

9.3 Ensure that individuals 
who make decisions on 
grievances and appeals 
are individuals who were 
not involved in any 
previous level of review or 
decision-making. 
 

X    

9.4 Ensure that health care 
professionals who have 
the appropriate clinical 
expertise in treating the 
enrollees condition or 
disease are involved in the 
decision making process. 
 

X    
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Met Not Met Recommendations To Meet Element 

GS10.0 - 438.406 (b) (1)-(4) Appeals Policies 
The policies and procedures for appeals must: 
10.1 Provide that oral inquiries 

seeking to appeal an 
action are treated as 
appeals and must be 
confirmed in writing, 
unless the enrollee or 
provider requests 
expedited resolution. 
 

X    

10.2 Provide the enrollee a 
reasonable opportunity to 
present evidence, and 
allegations of fact or law, 
in person as well as in 
writing. 
 

X    

10.3 Provide the enrollee and 
his or her representative 
opportunity, before and 
during the appeals 
process, to examine the 
enrollee’s case file, 
including medical records, 
and any other documents 
and records considered 
during the appeals 
process. 
 

X    

CMS 000499



District of Columbia Medical Assistance Administration  
DC Chartered Health Plan, Inc.  Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 13  

Performance Rating – District of Columbia Performance Standards 
Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet Element 

10.4 Include, as parties to the 
appeal, the enrollee and 
his or her representative, 
or the legal representative 
of a deceased enrollee’s 
estate. 
 

  X To meet the full intent of this element, 
CHP must include the right of a 
beneficiary, his or her representative, 
or the legal representative of a 
deceased beneficiary’s estate to be 
parties in the appeals process.  
 
CHP CAP Response:  CHP will update 
its Appeal Policy to include as parties 
to the appeal, the enrollee and his or 
her representative, or the legal 
representative of a deceased enrollee’s 
estate...  The Provider Manual and 
Member Handbook will also be revised 
to include this revision. Staff and 
network providers will receive 
education on this requirement. 
 
Delmarva Response: The revisions to 
the Appeal Policy, Member Handbook 
and Provider Manual address the issue 
identified.  
 
CAP Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS11.0 - §438.408 and (b)(1)-(3) Resolution and Notification: Grievances and Appeals 
The MCO or PIHP must dispose each grievance and resolve each appeal, and provide notice, as 
expeditiously as the enrollee’s health condition requires, within State-established time frames that may 
not exceed time frames specified in this section. 
11.1 For standard disposition of 

a grievance and notice to 
the affected parties, the 
timeframe is established 
by the State, but may not 
exceed 90 days from the 
day the MCO receives the 
grievance. 
 

X    

11.2 Standard resolution of 
appeals. For standard 
resolution of an appeal 
and notice to the affected 
parties, the State must 
establish a timeframe that 
is no longer than 45 days 
from the day the MCO 
receives the appeal. This 
timeframe may be 
extended under paragraph 
(c) of this section. 
 

X    

11.3 Expedited resolution of 
appeals. For expedited 
resolution of an appeal 
and notice to the affected 
parties, the State must 
establish a timeframe that 
is no longer than 3 
working days after the 
MCO or PIHP receives the 
appeal. This timeframe 
may be extended under 
paragraph (c) of this 
section. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS12.0 - 438.408(c)(1) Extensions 
The MCO policies and procedures can allow for the extension of timeframes. The MCO may extend the 
timeframes from paragraph (b) of this section by up to 14 calendar days if: 
12.1 The enrollee requests the 

extension. 
 

X    

12.2 The MCO shows (to the 
satisfaction of the State 
agency, upon its request) 
that there is a need for 
additional information and 
how the delay is in the 
enrollee’s interest. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS13.0 – Extension Requirements 

13.1 Requirements438.408(c) 
(2) Requirements 
following extension. 
If the MCO extends the 
timeframes, it must, for 
any extension not 
requested by the enrollee, 
give the enrollee written 
notice of the reason for 
the delay. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS14.0 – Format of Resolution Notice 

14.1 438.408(d) (1) (d) Format 
of notice-Grievance 
Resolution. 
The MCO will notify the 
enrollee of the disposition 
of the grievance 
 

X    

CMS 000504



District of Columbia Medical Assistance Administration  
DC Chartered Health Plan, Inc.  Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 18  

Performance Rating – District of Columbia Performance Standards 
Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet Element 

GS15.0 - 438.408(d) (2) (2) Notification of the Outcome of Appeals. 
Enrollees must be notified of the outcome of appeals. 
15.1 For all appeals, the MCO 

must provide written 
notice of disposition. 
 

X    

15.2 For notice of expedited 
resolution, the MCO must 
also make reasonable 
efforts to provide oral 
notice. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS16.0 - 438.408(e) (1) Content of Notice of Appeal Resolution.  
The written notice of the resolution must include the following: 
16.1 The results of the 

resolution process. 
 

X    

16.2 The date it was 
completed. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS17.0 - 438.408(e) (2) Content of Notice of Appeal Resolution. 
The written notice of the resolution must include the following for appeals not resolved wholly in favor of 
the enrollee. 
17.1 The right to request a 

State fair hearing, and 
how to do so. 
 

X    

17.2 The right to request to 
receive benefits while the 
hearing is pending, and 
how to make the request. 
 

X    

17.3 That the enrollee may be 
held liable for the cost of 
those benefits if the 
hearing decision upholds 
the MCO’s action. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS18.0 - 438.410 
Expedited resolution of appeals. 
18.1 (a) §438.410 - The MCO 

must have a documented 
expedited review process 
for appeals, when the MCO 
or PIHP determines (for a 
request from the 
beneficiary) or the provider 
indicates (in making the 
request on the 
beneficiary’s behalf or 
supporting the 
beneficiary’s request) that 
taking the time for a 
standard resolution could 
seriously jeopardize the 
beneficiary’s life or health 
or ability to attain, 
maintain or regain 
maximum function. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS19.0 – Punitive Action 

19.1 438.410(b) Punitive 
Action. 
The MCO must ensure that 
punitive action is neither 
taken against a provider 
who requests an expedited 
resolution or supports an 
enrollee’s appeal. 
 

  X To meet the full intent of this element, 
CHP must include in its appeal process 
the fact that it will not take any 
punitive action against a provider who 
requests an expedited resolution or 
supports a beneficiary’s appeal. 
 
CHP CAP Response: CHP will update its 
Appeals Policy to include language 
stating that CHP must ensure that no 
punitive action is taken against a 
provider who requests an expedited 
resolution or a provider who supports 
an enrollee’s appeal. The Provider 
Manual will be updated and providers 
will be educated on this policy addition. 
 
Delmarva Response: The policy 
revision addresses the identified 
concern.   
 
CAP Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS20.0 - 438.410(c) (1)-(2) Action following denial of a request for expedited resolution. 
If the MCO or PIHP denies a request for expedited resolution of an appeal, it must assure that its policies 
and procedures require  
20.1 Transfer of the appeal to 

the timeframe for 
standard resolution. 
 

  X To meet the full intent of this element, 
CHP must include in its appeals 
process the requirement to transfer a 
denied request for expedited resolution 
to the standard appeals process.  
 
CHP CAP Response: CHP will update its 
Appeals Policy to include language 
stating that CHP will ensure that an 
appeal is transferred to the timeframe 
for standard resolution if the request 
for an expedited resolution is denied. 
The Provider Manual will be updated 
and providers will be educated on this 
policy addition. 
 
 
Delmarva Response: The policy 
revision addresses the identified 
concern.   
 
CAP Determination: Adequate. 

20.2 Prompt oral notice to the 
enrollee of the denial, and 
follow-up within 2 
calendar days with a 
written notice. 
 

  X To meet the intent of this element, CHP 
must include prompt oral notice to the 
enrollee of the denial and follow-up 
within two calendar days with a written 
notice.  
 
CHP CAP Response: CHP will update its 
Appeals Policy to include language 
stating that CHP will provide prompt 
oral notice to the enrollee of the denial, 
and follow-up within 2 calendar days 
with a written notice. The Provider 
Manual will be updated and providers 
will be educated on this policy addition. 
 
 
Delmarva Response: The policy 
revision addresses the identified 
concern.   
 
CAP Determination: Adequate. 
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Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet Element 

GS21.0 – Provision of Grievance System Information 

21.1 438.414 
The MCO must provide the 
information about the 
grievance system to all 
providers and 
subcontractors at the time 
they enter into a contract. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS22.0 – Record Keeping and Reporting Grievances 

22.1 438.416 Recordkeeping 
and reporting 
requirements. 
The MCO must maintain 
records of grievances and 
appeals and provides 
reports to the State. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS23.0 - 438.420(b) Continuation of Benefits 
The MCO must continue the enrollee’s benefits if: 
23.1 The enrollee or the 

provider files the appeal 
timely. 
 

X    

23.2 The appeal involves the 
termination, suspension, 
or reduction of a 
previously authorized 
course of treatment. 
 

X    

23.3 The services were ordered 
by an authorized provider. 
 

X    

23.4 The original period 
covered by the original 
authorization has not 
expired. 
 

X    

23.5 The enrollee requests and 
extension of benefits. 
 

X    
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Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet Element 

GS24.0 - 438.420(c) Duration of Continued or Reinstated Benefits. 
If, at the enrollee’s request, the MCO continues or reinstates the enrollee’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 
24.1 The enrollee withdraws 

the appeal. 
 

X    

24.2 Ten days pass after the 
MCO mails the notice, 
providing the resolution of 
the appeal against the 
enrollee, within the 10-day 
time frame, has requested 
a State Fair Hearing with 
continuation of benefits 
until a State Fair Hearing 
decision is reached. 
 

X    

24.3 A State Fair Hearing Office 
issues a hearing decision 
adverse to the enrollee. 
 

X    

24.4 The time period or service 
limits of a previously 
authorized service has 
been met. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS25.0 – Enrollee Responsibility for Services During Appeal 

25.1 438.420(d) Enrollee 
Responsibility for Services 
Furnished While the 
Appeal is Pending : 
If the final resolution of 
the appeal is adverse to 
the enrollee, that is, 
upholds the MCO’s action, 
the MCO may recover the 
cost of the services 
furnished to the enrollee 
while the appeal is 
pending, to the extent that 
they were furnished solely 
because of the 
requirements of section 
431.230. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS26.0 – Services Not Furnished During Appeal. 

26.1 438.424(a) Services not 
furnished while appeal is 
pending: 
If the MCO or the State 
Fair Hearing officer 
reverses a decision to 
deny, limit, or delay 
services that were not 
furnished while the appeal 
was pending, the MCO 
must authorize or provide 
the disputed services 
promptly and as 
expeditiously as the 
enrollee’s health condition 
requires. 
 

X    
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Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet Element 

GS27.0 – Service Furnished During Appeal 

27.1 438.424 (b) Services 
furnished while the appeal 
Is Pending: 
If the MCO, or the State 
Fair Hearing officer 
reverses a decision to 
deny authorization of 
services, and the enrollee 
received the disputed 
services while the appeal 
was pending, the MCO or 
the State must pay for 
those services in 
accordance with State 
policy and regulations. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

GS28.0 – Fraud and Abuse Detection (from DC MAA MCO Contract) 
H.8.3.1.1–H.8.3.1.9 Fraud and Abuse Compliance Plan 
The contractor must have a written Fraud and Abuse Compliance Plan. This plan must include the 
following provisions: 
28.1 The MCO shall ensure that 

all officers, directors, 
managers and employees 
know and understand the 
provisions of the fraud and 
abuse compliance plan. 
 

X    

28.2 The written plan shall 
contain procedures 
designed to prevent and 
detect potential or 
suspected abuse and 
fraud in the administration 
and delivery of services 
under this contract. 
 

X    

28.3 The plan shall contain 
provisions for the 
confidential reporting of 
plan violations to the 
designated person (e.g., 
MCO Fraud and Abuse 
Compliance Officer or 
hotline). 
 

