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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 AMERIGROUP 
DC (AMG DC) 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  

AMG DC is a MCO contracting with the DC MAA. Through its wholly owned subsidiaries, AMERIGROUP 
services more than one million people in Florida, Georgia, Illinois, Maryland, New York, New Jersey, Ohio, 
Texas, Virginia and the District of Columbia. Headquartered in Virginia Beach, VA, many of its core 
functions such as Customer Services are centralized. During the CY 2005 AMG DC provided care for 
approximately 40,422 beneficiaries. 
 
Data Sources 

This report contains the results of AMG DC 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 Improvement (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 obtained from documents, information and a review of electronic systems 
provided by the MCO at the request of Delmarva.  
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Purpose  

The purpose of the review was to identify, validate, quantify, and monitor problem areas in the overall quality 
improvement 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 AMG DC: 

 Enrollee Rights 
 Quality Assessment and Performance Improvement 
 Grievance System 

 
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 improvement 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 on the BBA 
standards and DC MAA contract specific requirements.  
 
Delmarva requested pre-site documentation to conduct a desk review prior to the on-site review. AMG DC 
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 improvement 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 
of quality, access and timeliness. After discussion of this integrated review, Delmarva provided a preliminary 
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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 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. 
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, AMG DC was assessed specifically 
in the following areas: 

 Quality Assessment and Performance Improvement 
 Grievance Systems 
 Enrollee Rights 

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

AMG DC maintains and monitors a network of appropriate providers. The appropriate provider contracts 
are in place and quarterly monitoring of the network is completed. 
 
AMG DC has an established and well functioning credentialing and recredentialing program and process. 
Credentialing policies are consistent with NCQA policies and procedures and require a two year 
recredentialing period which is consistent with DC MAA requirements. 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 
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provide for the exclusion from participation of any provider who has been excluded from participation in 
Federal health care programs. 
 
Cultural competency is addressed by AMG DC in its Cultural Competency and Linguistic Services policies. 
The Medicaid Advisory Committee participates in the review of beneficiary materials to enhance cultural 
competency and comprehension of materials. 
 
AMG DC has policies and procedures in place to identify beneficiaries with special health care needs and 
place them into case management. 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 Case Manager will coordinate ongoing care by developing a care plan in conjunction with the 
beneficiary’s PCP and the beneficiary/family.  
 
AMG DC has policies and procedures for the initial and continuing authorization of services. The AMG DC 
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 who has the appropriate clinical expertise in treating the 
beneficiary’s condition or disease. The consistent application of review criteria for these decisions is ensured 
through the inter-rater reliability process as outlined in its Inter-Rater Reliability Assessment policy. Both 
physician and non-physician reviewers must complete inter-rater reliability testing. The authorization policies 
and procedures require consultation with the requesting provider when appropriate. AMG DC 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. Policies and procedures are in 
place to ensure that compensation to individuals who 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 beneficiary.  
 
AMG DC has disenrollment policies and procedures in place to ensure that beneficiaries do not get 
disenrolled erroneously. AMG DC’s Member Handbook outlines the process that beneficiaries can use to 
voluntarily disenroll from the MCO. 
 
AMG DC 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. AMG DC’s Vendor Selection and 
Oversight policy provide the mechanisms for AMG DC to monitor the delegate, including regular reporting 
by the delegate and auditing of the delegate’s performance of delegated duties. The Delegated 
Vendor/Provider Terminations and Delegations policy outline the procedures that AMG DC will use when 
provider performance is not adequate and a corrective action plan (CAP) has been ineffective.  
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AMG DC has developed and/or 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. The CPGs are used for making decisions 
regarding utilization management (UM), beneficiary education, and coverage of services.  
 
AMG DC has a comprehensive Quality Management Plan (QMP) in place. The QMP includes goals, 
objectives, program and committee structure, and an overview of the QM process, outcome and evaluation, 
delegation and risk management activities. The Quality Management Work Plan outlines the objectives; 
activities planned for the year, time frame for each activity, responsible persons, planned monitoring, and 
planned evaluation of the QM program, schedule for reporting to the governing body, and a schedule for 
evaluation of delegated services. A major aspect of the QMP is the QM Score Card. 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 improvement efforts.  
 