X    

28.4 The plan shall contain 
provisions for the 
investigation and follow-up 
of any compliance plan 
reports. 
 

X    

28.5 The fraud and abuse 
compliance plan shall 
ensure that the identities 
of individuals reporting 
violations of the plan are 
protected. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

28.6 The plan shall contain 
specific and detailed 
internal procedures for 
officers, directors, 
managers, and employees 
for detecting, reporting, 
and investigating fraud 
and abuse compliance 
plan violations. 
 

X    

28.7 The compliance plan shall 
require that confirmed 
violations be reported to 
[DC] MAA within 24 hours 
of being confirmed. 
 

X    

28.8 The plan shall require any 
confirmed or suspected 
fraud and abuse under 
state or federal law be 
reported to the District of 
Columbia Office of the 
Inspector General 
Medicaid Fraud Unit, The 
Medicaid Program 
Integrity Section of [DC] 
MAA, and the Office of 
Managed Care. 
 

X    

28.9 The written plan shall 
ensure that no individual 
who reports plan violations 
or suspected fraud and 
abuse is retaliated 
against. 
 

  X To meet the full intent of this element, 
CHP must include the requirement in 
the CHP Anti-Fraud, Waste and Abuse 
Plan for the District of Columbia that 
no individual who reports plan 
violations or suspected fraud and 
abuse is retaliated against. 
 
CHP CAP Response: CHP will update its  
Anti-Fraud, Waste and Abuse Plan for 
the District of Columbia to state that 
no individual who reports plan 
violations or suspected fraud and 
abuse is retaliated against. 
 
Delmarva Response:  The revision of 
this document addresses the concern.  
 
CAP Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

28.10 H.8.3.4 Designated 
Compliance Officer. 
The MCO must designate 
an officer or director in its 
organization who has the 
responsibility and 
authority for carrying out 
the provisions of the fraud 
and abuse compliance 
plan. 
 

X    
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Subpart D Regulations: Quality Assessment and Performance Improvement 
 Met Partially 

Met Not Met Recommendations To Meet Element 

QA1.0 - 438.206(b)(1) 
The MCO, consistent with its scope of contracted services, meets the following requirements: 
1.1 Maintains and monitors a 

network of appropriate 
providers that is supported 
by written agreements and 
is sufficient to provide 
adequate access to all 
services covered under the 
contract. This includes a 
formalized network 
analysis. 
 

X    

1.2 In establishing and 
maintaining the network, 
the MCO must evaluate the 
specific provider access 
requirements in its 
contract with the DC MAA. 
 

 X  CHP has not assessed all access 
standards in surveys conducted during 
the review period. To meet the full 
intent of this element, CHP must 
assess all access standards at least 
annually. 
 
CHP CAP Response: CHP will revise its 
Provider Access Survey Policy and tool 
to ensure all contractually mandated 
access standards are addressed and 
access surveys are performed at least 
annually.  Quarterly access surveys are 
proposed. 
 
Delmarva Response: A review of 
required access standards and 
quarterly monitoring address the 
identified concern. 
 
CAP Determination: Adequate. 

1.3 438.206(b)(2) 
The MCO provides female 
enrollees with direct 
access to a women’s 
health specialist within the 
network for covered care 
necessary to provide 
women’s routine and 
preventive health care 
services. (This is in 
addition to the enrollee’s 
designated source of 
primary care if that source 
is not a women’s health 
specialist.) 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

1.4 438.206(b)(3) 
The MCO must provide for 
a second opinion from a 
qualified health care 
professional within the 
network, or arranges for 
the enrollee to obtain one 
outside the network, at no 
cost to the enrollee. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA2.0 - 438.206(b)(4) 
The State must ensure, through its contracts, that each MCO, and consistent with the scope of its 
contracted services, meets the following requirements: 
2.1 If the network is unable to 

provide necessary medical 
services, covered under the 
contract, to a particular 
enrollee, the MCO must 
adequately and timely 
cover these services out of 
network for the enrollee 
for as long as the MCO is 
unable to provide them. 
 

 X  To meet the full intent of this element, 
CHP must have policies and 
procedures in place to assure that 
these services are provided timely.    
 
CHP CAP Response: CHP will update its 
Authorization Policy to include a 
statement that if the network is unable 
to provide necessary medical services, 
covered under the contract, to a 
particular enrollee, the MCO must 
adequately and timely cover these 
services out-of-network for the enrollee 
for as long as the MCO is unable to 
provide them. 
 
Delmarva Response: CHP must include 
this language in the policy and must be 
able to demonstrate that this process 
is followed. 
 
CAP Determination: Adequate. 

2.2 Requires out-of-network 
providers to coordinate 
with the with respect to 
payment and ensures that 
cost to the enrollee is no 
greater than it would be if 
the services were 
furnished within the 
network. 
 

 X  To meet the full intent of this element, 
CHP must implement policies and 
procedures to ensure that the cost to 
the enrollee is no greater than it would 
be if the services were furnished within 
the network. 
 
CHP CAP Response: CHP will educate 
CHP staff and network providers 
regarding this requirement.  The 
Authorization Policy will also be 
updated to address the coordination of 
payment requirement for out-of-
network services. The Provider Manual 
will also be updated to reflect this 
requirement. 
 
Delmarva Response: Training providers 
and staff and updating policies and 
provider manuals addresses the 
concerns identified. 
 
Determination: Adequate. 
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 Met Partially 
Met Not Met Recommendations To Meet Element 

QA3.0 -  Credentialing and Recredentialing 
3.1 438.206(b)(3) 

The State must ensure, 
through its contracts, that 
each MCO and each PIHP 
consistent with the scope 
of the PIHP’s contracted 
services, meets the 
following requirements. 
The MCO must 
demonstrate that its 
providers are credentialed 
as required by § 438.214. 
 

 X  To meet the full intent of this element, 
CHP must follow its two-year time 
frame for recredentialing providers. 
 
CHP CAP Response: CHP will educate 
its credentialing staff and providers 
regarding CHP’s Credentialing Plan and 
internal two year recredentialing 
requirement. CHP will also update the 
Provider Manual and perform 
credentialing case file audits monthly 
to ensure that all files are in 
compliance with the MCO’s 
Credentialing plan and policies. 
 
Delmarva Response:  CHP’s multiple 
efforts should assist in meeting its 
recredentialing timeframes. 
 
CAP Determination: Adequate. 
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Met Not Met Recommendations To Meet Element 

QA4.0 - 438.206(c)(1) 
The MCO must assure access and timeliness of services. The MCO must: 
4.1 Meet and require its 

providers to meet State 
standards for timely 
access to care and 
services, taking into 
account the urgency of 
need for services. 
 

X    

4.2 Ensure that the network 
providers offer hours of 
operation that are no less 
than the hours of operation 
offered to commercial 
enrollees or comparable to 
Medicaid fee-for service, if 
the provider serves only 
Medicaid enrollees. 
 

X    

4.3 
 

Makes services available 
24 hours a day, 7 days a 
week when medically 
necessary. 
 

X    

4.4 Establish mechanisms to 
ensure compliance. 
 

X    

4.5 Monitor providers regularly 
to determine compliance. 
 

X    

4.6 Take corrective action if 
there is a failure to comply. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

QA5.0 – Cultural Considerations 
5.1 438.206(c)(2) Cultural 

Considerations  
The MCO must participate 
in the State’s efforts to 
promote the delivery of 
services in a culturally 
competent manner to all 
enrollees, including those 
with limited English 
proficiency and diverse 
cultural and ethnic 
backgrounds. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

QA6.0 - 438.208(b)(1)-(4) Coordination and Continuity of Care 
The MCO must implement procedures to deliver primary care to and coordinate health care services for all 
MCO enrollees. These procedures must meet State requirements and must do the following: 
6.1 Ensure that each enrollee 

has an ongoing source of 
primary care appropriate 
to his or her needs and a 
person or entity designated 
as primarily responsible for 
coordinating the health 
care services furnished to 
the enrollee. 
 

X    

6.2 Coordinate the services the 
MCO or PIHP furnishes to 
the enrollee with the 
services the enrollee 
receives from any other 
MCO. 
 

X    

6.3 Share with other MCOs, 
PIHPs, and PAHPs serving 
the enrollee with special 
health care needs the 
results of its identification 
and assessment of the 
enrollee’s needs to prevent 
duplication of those 
activities. 
 

X    

6.4 Ensure that in the process 
of coordinating care, each 
enrollee’s privacy is 
protected in accordance 
with the privacy 
requirements in 45 CFR 
parts 160 and 164 
subparts A and E, to the 
extent that they are 
applicable. 
 

X    

6.5 438.208(c)(1) 
The MCO must implement 
mechanisms to identify 
persons with special health 
care needs to MCOs, as 
those persons are defined 
by the State.  
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

6.6 438.208(c)(2) 
Assessment. 
The MCO must implement 
mechanisms to assess 
each Medicaid enrollee 
identified as having special 
health care needs in order 
to identify any ongoing 
special conditions of the 
enrollee that require a 
course of treatment or 
regular care monitoring. 
The assessment 
mechanisms must use 
appropriate health care 
professionals. 
 

X    
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QA7.0 - 438.208(c) (3) Treatment plans.  
If the State requires MCOs to produce a treatment plans for enrollees with special health care needs who 
are determined through assessment to need a course of treatment or regular care monitoring, the 
treatment plan must be: 
7.1 (i) Developed by the 

enrollee’s primary care 
provider with enrollee 
participation, and in 
consultation with any 
specialists caring for the 
enrollee. 
 

X    

7.2 (ii) Approved by the MCO in 
a timely manner, if this 
approval is required by the 
MCO and 
 

X    

7.3 (iii) In accord with any 
applicable State quality 
assurance and utilization 
review standards. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

QA8.0 - Direct access to specialists.   
8.1 438.208(c) (4) Direct 

access to specialists.  
For enrollees with special 
health care needs 
determined through an 
assessment by appropriate 
health care professionals 
to need a course of 
treatment or regular care 
monitoring, the MCO must 
have a mechanism in 
place to allow enrollees to 
directly access a specialist 
(for example, through a 
standing referral or an 
approved number of visits) 
as appropriate for the 
enrollee’s conditions and 
identified needs. 
 

X    
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QA9.0 - 438.210 (b) (1) and (3) Coverage and Authorization of Services. 
The MCO and its subcontractors must have in place, and follow, written policies and procedures that 
include: 
9.1 Procedures for the 

processing of requests for 
initial and continuing 
authorizations of services. 
 

X    

9.2 That any decision to deny a 
service authorization 
request or to authorize a 
service in an amount, 
duration or scope that is 
less than requested, be 
made by a health care 
professional who has 
appropriate clinical 
expertise in treating the 
enrollee’s condition or 
disease. 
 

X    
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 Met Partially 
Met Not Met Recommendations To Meet Element 

QA10.0 -  438.210(b)(2) Authorization of Services 
The MCO must have mechanisms in place to: 
 
10.1 Ensure consistent 

application of review 
criteria for authorization 
decisions; and 
 

X    

10.2 Consult with the 
requesting provider when 
appropriate. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA11.0 - 438.210 (c) Coverage and Authorization of Services 
11.1 438.210 (c) Notice of 

adverse action: 
 The MCO must notify the 
requesting provider, and 
give the enrollee written 
notice of any decision by 
the MCO to deny a service 
authorization request, or to 
authorize a service in an 
amount, duration or scope 
that is less than requested. 
 

X    

11.2 Each contract must 
provide that compensation 
to individuals or entities 
that conduct utilization 
management activities is 
not structured so as to 
provide incentives for the 
individual or entity to deny, 
limit, or discontinue 
medically necessary 
services to any enrollee. 
 