Quality improvement projects reviewed included goals, benchmarks, barrier and root cause analyses as well as 
interventions. The MCO developed, 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.  
 
The activities of the QMP are summarized in the AMG DC Annual QM Evaluation document. This 
document contains all of the measures the MCO is required to report to DC MAA. It also contains an 
assessment of the impact of the effectiveness of its quality improvement efforts. The annual report is 
submitted to DC MAA for review. 
 
AMG DC also has a health information system in place that is able to provide information on utilization, 
grievances, and 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 

AMG DC has comprehensive complaint, grievance and appeals systems in place. These 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, and 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 
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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. 
 
AMG DC provides a notice of action (NOA) to the beneficiary and provider in cases of denials. The only 
identified issue is that the notice does not always meet the language requirements of a fifth grade reading 
level. 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. 
 
AMG DC’s policies, procedures and Member Handbook offer beneficiaries assistance in completing forms 
for grievances and appeals.  AMG DC will acknowledge each grievance and appeal. Oral inquiries seeking to 
appeal decisions are treated as appeals and are confirmed in writing by the MCO. AMG DC policies and 
procedures stipulate that individuals who make decisions regarding 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. AMG DC’s process also allows the beneficiary and his/her 
representative the right to examine his/her case file. 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 met in the MCO’s 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 AMG DC provides information on how to 
make the request. AMG DC has all of these components in its NOAs that are provided to the beneficiaries 
and providers. AMG DC ensures that punitive action is not taken against a provider who requests an 
expedited resolution or supports an appeal. The continuation of benefits during a pending appeal and 
reinstatement of benefits after an appeal are also addressed in AMG DC’s policies and procedures and 
included in its NOAs.  
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The Fraud and Abuse provisions in the MCO contract with DC MAA are addressed by AMG DC in the 
Anti-Fraud plan. A designated Fraud Officer is in place at the AMG DC Corporate Office as well as at each 
local plan. This plan requires that the staff understand the provisions of the fraud and abuse compliance plan. 
The AMG DC Anti-Fraud Plan contains the procedures to detect and prevent potential or suspected abuse 
and fraud in the administration and delivery of services. The processes in place allow for confidential 
reporting of plan violations to the designated person (Fraud Officer). The plan outlines the specific steps for 
the investigation and follow-up of any compliance plan reports. The plan also contains provisions to ensure 
that the identities of individuals reporting violations are protected, and that these individuals will not be 
retaliated against. The Corporate Anti-Fraud plan also complies with the requirement that the MCO must 
report all confirmed violations to the DC MAA within 24 hours of being confirmed. 
 
Enrollee Rights 

AMG DC has all but one of the required beneficiary rights and responsibilities contained in its policies and 
program documents. 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.  
 
AMG DC’s policies and procedures also 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. 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. 
AMG DC’s contract with DC MAA requires materials to be available in Spanish, Korean, Chinese, 
Vietnamese, Amharic, or Braille/audio format. Beneficiaries can contact Member Services to receive 
information in these other languages.  
 
Summary of Quality 

AMG DC documents a comprehensive quality management program in place for DC MAA beneficiaries. 
Major quality improvement activities are monitored monthly through the QM scorecard and QMC meeting 
minutes. Appropriate quality improvement projects are implemented and monitored for effectiveness of 
interventions. Credentialing policies and procedures are in place and these activities are completed according 
to required timeframes. 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 
provide beneficiary access to specialist and out-of-network services. Disenrollment procedures allow 
beneficiaries to disenroll and measures to prevent the MCO from disenrolling 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. 
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Access at a Glance  
 
Access is an essential component of a quality-driven system of care. One of the key components of the 
DCMAA 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 AMG DC documented the following review requirements in place 
and operational to provide access: 

 Enrollee Rights and Protections 
 Quality Assessment and Performance Improvement 
 Grievance Systems 

 
Quality Improvement 

AMG DC’s access and availability standards document compliance with the DC MAA contract: 
 Live access to Member Services 24/7 
 Primary care providers must be available 24/7 
 Access to emergency care immediately 
 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 at least one with 24/7 access 
 Ensuring the selection or assignment of a primary care provider (PCP) within 6 days of enrollment. 