X    

CMS 000533



District of Columbia Medical Assistance Administration  
DC Chartered Health Plan, Inc.  Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 47  

Performance Rating – District of Columbia Performance Standards 
Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
Met Not Met Recommendations To Meet Element 

QA12.0 - 438.214 (b)(2), (c): 
The MCO  has written policies and procedures for selection and retention of providers and that those 
policies and procedures include, at a minimum, the MCO :  
12.1 Must follow a documented 

process for credentialing 
and recredentialing of 
providers who have signed 
contracts or participation 
agreements with the MCO 
or the PIHP. 
 

 X  To meet the full intent of this element 
CHP must adhere to its policy of 
recredentialing providers every two 
years.  
 
CHP CAP Response: CHP will educate 
CHP credentialing staff and providers 
regarding CHP’s Credentialing Plan and 
internal two year recredentialing 
requirement. CHP will also update the 
Provider Manual and perform 
credentialing case file audits monthly 
to ensure that all files are in 
compliance with the MCO’s 
credentialing plan and policies. 
 
Delmarva Response:  CHP’s multiple 
efforts should assist in meeting its 
credentialing and recredentialing 
timeframes. 
 
CAP Determination: Adequate. 

12.2 Provider selection policies 
and procedures, 
(consistent with 438.12) 
do not discriminate 
against particular 
providers that serve high-
risk populations or 
specialize in conditions 
that require costly 
treatment. 
 

X    

12.3 May not discriminate for 
the participation, 
reimbursement, or 
indemnification of any 
provider who is acting 
within the scope of his or 
her license or certification 
under applicable State law, 
solely on the basis of that 
license or certification. 
 

X    
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Met Not Met Recommendations To Meet Element 

12.4 May not employ or 
contract with providers 
excluded from 
participation in Federal 
health care programs 
under either section 1128 
or section 1128A of the 
Act. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA13.0 - 438.56 Disenrollment. 
The MCO must have disenrollment policies and procedures in place. These policies and procedures must:  
13.1 Specify the reasons for 

which the MCO may 
request disenrollment of 
an enrollee. 
 

X    

13.2 Provide that the  MCO may 
not request disenrollment 
because of an adverse 
change in the enrollee’s 
health status, or because 
of the enrollee’s utilization 
of medical services, 
diminished mental 
capacity, or uncooperative 
or disruptive behavior 
resulting from his or her 
special needs. 
 

X    

13.3 Specify the methods by 
which the MCO assures the 
agency that it does not 
request disenrollment for 
reasons other than those 
permitted under the 
contract. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA14.0 - 438.56(c) Disenrollment requested by the enrollee. 
If the State chooses to limit disenrollment, the MCO policies and procedures must provide that a recipient 
may request disenrollment as follows: 
14.1 For cause, at any time. 

 
X    

14.2 Without cause, during the 
90 days following the date 
of the individual’s initial 
enrollment with the MCO 
or the date the State sends 
the recipient notice of the 
enrollment, whichever is 
later. 
 

X    

14.3 Without cause, at least 
once every 12 months 
thereafter. 
 

X    

14.4 Upon automatic 
reenrollment under 
paragraph (g) of this 
section, if the temporary 
loss of Medicaid eligibility 
has caused the recipient to 
miss the annual 
disenrollment opportunity. 
 

X    

14.5 When the State imposes 
the intermediate sanction 
specified in §438.702(a) 
(3). 
 

X    

14.6 438.56(d)(1) 
Policies and procedures for 
disenrollment must require 
the recipient (or his or her 
representative) to submit 
an oral or written request 
to the State agency (or its 
agent); or to the MCO if the 
State permits the MCOs to 
process disenrollment 
requests. 
 

X    

CMS 000537



District of Columbia Medical Assistance Administration  
DC Chartered Health Plan, Inc.  Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 51  

Performance Rating – District of Columbia Performance Standards 
Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
Met Not Met Recommendations To Meet Element 

QA15.0 - 438.56(d)(2) 
Policies and procedures for disenrollment must specify the following conditions for disenrollment with 
cause. 
15.1 The enrollee moves out of 

the MCO’s, PIHP’s… service 
area. 
 

X    

15.2 The plan does not, 
because of moral or 
religious objections, cover 
the service the enrollee 
seeks. 
 

X    

15.3 The enrollee needs related 
services (for example a 
cesarean section and a 
tubal ligation) to be 
performed at the same 
time; not all related 
services are available 
within the network; and 
the enrollee’s primary care 
provider or another 
provider determines that 
receiving the services 
separately would subject 
the enrollee to 
unnecessary risk. 
 

X    

15.4 Other reasons, including 
but not limited to, poor 
quality of care, lack of 
access to services covered 
under the contract, or lack 
of access to providers 
experienced in dealing 
with the enrollee’s health 
care needs. 
 

X    

15.5 The MCO may either 
approve a request for 
disenrollment or refer the 
request to the State. 
 

X    
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Met Not Met Recommendations To Meet Element 

15.6 If the MCO or State agency 
(whichever is responsible), 
fails to make a 
disenrollment 
determination so that the 
recipient can be 
disenrolled within the 
timeframes specified in 
paragraph (e)(1) of this 
section, the disenrollment 
is considered approved. 
 

X    

15.7 438.56(e) (1)-(2) 
Disenrollment timeframes. 
Disenrollment policies and 
procedures must note that 
Regardless of the 
procedures followed, the 
effective date of an 
approved disenrollment 
must be no later than the 
first day of the second 
month following the month 
in which the enrollee or the 
MCO, files the request.  
 

X    
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Met Not Met Recommendations To Meet Element 

QA16.0 - 438.230(a)(1)-(b)(1) Delegation and Oversight 

16.1 438.230 Subcontractual 
relationships and 
delegation. 
The MCO must oversee 
and is accountable for any 
functions and 
responsibilities that it 
delegates to any 
subcontractor.  There is 
evidence that before any 
delegation, each MCO and 
PIHP evaluates the 
prospective 
subcontractor’s ability to 
perform the activities to be 
delegated. 
 

X    

16.2 438.230(b)(2) 
There is a written 
agreement that specifies 
the activities and report 
responsibilities delegated 
to the subcontractor. 
 

X    

16.3 There is a written 
agreement that provides 
for revoking delegation or 
imposing other sanctions if 
the subcontractor’s 
performance is 
inadequate. 
 

X    

16.4 438.230(b)(3) 
The MCO or PIHP monitors 
the subcontractor’s 
performance on an 
ongoing basis and subjects 
it to formal review 
according to a periodic 
schedule established by 
the State, consistent with 
industry standards or State 
laws and regulations. 
 

X    
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16.5 438.230(b) (4) If any MCO 
identifies deficiencies or 
areas for improvement, 
the MCO and the 
subcontractor take 
corrective action. 
 

X    
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QA17.0 - 438.236(b)(1)-(b)(4) Practice Guidelines 
Adoption of practice guidelines. 
Each MCO adopts practice guidelines that meet the following requirements: 
17.1 Are based on valid and 

reliable clinical evidence or 
a consensus of health care 
professionals in the 
particular field. 
 

X    

17.2 Consider the needs of the 
MCO’s enrollees. 
 

X    

17.3 Are adopted in 
consultation with 
contracting health care 
professionals. 
 

X    

17.4 Are reviewed and updated 
periodically as appropriate. 
 

X    

17.5 438.236(c) Practice 
Guidelines 
The MCO disseminates the 
guidelines to all affected 
providers and, upon 
request, to enrollees and 
potential enrollees. 
 

X    

17.6 438.236(d) Practice 
Guidelines 
Application of guidelines. 
Decisions for utilization 
management, enrollee 
education, coverage of 
services, and other areas 
to which the guidelines 
apply are consistent with 
the guidelines. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA18.0 - Quality Assessment and Performance Improvement Program 
18.1 438.240 Quality 

Assessment and 
Performance Improvement 
Program: The MCO must 
have a documented 
ongoing quality 
assessment and 
performance improvement 
program for the services it 
furnishes to its enrollees. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA19.0 - 438.240 (b)(1) and (d(1)-(d)(2) 
The MCO must conduct performance improvement projects that focus on clinical and non-clinical areas, 
and that involve the following: 
19.1 Measurement of 

performance using 
objective quality indicators. 
 

X    

19.2 Implementation of system 
interventions to achieve 
improvement in quality. 
 

X    

19.3 Evaluation of the 
effectiveness of the 
interventions. 
 

X    

19.4 Planning and initiation of 
activities for increasing or 
sustaining improvement. 
 

X    

19.5 Reporting the status and 
results of each project to 
the State as requested. 
 

X    

19.6 438.240(d)(2) The MCO 
must report the status and 
results of each project to 
the State as requested, 
including those that 
incorporate the 
requirements of § 
438.240(a)(2). Each 
performance improvement 
project must be completed 
in a reasonable time 
period so as to generally 
allow information on the 
success of performance 
improvement projects in 
the aggregate to produce 
new information on quality 
of care every year. 
 

X    
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QA20.0 - 438.240(b) (2) Quality Assessment and Performance Improvement program. 
Basic elements of an MCO quality assessment and performance improvement program. At a minimum, 
the MCO must submit performance measurement data at least annually. The MCO must: 
20.1 Measure and report to the 

State its performance, 
using standard measures 
required by the State, 
including those that 
incorporate the 
requirements of 438.204 
(c) and 438.240(a) (2) 
[Note: 438.204(c) and 
438.240(a) (2) are 
included below.] 
 

X    

20.2 Submit to the State, data 
specified by the state, that 
enables the State to 
measure the MCO’s 
performance; or (3) 
Perform  a combination of 
the activities described in 
paragraphs (c)(1) and 
(c)(2) of this section. 
 

X    
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QA21.0 – Mechanism for Utilization of Services 
21.1 
 
 
 

438.240(b)(3) 
The MCO must have in 
effect mechanisms to 
detect both 
underutilization and 
overutilization of services. 
 

X    
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QA22.0 – Mechanism to Access of Care 
22.1 438.240(b)(4) 

The MCO must have in 
effect mechanisms to 
assess the quality and 
appropriateness of care 
furnished to enrollees with 
special health care needs. 
 

X    
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Met Not Met Recommendations To Meet Element 

QA23.0 – Evaluation of Quality Assessment and Performance Improvement 
23.1 438.240(e)(2) 

The MCO must have a 
process for its own 
evaluation of the impact 
and effectiveness of its 
quality assessment and 
performance improvement 
program. 
 

X    
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QA24.0 – 438.242(a) Health Information Systems 
24.1 The MCO must maintain a 

health information system 
that collects, analyzes, 
integrates, and reports 
data. The system must 
provide information on 
areas including, but not 
limited to, utilization, 
grievances, and 
disenrollments for other 
than loss of Medicaid 
eligibility. 
 

X    
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QA25.0 – 438.242(b) Health Information Systems 
25.1 The MCO’s health 

information systems must 
be able to Collect data on 
beneficiary and provider 
characteristics as specified 
by the State, and on 
services furnished to 
beneficiaries through an 
encounter data system or 
other methods as may be 
specified by the State. 
 

X    

25.2 The MCO’s health 
information systems must 
be able to ensure that data 
received from providers is 
accurate and complete by:  
 

X    

(a) Verifying the accuracy and 
timeliness of reported 
data; 
 

X    

(b) Screening the data for 
completeness, logic, and 
consistency; and 
 

X    

(c) Collecting service 
information in 
standardized formats to 
the extent feasible and 
appropriate. 
 

X    

(d) Making all collected data 
available to the State and 
to CMS. 
 

X    
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Section III - Performance Improvement Projects 
 
Introduction 
 
As part of the annual External Quality Review (EQR), Delmarva conducted a review of Performance 
Improvement Projects (PIPs) submitted by each MCO contracting with the District of Columbia Medical 
Assistance Administration (DCMAA). According to its contract with DCMAA, each MCO is required to 
conduct PIPs that are designed to achieve, through ongoing measurements and intervention, significant 
improvement, sustained over time, in clinical care and non-clinical care areas that are expected to have a 
favorable effect on health outcomes and enrollee satisfaction. According to the contract, the PIPs must 
include the measurement of performance using objective quality indicators, the implementation of system 
interventions to achieve improvement in quality, evaluation of the effectiveness of the interventions, and 
planning and initiation of activities for increasing or sustaining improvement. 
 
The guidelines utilized for PIP review activities were CMS’ Validation of PIPs protocols.  CMS’ Validation of 
PIPs assists EQROs in evaluating whether or not the PIP was designed, conducted, and reported in a sound 
manner and the degree of confidence a state agency could have in the reported results.     
 
For the current review period, calendar year (CY) 2005, the PIP validation protocols and tools established in 
2003 were used. Reviewers evaluated each project submitted using the CMS validation tools.  This included 
assessing each project across ten steps. These ten steps include: 
Step 1: Review the Selected Study Topics 
Step 2: Review the Study Questions 
Step 3: Review the Selected Study Indicator(s) 
Step 4: Review the Identified Study Population 
Step 5: Review Sampling Methods 
Step 6: Review the MCO’s Data Collection Procedures 
Step 7: Assess the MCO’s Improvement Strategies 
Step 8: Review Data Analysis and Interpretation of Study Results 
Step 9: Assess the Likelihood that Reported Improvement is Real Improvement, and  
Step 10: Assess Whether the MCO has Sustained its Documented Improvement. 
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As Delmarva staff conducted the review, each component within a standard (step) was rated as “yes,” “no,” 
or “N/A” (not applicable).  Components were then rolled up to create a determination of “met”, “partially 
met”, “unmet” or “not applicable” for each of the ten standards.  Table 1 describes this scoring methodology.  
 
 
Table 1. Rating Scale for Performance Improvement Project Validation Review 

Rating Rating Methodology 

Met All required components were present. 

Partially Met One but not all components were present. 

Unmet None of the required components were present. 

Not Applicable None of the required components are applicable. 

 
 

DC Chartered Health Plan PIPs  
 
Chartered Health Plan (Chartered) provided two PIPs for review: (1) Preventing and Reducing Obesity and 
(2) Increasing Prenatal and Postpartum Care Visits. The MCO was mandated to perform PIPs on these topics 
by DCMAA based on their identification as high risk, high cost conditions. These PIPs were evaluated using 
the Validating Performance Improvement Projects protocol, commissioned by the Department of Health and 
Human Services, CMS, which allows assessment among 10 different project activities.  
 
The Preventing and Reducing Obesity PIP highlighted the Chartered Making Obesity Vanish through 
Empowerment (MOVE) II program which was targeted to the MCO’s pediatric members between the ages 
of 5 – 14. The indicators for this PIP focused on physical activity, nutrition guidelines, and body mass index 
(BMI). The goals of the project were to: 

• Achieve a 50% increase in meeting national physical activity guidelines; 
• Achieve a 50% increase in knowledge of national nutritional guidelines; and 
• Achieve an average participant BMI-for-age decrease of 5 percentile points. 

Interventions implemented included: 
• Soliciting referrals from Chartered Family Health Center primary care physicians into the Project 

MOVE II program; 
• Development of a partnership with a charter school in the facilitation of the program 
• Hiring of program instructors  
• Increasing reminder telephone calls to program participants 
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At the time of PIP submission, baseline measurements had been performed for each indicator. 
 
The Increasing Prenatal and Postpartum Care Visits PIP was targeted to pregnant members and focused on 
increasing the MCO’s scores on the HEDIS prenatal care in the first trimester and postpartum care within 12 
weeks of delivery measures. The MCO sought to meet or exceed the HEDIS 2003 90th percentile benchmark 
ratings of 89.1% for prenatal care visits and 67.4% for postpartum care visits. The MCO did not establish 
additional target goals for this project.  
Interventions included: 

• Collaboration with PCPs and enrollment/outreach representatives to increase outreach efforts to 
pregnant members; 

• Provision of physician education on prenatal and postpartum care guidelines and distribution of 
prenatal guidelines in the provider newsletter; 

• Development of a prenatal and postpartum care quality improvement plan in collaboration with 
DCMAA and other MCOs; and 

• Development of member incentive programs for prenatal care and postpartum care visits. 
At the time of PIP submission, a baseline measurement and one remeasurement had been performed for each 
indicator. 
 
 
Results 
 
This section presents an overview of the findings of the Validation Review conducted for each PIP submitted 
by the MCO.  Each MCO’s PIP was reviewed against all 27 components contained within the ten standards.   
The results of the ten activities assessed for each PIP submitted by Chartered Health Plan are presented in 
Table 2 below.  
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Table 2. 2005  Performance Improvement Project Review for Chartered Health Plan 

Review Determination 
Activity 
Number Activity Description Preventing and 

Reducing Obesity 

Increasing Prenatal 
and Postpartum 

Care Visits 

1 Assess the Study Methodology Met Met 

2 Review the Study Question(s) Met Met 

3 Review the Selected Study Indicator(s) Met Met 

4 Review the Identified Study Population Met Met 

5 Review Sampling Methods Not Applicable Met 

6 Review Data Collection Procedures Met Met 

7 Assess Improvement Strategies Met Met 

8 Review Data Analysis and Interpretation of 
Study Results Met Partially Met 

9 Assess Whether Improvement is Real 
Improvement Not Applicable Partially Met 

10 Assess Sustained Improvement Not Applicable Met 

 
 
Conclusions and Recommendations 
 
Conclusions 

For the Preventing and Reducing Obesity Project, the MCO received a review determination of “Met” for 
seven (7) activities. Activity 5, Sampling Methods, was “Not Applicable” as the entire population, not 
sampling, was used by the MCO for each measurement. Activity 9, Assess Whether Improvement is Real 
Improvement, and Activity 10, Assess Sustained Improvement, were also “Not Applicable” because the 
MCO had only performed a baseline measurement for each indicator. No elements were “Unmet” for this 
project.  
 
For the Increasing Prenatal and Postpartum Care Visits Project, the MCO received a review determination of 
“Met” for seven (7) activities and “Partially Met” for two (2) activities. Activity 8, Review Data Analysis and 
Interpretation of Study Results, and Activity 9, Assess Whether Improvement is Real Improvement, received 
a “Partially Met” because the numerators and denominators for prenatal and postpartum visits were not 
provided by the MCO for the remeasurement making it not difficult to definitively assess whether the 
numerical findings were presented accurately and clearly or whether the documented improvement was valid.  
Activity 10, Assess Sustained Improvement, was “Not Applicable” as only one remeasurement had been 
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performed by the MCO. It is DF’s practice to assess this element beginning with the second remeasurement. 
No elements were “Unmet” for this project.  
 

Recommendations 

Based on a review of each of the two PIPs provided by the MCO, the following recommendations are made 
to improve the PIP process and performance. 
 
Preventing and Reducing Obesity 

 None. 
 
Increasing Prenatal and Postpartum Care Visits 

 Document the numerators and denominators for all indicators for each measurement to assess the 
impact of documented improvement. 
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QUALITY IMPROVEMENT PROJECT 
VALIDATION WORKSHEET 

 
 

ID of evaluator: MA Date of evaluation: 6/19/2006 

 

Demographic Information 

MCO/PHP Name or ID: Chartered Health Plan 

Project Leader Name: Patricia Miles 

Telephone Number: 202-408-3995 

Name of Quality Improvement Project: Obesity Study 

Dates in Study Period: 11/2005 to: 11/2005 Phase: Baseline 
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Step 1. REVIEW THE SELECTED STUDY TOPIC(S) 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

1.1 Was the topic selected through data collection and 
analysis of comprehensive aspects of enrollee 
needs, care, and services? 

Y 
The obesity rate among pediatric enrollees in DC 
Medicaid is 36%, which is greater than the national 
average. 

QAPI RE2Q1 
QAPI RE2Q2,3,4 
QIA S1A1 
 

1.2 Did the MCO s/PHPs QIPs, over time, address a 
broad spectrum of key aspects of enrollee care and 
services? 

Y 

The MCO addressed obesity among adolescent 
members through its Project MOVE II program 
targeted at increasing the level of physical activity, 
increasing knowledge of nutritional guidelines, and 
facilitating a reduction in body mass index (BMI). 

QAPI RE2Q1QI 
A S1A2 
 

1.3  Did the MCOs/PHPs QIPs over time, include all 
enrolled populations; i.e. , did not exclude certain 
enrollees such as with those with special health 
care needs? 

Y 

The MCO studied pediatric members who were 
identified as overweight or at-risk for being 
overweight referred to the Project MOVE II program by 
their Primary Care Provider (PCP). 

QAPI RE2Q1 
QIA S1A2 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 2. REVIEW THE STUDY QUESTION(S) 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

2.1 Was there a clear problem statement that 
described the rationale for the study? Y 

The obesity rate among pediatric enrollees in DC 
Medicaid is 36%, which is greater than the national 
average. 

QIA S1A3 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 3. REVIEW SELECTED STUDY INDICATOR(S) 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

3.1 Did the study use objective, clearly defined, 
measurable indicators? Y The MCO's indicators to address pediatric obesity 

were objective, clearly defined, and measureable. 

QAPI RE3Q1 
QAPI RE3Q2-6  
QAPI RE3Q7-8 
QIA S1B2 
QIA S1B3 

3.2 Did the indicators measure changes in health 
status, functional status, or enrollee satisfaction, or 
processes of care with strong associations with 
improved outcomes? 

Y 

The indicators appropriately measured changes in 
health status for pediatric obesity through increasing 
the level of physical activity, increasing knowledge of 
nutritional guidelines, and facilitating a reduction in 
BMI among adolescents. 

QAPI RE3Q9  
QIA S1B1 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 4. REVIEW THE IDENTIFIED STUDY POPULATION 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

4.1 Did the MCO/PHP clearly define all Medicaid 
enrollees to whom the study question(s) and 
indicator(s) are relevant? 

Y 

The MCO studied pediatric members between the 
ages of 5 - 14 who were identified as overweight or 
at-risk for being overweight and who were referred to 
the Project MOVE II program by their PCP. 

QAPI RE2Q1 
QAPI RE3Q2-6 

4.2 If the MCO/PHP studied the entire population, did 
its data collection approach capture all enrollees to 
whom the study question applied? 

Y 

The MCO studied pediatric members between the 
ages of 5 - 14 who were identified as overweight or 
at-risk for being overweight and who were referred to 
the Project MOVE II program by their PCP. Data 
regarding physical activity was captured through a 
survey of adolescents. BMI was captured in PCP 
offices during adolescent visits. 

QAPI RE4Q1&2  
QAPI RE5Q1.2 
QIA I B, C 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 5. REVIEW SAMPLING METHODS 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

5.1 Did the sampling technique consider and specify 
the true (or estimated) frequency of occurrence of 
the event, the confidence interval to be used, and 
the margin of error that will be acceptable? 

N/A The MCO did not employ sampling in the study. 
QAPI RE5Q1.3a 
QIA S1C2 

5.2 Did the MCO/PHP employ valid sampling 
techniques that protected against bias? N/A The MCO did not employ sampling in the study. 

QAPI RE5Q1.3b-c 
QIA S1C2 

Specify the type of sampling or census used:  

5.3 Did the sample contain a sufficient number of 
enrollees? N/A The MCO did not employ sampling in the study. 

QAPI RE5Q1.3b-c 
QIA S1C2 

Assessment Component:  N/A 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 6. REVIEW DATA COLLECTION PROCEDURES 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

6.1 Did the study design clearly specify the data to be 
collected? Y 

The study design indicated that data regarding 
physical activity and BMI would be collected for all 
adolescents referred to the Project MOVE II initiative 
by their PCPs. 

QAPI RE4Q1&2 

6.2 Did the study design clearly specify the sources of 
data Y 

The study design specified the sources of data as an 
adolescent survey of physical activity and the 
calculation of BMI during PCP visits. 

QAPI RE4Q1&2 

6.3 Did the study design specify a systematic method 
of collecting valid and reliable data that represents 
the entire population to which the study’s 
indicator(s) apply? 