 
Compliance with these standards is measured at least annually as noted in the AMG DC Quality Management 
Program 2005. AMG DC completed an Appointment Access Study and an After-Hours study to assess 
compliance with these standards. 
 
Grievance Systems 

AMG DC has comprehensive procedures in place to ensure beneficiary have access to complaint, grievance 
and appeals systems. Beneficiaries are also notified of their right to access the District Fair hearing process. 
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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. These 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 him/herself or 
a beneficiary.  
 

Enrollee Rights 

AMG DC's policies and procedures provide beneficiaries direct access to specialists through either a standing 
referral or an approved number of visits. In addition, AMG DC allows for women to have direct access to a 
women’s health specialist within the network for preventive and routine services 
 
AMG DC has implemented appropriate policies and procedures for beneficiaries to receive services out-of-
network if the plan network is unable to provide the necessary services. These policies include 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. 
 
AMG DC’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. AMG DC’s 
contract with the DC MAA requires materials to be available in Spanish, Korean, Chinese, Vietnamese, 
Amharic, or Braille/audio format. Beneficiaries can contact Member Services to receive information in other 
languages.  
 
AMG DC 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 provides information on how after-hours, urgent, and emergent care can 
be obtained.  Preauthorization is not required for emergency services and beneficiaries can use any hospital or 
setting for emergency care. AMG DC also includes the specialty referral policy for care and explains other 
benefits that cannot be provide by the beneficiary’s PCP. 
 
AMG DC’s beneficiary materials provide information to assist the beneficiary in setting up advance directives 
and to participate in decisions concerning their own health care. There are policy provisions in place to 
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facilitate open communications between providers and beneficiaries. The Member Handbook and the AMG 
DC Participating Provider Agreement note 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 

AMG DC has the appropriate access and availability standards in place. Adherence to these guidelines is 
measured through access studies conducted by the provider relations department. Corrective actions are 
requested when provider compliance does not meet established thresholds.  
 
AMG DC 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 a 
beneficiary with that beneficiary’s consent.  
  
Beneficiary rights are guaranteed through AMG DC’s policies and procedures. Beneficiary materials provide 
information about providers of all types of services and information on MCO benefits. These materials 
include information on how beneficiaries can secure services provided by DC MAA, but are not provided 
through MCO benefits. AMG DC provides beneficiaries and providers with information on advance 
directives and beneficiary-provider communication provisions (no “gag” rule). AMG DC 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. 
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Timeliness at a Glance 
 
Access to necessary health care and related services alone is insufficient in advancing the health status of DC 
MAA 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 AMG DC 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 

AMG DC 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 Appointment Access and After-Hours studies conducted by the provider relations department. For 
providers not meeting the expected thresholds, AMG DC requests a CAP that is monitored through the 
QMC.  
 
Grievance Systems 

The standards stipulate for the standard disposition of a grievance requiring notice to the affected parties, the 
resolution time may not exceed 90 days from the day the MCO receives the grievance. AMG DC’s internal 
standard is 14 days which exceeds this requirement.  
 
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. AMG DC’s policies and procedures require that the resolution be no 
more than 30 calendar days from the date AMG DC receives all necessary information to process the appeal. 
 
The expedited appeal requires the MCO to resolve the appeal within three working days after receiving the 
appeal request AMG DC’s policies and procedures note their time frame for completion is 72 hours from the 
date the plan receives all necessary information to complete appeal.  
 
AMG DC 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 
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required to be made by a health care professional with the appropriate clinical expertise in treating the 
beneficiary’s condition or disease.  
 
AMG DC has policies and procedures in place for authorizations. The Member/Provider Action Appeals 
Process policy provides the timeframes for notifying beneficiaries as expeditiously as their health condition 
requires, but not to exceed 14 days. The policy addresses the right of the beneficiary or the provider to extend 
this time frame up to 14 calendar days if requested. The Member/Provider Action Appeals policy also notes 
that the MCO can request an extension if able to prove that it would be in the beneficiary’s best interest. 
 