Y 

The study design indicated the data collection 
methodology was an adolescent survey and BMI 
calculation. The records for all the eligible population 
was included in the study. 

QAPI RE4Q3a 
QAPI RE4Q3b 
QIA S1C1 
QIA S1C3 

6.4 Did the data collection methodology provide for a 
consistent, accurate data collection over the time 
periods studied? 

Y 
The adolescent survey and BMI calculation 
methodologies  provided for consistent and accurate 
data collection. 

QAPI RE4Q1&2 
QAPI RE4Q3b 
QAPI RE7Q1&2 

6.5 For baseline measurement does the study design 
prospectively specify a data analysis plan for the 
remeasurement years? 

Y The MCO documented a quantitative and qualitative 
analysis for the measures studied. QAPI RE5Q1.2 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 7. ASSESS IMPROVEMENT STRATEGIES 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

7.1 Were reasonable interventions undertaken to 
address causes/barriers identified through data 
analysis and QI processes undertaken? 

Y 

The interventions implemented were reasonable and 
targeted to the population. They include soliciting 
PCP referrals to the initiative, developing a 
partnership with a charter school, hiring instructors to 
enhance physical activity/exercise, holding weekly 
activity/exercise sessions, and making targeted 
telephone calls to program participants reminding 
them to attend the program. 

QAPI RE6Q1a 
QAPI RE6Q1b 
QAPI RE1SQ1-3 
QIA S3.5 
QIA S4.1 – S4.3 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

8.1 Did the MCO/PHP present numerical PIP results 
accurately and clearly and analyze initial and 
repeat measurements? 

Y Numerical findings were presented accurately and 
clearly.  

8.2 Did the analysis performed include an 
interpretation of the extent to which the PIP was 
successful and identify quantitative and qualitative 
factors that influenced the results of the initial and 
repeat measurements? 

N/A To date, only a baseline measurement has been 
calculated. 

QAPI RE7Q2 
QIA S1C4 
QIA S2.1 
 

8.3 Did the MCO/PHP identify follow-up activities 
and/or interventions based on their analysis of the 
findings? 

N/A To date, only a baseline measurement has been 
calculated. QIA S2.2 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 9. ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

9.1 Was the same methodology as the baseline 
measurement used when measurement was 
repeated? 

N/A To date, only a baseline measurement has been 
calculated. 

QAPI RE7Q2 
QAPI 2SQ1-2 
QIA S1C4 
QIA S2.2 
QIA S3.1, S3.3, S3.4 
 

9.2 Was there quantitative improvement in processes 
or outcomes of care in any of the indicators 
measured by the MCO/PHP? 

N/A To date, only a baseline measurement has been 
calculated. 

QAPI RE7Q3 
QIA S2.3 

9.3 Does the reported improvement in performance 
have face validity; i.e., does the improvement in 
performance appear to be the result of the planned 
quality improvement intervention? 

N/A To date, only a baseline measurement has been 
calculated. 

QIA S3.2 
 

9.4 Is there any statistical evidence that any observed 
performance improvement is true improvement? N/A To date, only a baseline measurement has been 

calculated. QIA S2.3 

Assessment Component:  N/A 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Step 10. ASSESS SUSTAINED IMPROVEMENT 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

10.1 Was sustained improvement demonstrated 
through repeated measurements over comparable 
time periods? 

N/A To date, only a baseline measurement has been 
calculated. 

QAPI RE2SQ3 
QIA II, III 
 

Assessment Component:  N/A 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Key Findings 

1. Strengths: 

 

2. Best Practices: 

 

3. Issues identified by MCO (Barrier Analysis): 

- Lack of participant education regarding nutrition and exercise 

4. Action taken by MCO (Barrier Analysis): 

- Developed and implemented Project Move II program to increase the rate of physical activity/exercise and proper nutrition among adolescent 
members. 

5. Recommendations for the next submission: 

•  
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NCQA Quality Improvement Activity Form 

Activity Name:  Preventing and Reducing Obesity  
Project MOVE II - Making Obesity Vanish Through Empowerment II 
Pediatric Obesity Reduction and Prevention Program (A Family Centered Approach) 

Section I: Activity Selection and Methodology 
A. Rationale. Use objective information (data) to explain your rationale for why this activity is important to members or practitioners and why there is an 

opportunity for improvement.  

Regular physical activity reduces people’s risk for heart attack, colon cancer, diabetes, and high blood pressure, and 
may reduce their risk for stroke. It also helps to control weight; contributes to healthy bones, muscles, and joints; 
reduces falls among older adults; helps to relieve the pain of arthritis; reduces symptoms of anxiety and depression; and 
is associated with fewer hospitalizations, physician visits, and medications. Moreover, physical activity need not be 
strenuous to be beneficial; people of all ages benefit from moderate physical activity, such as 30 minutes of brisk 
walking five or more times a week. 

Despite the proven benefits of physical activity, more than 50% of American adults do not get enough physical activity 
to provide health benefits: 26% are not active at all in their leisure time. Activity decreases with age, and sufficient 
activity is less common among women than men and among those with lower incomes and less education.  

Insufficient physical activity and its health consequences are not limited to adults.  The AMA (2002) reports that in 2002 
approximately 30.3% of children age six (6) to (11) were overweight and 15.4% of these were obese.  Approximately 
30.4% of adolescents, age 12-19, were overweight and 15.5% of these were obese. 

An economic study of the medical costs of obesity in the United States coauthored by CDC found that direct medical 
costs related to overweight and obesity accounted for 9.1% of total medical expenditures in 1998, and that a more than 
half of these costs were borne by Medicaid and Medicare. 
 
Because there is no HEDIS standard for measuring an obese population Chartered used the following diagnostic codes in 
our administrative pull; 278, 278.1, 255.8, 259.9, 253.8, 272.0, 272.1, 272.4, 401.0, 401.1, 401.9, and 253.  In 
addition to the obesity and overweight codes, hypertension, diabetes, and hyperlipidemia codes were used because of 
their common association to obesity.  Historically, it has been observed that providers are unlikely to indicate obesity in 
pediatric claims submissions.  This is supported by the findings of the Delmarva 2002 Obesity in the Pediatric Population 
study were it was indicated that “…providers were systematic in collecting and documenting basic assessment 
information, they were less systematic in documenting the diagnosis of obesity, overweight, and underweight 
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conditions”.  Chartered will use a chart audit to further define the target population. 
 
The initial data analysis of Chartered Health Plan’s Medicaid population indicated the following:  The profile of the 
Obese/overweight population is Black Females between the ages of 22 – 60 living in zip codes 20001, 20019, 20020, 
and 20032 (see graphs below). 
 
Additionally, the external quality review organization (EQRO) for the District of Columbia Medical Assistance 
Administration (DC MAA), Delmarva Foundation District of Columbia (DFDC) conducted a statewide external quality 
review of obesity and overweight conditions in the Medicaid population during CY 2002.  Major findings detailed that 
pediatric enrollees in the DC Medicaid managed care systems have an obesity/overweight rate of 36%, a significantly 
higher rate than national averages of 30%.   

Project Move I was a weight loss initiative offered at a local network hospital and geared towards impacting 
obese/overweight adults through nutritional awareness and exercise. 

Project MOVE II is Chartered’s initial programmatic effort toward reducing obesity and overweight in both its pediatric 
and adult Medicaid populations.  It is a comprehensive, family-centered project that promotes physical activity and 
nutritional guidance by engaging participants in low-impact physical activity, health education and peer support.  The 
primary goals of Project MOVE II are to promote an increase in overall physical activity, increase knowledge regarding 
dietary guidelines, and promote weight loss.  While the project includes adult and children, the primary focus is on the 
pediatric population. 

 
B. Quantifiable Measure(s). List and define all quantifiable measures used in this activity. Include a goal or benchmark for each measure. If a goal was established,  

list it. If you list a benchmark, state the source. Add sections for additional quantifiable measures as needed. 
Quantifiable Measure #1:  Increase Participant Engagement in Physical Activity by 50 percent 

Numerator: Members meeting the criteria for inclusion in the denominator who meet national activity guidelines as determined by pre and post- 
questionnaire results  

Denominator: Pediatric members between the ages of 5-14, identified as overweight or at-risk for overweight, referred to Project MOVE II by their Primary 
Care Provider and participating in at least 50 percent of program sessions 
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First measurement period dates: November 2005 

Baseline Benchmark: 60 minutes of moderate to rigorous exercise on most, preferably all, days of the week 

Source of benchmark: 2005 dietary guidelines from the U.S. Department of Agriculture (USDA) and the Department of Health and Human Services (HHS) 

Baseline goal: A 50 percent increase in meeting national physical activity guidelines 

Quantifiable Measure #2:   Increase Participant Knowledge of Nutritional Guidelines (Food Guide Pyramid) by 50 percentage points 

Numerator: Members meeting the criteria for inclusion in the denominator who meet national activity guidelines as determined by pre and post-questionaire 
results. 

Denominator:  Pediatric members between the ages of 5-14, identified as overweight or at-risk for overweight, referred to Project MOVE II by their Primary 
Care Provider and participating in at least 50 percent of program sessions 

First measurement period dates: November 2005 

Benchmark: N/A 

Source of benchmark: N/A 

Baseline goal:  A 50 percentage point increase in knowledge of national nutrition guidelines 

Quantifiable Measure #3:   Facilitate reduction in BMI-for-age by 5 percentile points 

Numerator: BMI-for-age of members meeting the criteria for inclusion in the denominator based on pre and post-fitness measurements 

Denominator:  Pediatric members between the ages of 5-14, identified as overweight or at-risk for overweight, referred to Project MOVE II by their Primary 
Care Provider and participating in at least 50 percent of program sessions 

First measurement period dates: November 2005 

Benchmark: N/A 

Source of benchmark: N/A 

Baseline goal:  Achieve average participant BMI-for-age decrease of 5 percentile points  
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C. Baseline Methodology. 
 

All participants complete written pre-tests during the initial evaluation sessions.  Pre and post-tests determine baseline knowledge regarding nutrition, physical activity 
and exercise habits.  Parents assist with completing the forms for younger children.  In addition to written pre-tests, clinical and fitness measurements are also 
completed at this time.  Clinical measurements include height, weight, blood pressure, and body fat (via triceps skin fold).  BMI-for-age is calculated for child 
participants.  Fitness measurements include flexibility (sit an reach test), strength (push-ups, curl ups), and endurance (step test using exertion scale.)  Child data 
obtained from the above-mentioned sources are used to determine baseline indicators for each quantifiable measure.  Data collected but not related to a quantifiable 
measure is incorporated into the final program summary. 
 

C.1 Data Sources. 
[    ] Medical/treatment records 
[    ] Administrative data: 

  [    ] Claims/encounter data [    ] Complaints [    ] Appeals [    ] Telephone service data  [    ] Appointment/access data 
[    ] Hybrid (medical/treatment records and administrative) 
[    ] Pharmacy data  
[ X  ] Survey data (attach the survey tool and the complete survey protocol) (1,2,3) 
[    ] Other (list and describe): 

 _________________________________________________________________________________________________________________________________ 
 

 _________________________________________________________________________________________________________________________________ 
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C.2 Data Collection Methodology. Check all that apply and enter the measure number from Section B next to the appropriate methodology. 
If medical/treatment records, check below: 

[   ] Medical/treatment record abstraction 

If survey, check all that apply: 
[ X ] Personal interview 
[    ] Mail 
[    ] Phone with CATI script 
[    ] Phone with IVR  
[    ] Internet 
[  ] Incentive provided  
[    ] Other (list and describe): 

 __Personal interview/Questionnaire___________________ 

If administrative, check all that apply: 
[    ] Programmed pull from claims/encounter files of all eligible members 
[    ] Programmed pull from claims/encounter files of a sample of members 
[    ] Complaint/appeal data by reason codes  
[    ] Pharmacy data  
[    ] Delegated entity data 
[    ] Vendor file 
[    ] Automated response time file from call center 
[    ] Appointment/access data 
[    ] Other (list and describe): 

_________________________________________________________________ 

 
 
 
 
 

 
C.3 Sampling. If sampling was used, provide the following information. N/A – Convenience Sample based on referral 

Measure Sample Size Population Method for Determining Size (describe) Sampling Method (describe) 
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C.4 Data Collection Cycle. Data Analysis Cycle. 
[   ] Once a year 
[   ] Twice a year (1,2) 
[   ] Once a season 
[   ] Once a quarter  
[ X ] Once a month  
[  ] Once a week (3) 
[    ] Once a day 
[    ] Continuous 
[    ] Other (list and describe):  

 Weight and height reported during pre and post-program fitness testing; knowledge, 
and other related indicators measured via pre and post-testing provided at the 
beginning and end of each educational session 

[ X  ] Once a year 
[    ] Once a season 
[  ] Once a quarter (1,2,3) 
[   ] Once a month 
[    ] Continuous 
[    ] Other (list and describe): 

Pre and post-data analysis to be performed at the end of the program 

C.5 Other Pertinent Methodological Features. Complete only if needed. 
 

N/A 

 

D. Changes to Baseline Methodology. Describe any changes in methodology from measurement to measurement. 

Include, as appropriate: 
• Measure and time period covered 
• Type of change 
• Rationale for change 
• Changes in sampling methodology, including changes in sample size, method for determining size and sampling method 
• Any introduction of bias that could affect the results 

There are no changes to be reported at this time.  
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Section II: Data / Results Table 
Complete for each quantifiable measure; add additional sections as needed. 

#1 Quantifiable Measure:  Increase Participant Engagement in Physical Activity by 50 percent 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  

November 2005 Baseline:  2 9 22.2 % NA  
 Remeasurement 1:      
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

#2 Quantifiable Measure:  Increase Participant Knowledge of Nutritional Guidelines (Food Guide Pyramid) by 50 percentage points  
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
November  2005 Baseline:  1.8 9 20% NA  
 Remeasurement 1:      
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

#3 Quantifiable Measure:  Facilitate reduction in BMI-for-age by 5 percentile points  
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
November 2005 Baseline:  #See chart below 9 #See chart below NA  
 Remeasurement 1:      
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

* If used, specify the test, p value, and specific measurements (e.g., baseline to remeasurement #1, remeasurement #1 to remeasurement #2, etc., or baseline to final remeasurement) 
included in the calculations. NCQA does not require statistical testing. 
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#  BMI is age related and does not allow aggregate comparison of participants; The quantifiable changes will be measured individually against that person’s baseline BMI. 
 Individual results are listed separately below. 
  

First Init   Sex Age BMI   Height/Weight 
 
1. J   M 6 BMI=18.2  3’8”/50 
 
2. D  F 7 BMI=31.3  4’3” 1/2 /118 
 
3. Da  M 9 BMI=33.7  5’3”/190 
 
4. I  F 5 BMI=34.5  4’1”/118 
 
5. S  M 11 BMI=30.5  5’2 ½”/159 
 
6. T  F 13 BMI=31.1  5’2”/170 
 
7. B  F 11 BMI=27.1  4’11”/134 
 
8. P  M 12 BMI=26.6  5’1”/141 
 
9. R  F 10 BMI=23.8  4’9”/110 
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Section III: Analysis Cycle 
Complete this section for EACH analysis cycle presented. 

A. Time Period and Measures That the Analysis Covers. 
 
Project MOVE I - 10/23/2004-June 25, 2005.   
Project MOVE II, Phase I –November 2005 to present 
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B. Analysis and Identification of Opportunities for Improvement. Describe the analysis and include the points listed below. 
B.1  : Quantitative Analysis- Project MOVE I - 10/23/2004-June 25, 2005 
 
There is no HEDIS standard for measuring an obese population; therefore Chartered used the following diagnostic codes in our administrative pull; 278, 
278.1, 255.8, 259.9, 253.8, 272.0, 272.1, 272.4, 401.0, 401.1, 401.9, and 253.  In addition to the obesity and overweight codes, hypertension, diabetes, 
and hyperlipidemia codes were used because of their common association to obesity.  Historically, it has been observed that providers are unlikely to 
indicate obesity in pediatric claims submissions.  This is supported by the findings of the Delmarva 2002 Obesity in the Pediatric Population study were 
it was indicated that “…providers were systematic in collecting and documenting basic assessment information, they were less systematic in 
documenting the diagnosis of obesity, overweight, and underweight conditions”.  Chartered will use a chart audit to further define the target population. 
 
The initial data analysis of DC Chartered Health Plan, Inc.’s Medicaid population indicated that the majority of our obsess/overweight population are 
African-American Females between the ages of 22 – 60 living in zip codes 20001, 20019, 20020, and 20032 (see graphs below). 
 
Zip Code: 
 

0.00%

5.00%
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15.00%

20.00%

25.00%

20019

20001

20020

20032

20002
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20024

20017

20012

20005

20030
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20015

20008

20031
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20026

20025

20022

20021

20014

20013

20007
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Obese Members by Zip Code
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Ethnicity: 
 
WHITE/CAUCASIAN 3
BLACK 1942
HISPANIC 90
UNKNOWN 2
 
Age: 
 

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

0 - 12 13 - 21 22 - 40 41 - 60 61+

Obese Members by Age Groupings

 
 
B.2  Qualitative analysis:  
 
Process evaluation data includes the following facilitator & participant suggestions to improve Project MOVEII: 
Participant Recommendations: 

• Weekly hand dancing instruction; currently participants receive instruction every other week and it proves difficult to progress at an ideal pace 
• Hold proposed children’s nutrition classes after Project MOVE II (Chartered Family Health Center) 
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Facilitator Suggestions 
 Provide separate classroom activities for various age-groups, 5-7, 8-10, 11-14 
 Increase staff (volunteer)/offer incentives for helping 
 Reduce participant bench time /encourage modeling of adult behaviors 
 Improve coordination via case-management  

 
The following activities are ongoing: 
1. Convene a focus group from member population to identify additional barriers to appropriate exercise and nutrition. 
2. Further define target population by: 

a. Performing an administration data pull (for all of CY 2005) of all DC Chartered Health Plan, Inc. members who meet the following criteria: 
   i.    BMI >30 with co-morbidities 
   ii. Diagnosed with one of the following: 

 Obesity 
 Hypercholesterolemia 
 Type 2 Diabetes  
 Hypertension 

b. Trend the data by diagnosis group and provider; 
c. Perform medical chart audit to identify individual’s BMI or other pertinent data to assist in implementation of interventions. 

3. Utilize Chartered Family Health Center as primary site and identify other large provide groups through data analysis that have similar data trends.  
4. Maintain open enrollment and participation of Project Move II 
5. Identify best practices in the community and establish partnerships with community stakeholders to help decrease incidents of obesity and 

overweight. 
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Section IV: Interventions Table 
Interventions Taken for Improvement as a Result of Analysis. List chronologically the interventions that have had the most impact on improving the measure. Describe 
only the interventions and provide quantitative details whenever possible (e.g., “hired 4 customer service reps” as opposed to “hired customer service reps”). Do not include intervention-
planning activities. 

Date 
Implemented 

(MM / YY) 
Check if 
Ongoing 

 
 

Interventions 

 
 

Barriers That Interventions Address  
01/05-12/05 X Solicited greater PCP referrals from the Chartered Family Health 

Center  
Inadequate PCP referrals 

/05 X MOU developed and signed between Chartered Health Plan and 
DCPS for partnership with Friendship Charter School in the 
facilitation of the Project Move II program. 

All 

10/05 X Hired separate instructors for adult and child education (per 
suggestions from the Project MOVE II pilot program) 

Differences in learning styles (adult vs. child) 

10/05 X Program held weekly (as opposed to every other week per 
suggestions from the Project MOVE II pilot program) 

Increase intervention time 

11/05 X Increase reminder telephone calls (participants called twice per 
week) 

Improve attendance 

11/05 X Project MOVE II orientation and goal setting (for 
participants)/implementation of phase II of Project Move II.   

Increase participant involvement in program 
implementation; improvement in program compliance 

12/05 X Hired hand-dance instructor (per participant suggestions from 
Project MOVE II pilot program) 

Implement family-centered low-impact exercise via dance; 
increase program innovation 
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Section V: Chart or Graph (Optional) 
Attach a chart or graph for any activity having more than two measurement periods that shows the relationship between the timing of the intervention (cause) and the result of the 
remeasurements (effect). Present one graph for each measure unless the measures are closely correlated, such as average speed of answer and call abandonment rate. Control charts 
are not required, but are helpful in demonstrating the stability of the measure over time or after the implementation. 
 
N/A 
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DC Chartered Health Plan, Inc. Appendix IIIA3 

 

Delmarva Foundation 
IIIA3-1 

QUALITY IMPROVEMENT PROJECT 
VALIDATION WORKSHEET 

 
 

ID of evaluator: MA Date of evaluation: 6/19/2006 

 

Demographic Information 

MCO/PHP Name or ID: Chartered Health Plan 

Project Leader Name: Patricia Miles 

Telephone Number: 202-408-3995 

Name of Quality Improvement Project: Prenatal Care Study 

Dates in Study Period: 01/2004 to: 12/2004 Phase: Remeasurement 1 
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Delmarva Foundation 
IIIA3-2 

Step 1. REVIEW THE SELECTED STUDY TOPIC(S) 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

1.1 Was the topic selected through data collection and 
analysis of comprehensive aspects of enrollee 
needs, care, and services? 

Y 

Timeliness of prenatal and post-partum care was 
selected by DCMAA as a project to be undertaken by 
all DC Medicaid MCOs. In 2005, the MCO's prenatal 
care rate was 63.75% and the postpartum visit rate 
was 42.84%. 

QAPI RE2Q1 
QAPI RE2Q2,3,4 
QIA S1A1 
 

1.2 Did the MCO s/PHPs QIPs, over time, address a 
broad spectrum of key aspects of enrollee care and 
services? 

Y The MCO's QIP measured the timeliness of prenatal 
and postpartum care. 

QAPI RE2Q1QI 
A S1A2 
 

1.3  Did the MCOs/PHPs QIPs over time, include all 
enrolled populations; i.e. , did not exclude certain 
enrollees such as with those with special health 
care needs? 

Y 

The MCO measured the percentage of women who 
delivered a live birth during the HEDIS reporting year 
who received a prenatal care visit during the first 
trimester and a postpartum visit within 12 weeks of 
delivery. 

QAPI RE2Q1 
QIA S1A2 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-3 

Step 2. REVIEW THE STUDY QUESTION(S) 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

2.1 Was there a clear problem statement that 
described the rationale for the study? Y 

The lack of prenatal and postpartum care by pregnant 
women increase the probability of death, low birth 
weight, and birth defects. 

QIA S1A3 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-4 

Step 3. REVIEW SELECTED STUDY INDICATOR(S) 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

3.1 Did the study use objective, clearly defined, 
measurable indicators? Y The study used HEDIS indicators for prenatal and 

postpartum care. 

QAPI RE3Q1 
QAPI RE3Q2-6  
QAPI RE3Q7-8 
QIA S1B2 
QIA S1B3 

3.2 Did the indicators measure changes in health 
status, functional status, or enrollee satisfaction, or 
processes of care with strong associations with 
improved outcomes? 

Y The study indicators focused on increasing the 
prenatal and postpartum care rates. 

QAPI RE3Q9  
QIA S1B1 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-5 

Step 4. REVIEW THE IDENTIFIED STUDY POPULATION 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

4.1 Did the MCO/PHP clearly define all Medicaid 
enrollees to whom the study question(s) and 
indicator(s) are relevant? 

Y The MCO defined the population studied based on the 
HEDIS prenatal and postpartum care specifications. 

QAPI RE2Q1 
QAPI RE3Q2-6 

4.2 If the MCO/PHP studied the entire population, did 
its data collection approach capture all enrollees to 
whom the study question applied? 

Y 
The MCO used HEDIS administrative methodology to 
measure its prenatal and postpartum care rates, 
which uses the entire eligible population. 

QAPI RE4Q1&2  
QAPI RE5Q1.2 
QIA I B, C 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-6 

Step 5. REVIEW SAMPLING METHODS 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

5.1 Did the sampling technique consider and specify 
the true (or estimated) frequency of occurrence of 
the event, the confidence interval to be used, and 
the margin of error that will be acceptable? 

Y 
The MCO used HEDIS administrative methodology to 
measure its prenatal and postpartum care rates, 
which uses the entire eligible population. 

QAPI RE5Q1.3a 
QIA S1C2 

5.2 Did the MCO/PHP employ valid sampling 
techniques that protected against bias? Y 

The MCO used HEDIS administrative methodology to 
measure its prenatal and postpartum care rates, 
which uses the entire eligible population. 

QAPI RE5Q1.3b-c 
QIA S1C2 

Specify the type of sampling or census used:  

5.3 Did the sample contain a sufficient number of 
enrollees? Y 

The MCO used HEDIS administrative methodology to 
measure its prenatal and postpartum care rates, 
which uses the entire eligible population. 

QAPI RE5Q1.3b-c 
QIA S1C2 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-7 

Step 6. REVIEW DATA COLLECTION PROCEDURES 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

6.1 Did the study design clearly specify the data to be 
collected? Y 

Prenatal and postpartum care data was collected 
according to HEDIS administrative methodology 
specifications. 

QAPI RE4Q1&2 

6.2 Did the study design clearly specify the sources of 
data Y 

Prenatal and postpartum care data was collected 
according to HEDIS administrative methodology 
specifications. 

QAPI RE4Q1&2 

6.3 Did the study design specify a systematic method 
of collecting valid and reliable data that represents 
the entire population to which the study’s 
indicator(s) apply? 

Y 
Prenatal and postpartum care data was collected 
according to HEDIS administrative methodology 
specifications. 

QAPI RE4Q3a 
QAPI RE4Q3b 
QIA S1C1 
QIA S1C3 

6.4 Did the data collection methodology provide for a 
consistent, accurate data collection over the time 
periods studied? 

Y 
Prenatal and postpartum care data was collected 
according to HEDIS administrative methodology 
specifications. 

QAPI RE4Q1&2 
QAPI RE4Q3b 
QAPI RE7Q1&2 

6.5 For baseline measurement does the study design 
prospectively specify a data analysis plan for the 
remeasurement years? 

Y The MCO documented a quantitative and qualitative 
analysis for the indicators and measurements. QAPI RE5Q1.2 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-8 

Step 7. ASSESS IMPROVEMENT STRATEGIES 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

7.1 Were reasonable interventions undertaken to 
address causes/barriers identified through data 
analysis and QI processes undertaken? 

Y 

The interventions consisted of collaboration with 
PCPs to improve outreach to pregnant members, 
telephone and mail contact with members to 
encourage participation in prenatal care classes, 
distribution of prenatal care guidelines to providers 
and members, educational sessions with OB/GYNs, 
and development of incentive programs to enhance 
prenatal and postpartum visit compliance. 

QAPI RE6Q1a 
QAPI RE6Q1b 
QAPI RE1SQ1-3 
QIA S3.5 
QIA S4.1 – S4.3 
 

Assessment Component:  Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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Delmarva Foundation 
IIIA3-9 

Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

8.1 Did the MCO/PHP present numerical PIP results 
accurately and clearly and analyze initial and 
repeat measurements? 

N 

Numerical findings were presented accurately and 
clearly for the indicators for the baseline 
measurement; however, the numerators and 
denominators were not documented for the 
remeasurement. Consequently, it was not possible to 
assess the accuracy of the overall rate documented. 

 

8.2 Did the analysis performed include an 
interpretation of the extent to which the PIP was 
successful and identify quantitative and qualitative 
factors that influenced the results of the initial and 
repeat measurements? 

Y 

The MCO indicated that the baseline measurement 
was performed by internal IT staff using HEDIS 
specifications. The remeasurement was performed by 
a certified HEDIS vendor. 

QAPI RE7Q2 
QIA S1C4 
QIA S2.1 
 

8.3 Did the MCO/PHP identify follow-up activities 
and/or interventions based on their analysis of the 
findings? 

Y 

The MCO documented the increase in its prenatal and 
postpartum visit rates between baseline and 
remeasurement 1, which Chartered believes is the 
result of the interventions implemented. 

QIA S2.2 

Assessment Component:  Partially Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 

Document the numerators and denominators for all indicators for each measurement. 
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Delmarva Foundation 
IIIA3-10 

Step 9. ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

9.1 Was the same methodology as the baseline 
measurement used when measurement was 
repeated? 

Y 

HEDIS administrative methodology was followed for 
the baseline and remeasurements. The baseline 
measurement was performed by MCO staff and the 
remeasurement was conducted by a certified HEDIS 
vendor. 

QAPI RE7Q2 
QAPI 2SQ1-2 
QIA S1C4 
QIA S2.2 
QIA S3.1, S3.3, S3.4 
 

9.2 Was there quantitative improvement in processes 
or outcomes of care in any of the indicators 
measured by the MCO/PHP? 

Y 

The MCO documented improvement in the prenatal 
and postpartum visit rates between baseline and 
remeasurement. A factor influencing this 
improvement may have been the use of a certified 
HEDIS vendor to perform the remeasurement. The 
MCO may have actually underreported its results at 
baseline. 

QAPI RE7Q3 
QIA S2.3 

9.3 Does the reported improvement in performance 
have face validity; i.e., does the improvement in 
performance appear to be the result of the planned 
quality improvement intervention? 

N 

Because the numerators and denominators for 
prenatal and postpartum visits was not provided for 
the remeasurement, the validity of the improvement 
documented cannot be definitively assessed. 

QIA S3.2 
 

9.4 Is there any statistical evidence that any observed 
performance improvement is true improvement? N/A  QIA S2.3 

Assessment Component:  Partially Met 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 

Document the numerators and denominators for all indicators for each measurement. 
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IIIA3-11 

Step 10. ASSESS SUSTAINED IMPROVEMENT 

Component/Standard Y, N, or N/A Comment Cites and Similar 
References 

10.1 Was sustained improvement demonstrated 
through repeated measurements over comparable 
time periods? 

N/A 
Because only one remeasurement has been 
performed, sustained improvement cannot be 
assessed at this time. 

QAPI RE2SQ3 
QIA II, III 
 

Assessment Component:  N/A 

Met – All required components are present. 
Partially Met – Some, but not all components are present. 
Unmet -None of the required components are present. 
N/A -None of these components apply. 

Recommendations: 
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IIIA3-12 

Key Findings 

1. Strengths: 

 

2. Best Practices: 

 

3. Issues identified by MCO (Barrier Analysis): 

- The MCO identified a number of barriers including: lack of telephone access for members to receive reminder calls, lack of transportation, transiency 
among the population, and substance abuse issues. 

4. Action taken by MCO (Barrier Analysis): 

- Collaboration with PCPs to improve outreach to pregnant members 
- Telephone and mail contact with members to encourage participation in prenatal care classes 
- Distribution of prenatal care guidelines to providers and members 
- Educational sessions with OB/GYNs 
- Development of incentive programs to enhance prenatal and postpartum visit compliance 

5. Recommendations for the next submission: 

• Document the numerators and denominators for all indicators for each measurement to assess the impact of documented improvement. 

 

CMS 000593



 

Quality Improvement Activity Form—DC Chartered Health Plan, Inc. 03/2006 1 

 
NCQA Quality Improvement Activity Form 

Activity Name: Increasing Prenatal and Postpartum Care Visits in Chartered's Pregnant Population 
Section I: Activity Selection and Methodology 

A. Rationale. Use objective information (data) to explain your rationale for why this activity is important to members or practitioners and why there is an 
opportunity for improvement.  

In 2004, a medical record review study was conducted to determine the quality of care for prenatal women that delivered during CY 2003.  88 
medical records were randomly selected and reviewed by the EQRO (Delmarva).  Of the 88 records, only 30% of CHARTERED women 
received prenatal care in the first trimester.  18% received a postpartum visit within 12 weeks of delivery.  In comparison, the aggregate 
Medicaid MCO rate for the District of Columbia was 35% and 36%, respectively.  In 2005, a subsequent medical record and administrative 
data audit was conducted (by a certified HEDIS vendor).  Outcomes of this audit showed that 63.75% of pregnant women received prenatal 
care within the first trimester and 42.82% received a postpartum visit within 12 weeks of delivery.  

 
B. Quantifiable Measure(s). List and define all quantifiable measures used in this activity. Include a goal or benchmark for each measure. If a goal was established,  

list it. If you list a benchmark, state the source. Add sections for additional quantifiable measures as needed. 
Quantifiable Measure #1:  Prenatal Care within the first trimester (1-12 weeks gestation) 

Numerator: Women meeting the criteria for inclusion in the denominator who had a prenatal visit in the first trimester of pregnancy (26-44 weeks prior 
to delivery).   

Denominator: • Chartered Health Plan Medicaid enrollees who had, during CY 2004, a diagnosis code as specified in the HEDIS 2003 Prenatal Care 
in the first trimester, and 

• Delivered a live birth during CY 2004,  

• Continuously enrolled 44 weeks prior to delivery, and 

• Had no more than one coverage break lasting no longer than 30 days.  

First measurement period dates: January 1, 2004 through December 31, 2004 

Baseline Benchmark: 90th Percentile of 2003 HEDIS results: 89.1 

Source of benchmark: Medicaid HEDIS 2003 Audit Means, Percentiles, and Ratios (www.ncqa.org/Programs/HEDIS/Audit/Medicaid, 2003) 

Baseline goal: NA 

CMS 000594



 

Quality Improvement Activity Form— DC Chartered Health Plan, Inc. 03/2006 2 

Quantifiable Measure #2:    Postpartum Care Provided within 12 weeks of Delivery 

Numerator: Women meeting the criteria for inclusion in the denominator who had a postpartum visit within 12 weeks of delivery. 

Denominator:  • Chartered Health Plan Medicaid enrolled women  who  delivered a live birth during CY 2004 (HEDIS CPT & ICD-9 codes) 

• Continuously enrolled 84 days after delivery, and 

• Had no breaks in enrollment during that period. 

First measurement period dates: January 1, 2004 through December 31, 2004 

Benchmark: 90th Percentile of 2003 HEDIS Medicaid results: 67.4 

Source of benchmark: Medicaid HEDIS 2003 Audit Means, Percentiles, and Ratios (www.ncqa.org/Programs/HEDIS/Audit/Medicaid, 2003) 

Baseline goal:  NA 

Quantifiable Measure #3:    NA 

Numerator:  

Denominator:   

First measurement period dates:  

Benchmark:  

Source of benchmark:  

Baseline goal:   

C. Baseline Methodology. 
 

Although HEDIS specifications were followed for abstracting the baseline information (CPT and ICD-9  codes, number of days continuously enrolled, etc.),  due to the lack of 
certification status and experience following all of the technical specifications, inclusions and exclusions during the process, CHARTERED will be outsourcing the HEDIS 
project to a certified vendor experienced in abstracting and analyzing the data for 2004.  The data was extracted by the IS department using a programmer and a pre-
programmed report set according to DCMAA's contractual requirement for an annual report.  The measures outlined in the report mirror HEDIS 2003 specifications.    

C.1 Data Sources. 
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[   ] Medical/treatment records 
[  ] Administrative data: 

[  ] Claims/encounter data [    ] Complaints [    ] Appeals [    ] Telephone service data  [    ] Appointment/access data 
[    ] Hybrid (medical/treatment records and administrative) 
[    ] Pharmacy data  
[    ] Survey data (attach the survey tool and the complete survey protocol) 
[    ] Other (list and describe): 

 _________________________________________________________________________________________________________________________________ 
 

 _________________________________________________________________________________________________________________________________ 

 
C.2 Data Collection Methodology. Check all that apply and enter the measure number from Section B next to the appropriate methodology. 
If medical/treatment records, check below: 

[   ] Medical/treatment record abstraction 

If survey, check all that apply: 
[    ] Personal interview 
[    ] Mail 
[    ] Phone with CATI script 
[    ] Phone with IVR  
[    ] Internet 
[    ] Incentive provided  
[    ] Other (list and describe): 

 _______________________________________________ 

 _______________________________________________ 

If administrative, check all that apply: 
[ ] Programmed pull from claims/encounter files of all eligible members 
[    ] Programmed pull from claims/encounter files of a sample of members 
[    ] Complaint/appeal data by reason codes  
[    ] Pharmacy data  
[    ] Delegated entity data 
[    ] Vendor file 
[    ] Automated response time file from call center 
[    ] Appointment/access data 
[    ] Other (list and describe): 

_________________________________________________________________ 

_________________________________________________________________ 
 

C.3 Sampling. If sampling was used, provide the following information. 
Measure Sample Size Population Method for Determining Size (describe) Sampling Method (describe) 

NA     
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C.4 Data Collection Cycle. Data Analysis Cycle. 
[    ] Once a year 
[    ] Twice a year 
[    ] Once a season 
[    ] Once a quarter 
[ ] Once a month 
[    ] Once a week 
[    ] Once a day 
[    ] Continuous 
[    ] Other (list and describe):  

 _________________________________________________________ 

 _________________________________________________________ 

[    ] Once a year 
[    ] Once a season 
[    ] Once a quarter 
[ ] Once a month 
[    ] Continuous 
[    ] Other (list and describe): 

 ____________________________________________________________ 

 ____________________________________________________________ 

C.5 Other Pertinent Methodological Features. Complete only if needed. 
CHARTERED will be utilizing a certified HEDIS vendor to collect and analyze Prenatal measures for CY 2004.  A hybrid sampling methodology will be utilized as 
opposed to an administrative sampling methodology used to obtain the baseline data.  Hence, the results for 2004 and related activities may change.  In addition, the 
analysis will occur in March 2005, allowing for additional time to account for any claims lag issues. 

 

D. Changes to Baseline Methodology. Describe any changes in methodology from measurement to measurement. 

Include, as appropriate: 
• Measure and time period covered 

• Type of change 
• Rationale for change 
• Changes in sampling methodology, including changes in sample size, method for determining size and sampling method 
• Any introduction of bias that could affect the results 

_See C.5 ________________________________________________________________________________________________________________________ ___ 

 ___________________________________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________________________________ 

 
 

CMS 000597



 

Quality Improvement Activity Form—DC Chartered Health Plan, Inc. 03/2006 5 

Section II: Data / Results Table 
Complete for each quantifiable measure; add additional sections as needed. 

#1 Quantifiable Measure: Prenatal Care within the 1st Trimester 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
CY 2004 Baseline:  282 564 50% 89.1% NA 
CY 2005(Certified HEDIS) Remeasurement 1:   63.75% 89.1%  
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

#2 Quantifiable Measure: Postpartum visit within 12 weeks of Delivery 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
CY 2004 Baseline:  298 911 32.71% 67.4% NA 
CY 2005(Certified HEDIS) Remeasurement 1:   42.82% 67.4%  
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

#3 Quantifiable Measure: 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
 Baseline:       
 Remeasurement 1:      
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

* If used, specify the test, p value, and specific measurements (e.g., baseline to remeasurement #1, remeasurement #1 to remeasurement #2, etc., or baseline to final remeasurement) 
included in the calculations. NCQA does not require statistical testing.
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Section III: Analysis Cycle 
Complete this section for EACH analysis cycle presented. 

A. Time Period and Measures That the Analysis Covers. 
 
Performed CY 2004 for CY 2003 
Remeasurement 1:  Performed CY 2005 for CY 2004. 
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B. Analysis and Identification of Opportunities for Improvement. Describe the analysis and include the points listed below. 
B.1  For the quantitative analysis:  
Chartered achieved over 55% of the benchmark for prenatal care in the first trimester and almost 50% of the benchmark for postpartum care within 12 weeks of deliver.  Chartered will be 
setting a goal based on the baseline data analysis.  However, based on historical trends, adequate prenatal care within the District is a challenge to most MCO's.  The average MCO rate 
for prenatal care within the first trimester was 35% (only 5 percentage points higher than Chartered) for CY 2003 as reported by the medical record audit conducted by Delmarva.  The 
MCO rate for postpartum care within 12 weeks of delivery was 36% (18 percentage point increase over Chartered) in CY 2003.  The administrative analysis conducted using HEDIS 
specifications resulted in a 20-percentage point increase for prenatal care in the 1st trimester.  The postpartum administrative rate also increased almost 15 percentage points to 32.7%.     
 
In an effort to increase the reliability and validity of the results, Chartered will utilize a certified HEDIS vendor to obtain  administrative data (claims and encounter submissions) for CY 
2004 in March 2005 that will directly follow HEDIS specifications.  In addition, for the CY 2005 reporting in 2006, a hybrid method may be utilized to ensure accuracy of the findings and 
improve reporting results. 
 
Upon analysis by the IT department to determine why the postpartum visit rate was significantly decreased, it was noted that a number of providers are including the postpartum visit in 
the delivery claim (global submission of claim) and not separating the visit, making data abstraction difficult.     
 
Data Analysis of Non-compliant members:  The profile of the non-compliant postpartum population is African-American Females between the ages of 18 - 28 living in zip codes 20002, 
20019, 20020, and 20032 (see graphs below). 
Age: 

4%

40%
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Chartered Members by age category who did not have a Postpartum visit within 12 weeks 
of Delivery CY 2004
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Ethnicity: 
WHITE/CAUCASIAN 4 1%
BLACK 586 96%
HISPANIC 17 3%
UNKNOWN 6 1%
 
Zipcode: 
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Chartered Members by Zipcode who did not have a Postpartum Visit 
within 12 weeks of Delivery, CY 2004
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Data Analysis of Non-compliant members:  The profile of the non-compliant prenatal population is African-American Females between the ages of 18 - 28 living in zip codes 20002, 
20019, 20020, and 20032 (see graphs below). 
 
Age: 
 

9.3%
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9.3%
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Chartered Members by Age that did not have a Prenatal Visit in the first trimester in 2004

 
 
Ethnicity: 
 
WHITE/CAUCASIAN 2
BLACK 260
HISPANIC 5
UNKNOWN 2
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Zip Code: 
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B.2  For the qualitative analysis, describe any analysis that identifies causes for less than desired performance (barrier/causal analysis): 
• Based on the initial findings from the EQRO medical record review, Chartered assembled a multidisciplinary group inclusive of Chartered's President, V.P and General Counsel, V.P. 

Information Systems, High Risk Prenatal Case Manager, OB Coordinator, V.P of Medical Affairs, the QM Director, Compliance Director, Director of Medical Management and the QM 
consultant to brainstorm and identify possible barriers and activities to improve prenatal care in the first trimester as well as postpartum care.  The QMC members also had opportunity 
to review the team's ideas and add to the list of ideas identified through brainstorming activities.  Both the brainstorming team and the QMC had providers and/or caregivers with 
maternal-child-health experience and a history working with the Medicaid population.  Some of the barriers identified include: 

• Lack of enrollee telephone access to provide reminder calls or contact  
• Transportation barriers 
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• Transient population (especially after delivery) 
• Substance Abuse issues 
• Unwanted pregnancies 
 
In addition, the team recommended that further analysis of the population demographics would be collected and activities developed based on findings. 
 
Supporting data: 
• 1st quarter, 2004 analysis of the focused medical review for prenatal care in the 1st trimester found that 38% of the enrollees reviewed were seen within 12 weeks of their pregnancy.   
• Of the pregnant women who participated in Chartered's prenatal classes (33), only 27% began care in the first trimester.    
 
Barriers/ Opportunities for improvement: 
Barrier:  

1. Lack of validation of suspected barriers to prenatal and postnatal care for the pregnant member. 
2. Inaccurate perceptions of need for prenatal care from previously pregnant women.  

Opportunity:  Attempt to increase knowledge regarding demographics and behaviors of members that are compliant with prenatal care and those that are not and 
develop targeted programs that address findings. 
Intervention: 

1. Develop programs that address prenatal/postpartum care and integrate a multidisciplinary team approach. 
2. Determine demographics of the non-compliant subset population (those who lack prenatal care in the first trimester or postpartum visits) 
3. Review studies that address these barriers in Medicaid populations and establish a best practice by which ideas can be gleaned. 
4. Obtain and analyze additional demographics of population (age, parity, ethnicity, address, schools, providers, medical chart review etc.) 
5. Survey members via focused groups to determine barriers, priority, etc. 
6. Develop and implement programs that will address population specific barriers. 
7. Re-measure process to determine efficacy of efforts. 
8. Participation in DC Infant Mortality Taskforce. 
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Section IV: Interventions Table 
Interventions Taken for Improvement as a Result of Analysis. List chronologically the interventions that have had the most impact on improving the measure. Describe 
only the interventions and provide quantitative details whenever possible (e.g., “hired 4 customer service reps” as opposed to “hired customer service reps”). Do not include intervention-
planning activities. 

Date 
Implemented 

(MM / YY) 
Check if 
Ongoing 

 
 

Interventions 

 
 

Barriers That Interventions Address  
09/04  Collaboration with primary care providers that service a significant 

portion of enrollees to improve care coordination by: 
• Daily provision of census information to provider to 

ensure early notification of admissions and discharges 
• Incorporate weekly discussions with providers to assist 

with outreach efforts and appointment compliance for 
follow-up appointments 

• Provider will assign staff to reach out to members post-
discharge to ensure timely access and follow-up to hospital 
care. 

All 

12/2004  Collaboration of Enrollment/Outreach representatives that receive 
initial health assessment data, which often identifies pregnant 
members with OB Coordinator and High Risk OB Care Manager. 

 Daily referrals of pregnant members; 
 Telephonic and mail contact by OB Coordinator and OB 

CM encouraging participation in prenatal classes; 
 Tracking of success rate of members participating in 

classes; and  
 Incentives offered for participation/completion to include 

postpartum visit within 12 weeks of delivery. 

All 

1/2005  Education of new and recredentialed physicians regarding the 
prenatal and postpartum care guidelines 

All 

4/2005  Prenatal guidelines distributed via Spring 2005 provider newsletter All 
8/2005  Collaborated with DC MAA and all MCOs to develop a 

prenatal/postpartum quality improvement plan that will address the 
aforementioned deficiencies. 

All 
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8/2005  Initiation of discussions with WIC offices to develop a a formal 
MOU for education of enrollees regarding prenatal/postpartum 
requirements.  Chartered already utilizes WIC booklets and other 
materials as part of its “Looking Good For Two, Baby and You” 
program, a collaborative effort with Dudley’s Beauty School. 

All 

9/2005  - Provider seminar “The Obstetrician and Patient Documentation” 
- 2 hour focused meeting with OB/GYNs to discuss Quality issues 
regarding prenatal/postpartum members and documentation 
compliance.  

All 

11/2005  Second round of discussions with WIC offices (meeting postponed 
until 1st quarter 2006) 

All 

12/2005  Development of prenatal incentive programs to enhance prenatal 
and postpartum visit compliance.  

All 
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Section V: Chart or Graph (Optional) 
Attach a chart or graph for any activity having more than two measurement periods that shows the relationship between the timing of the intervention (cause) and the result of the 
remeasurements (effect). Present one graph for each measure unless the measures are closely correlated, such as average speed of answer and call abandonment rate. Control charts 
are not required, but are helpful in demonstrating the stability of the measure over time or after the implementation. 
 
N/A 
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