The Specialty Referral policy includes an expedited authorization process and requires that beneficiaries have 
access to specialty care services within 48 hours of referrals in urgent situations. The Member/Provider 
Action Appeals Process states that if there is a request for an expedited authorization, the authorization must 
be made within three working days. These timeframes are monitored by AMG DC and are consistent with 
contract requirements. 
 
Enrollee Rights  

AMG DC has addressed timeliness to care as a component of enrollee rights and responsibilities.  Its 
standards for timeliness to care include immediate access to emergency care without preauthorization.  
Urgent care appointment standards require that members are able to receive care within 24 hours of 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 complaints 
 
Member information includes procedures for accessing the complaint, grievances and appeals systems.  The 
Member Handbook includes the timeframes for requesting and filing grievances and appeals.  The timely 
resolution of appeals and grievances is monitored by the QMC through the use of the QM Score Card which 
is compiled and reviewed monthly. The Score Card is a comprehensive list of indicators used by QM to 
assess the quality and timeliness of its services.  
 
Summary for Timeliness 

AMG DC has appropriate access and availability standards for scheduling of appointments and appointment 
waiting times. Timelines for appointments was assessed in 2005 through the Appointment Access and After-
Hours studies conducted by the Provider Relations Department. For providers not meeting expected 
thresholds, AMG DC requests a CAP that is monitored through the QMC. 
 
AMG DC met the timeframes for disposition of grievances and providing notice to the affected parties 
through the standard NOAs. AMG DC is compliant with completion of expedited appeals within the three 
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day time frame. AMG DC 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 

 AMG DC has a well documented Quality Management Program (QMP) and Work Plan 
 The QM Score Card provides a monthly snapshot of pertinent indicators used to measure the 

effectiveness of the QM activities 
 All 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 
 There is demonstrated adherence to credentialing and recredentialing timeframes 
 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. 
 

Access 

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

 The complaint, grievance and appeals process provides beneficiary and provider access to these systems. 
 Information on how beneficiaries can access services not available through AMG DC, but that are 

available through DC MAA, is provided 
 Access to open provider-beneficiary communication is provided 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 
format.  

 Procedures provide beneficiary access to interpreter services free of charge for medically related 
appointments. 

 
Timeliness 

 AMG DC has the appropriate standards in place for timeliness of services 
 Appointment wait-time standards are in place and were assessed  
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 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 QM Scorecard 
 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 AMG DC are as follows: 

 Delmarva recommends that AMG DC continue its comprehensive efforts in documenting all aspects of 
its Quality Management Program. 

 AMG DC should include the beneficiary right 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, in its’ beneficiary rights and responsibilities policies and procedures 

 AMG DC must note in its appeals policies and procedures that a written, signed appeal is not required in 
cases where expedited resolution is requested 

 On the NOA the rationale for a service denial is taken directly from the Medical Director Referral and 
Review form, which, in some cases, may be too clinical in nature and/or may not meet the fifth grade 
reading level requirements set forth in AMG DC’s contract with DC MAA. AMG DC must ensure that 
the language level is consistent with its contractual requirements 

 The Member/Provider Action Appeal Process policies do not explicitly state that oral inquiries seeking 
expedited resolution do not need to be confirmed in writing. AMG DC must include this provision in its 
relevant policies and procedures 

 The Member/Provider Action Appeal Process policies do not explicitly state that the beneficiary and/or 
his or her representative can be parties to an appeal. This process does not acknowledge the legal 
representative of a deceased beneficiary’s estate. AMG DC must include this provision in its relevant 
policies and procedures. 

 
 
Corrective Action Plan Review Results 
 
AMG DC provided a Corrective Action Plan document to address standards that were not fully met in the 
CY 2005 review. AMG DC provided a CAP for all five standards that were not fully met.  All CAPs were 
deemed adequate.  Revised policies and procedures were also provided for review to demonstrate that 
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outstanding issues were addressed. 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. 

 
AMERIGROUP of the District of Columbia (AMG DC) has a Member Rights and Responsibilities policy and 
procedure (5/2/05) in place. 
 

ER2.0 - 438.100(b)(2)(ii)-(vi) Content of Enrollee Rights Policy  

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 AMG DC’s Member Handbook (3/04) and in the Member Rights and Responsibilities 
policy and procedure (5/2/05).  
 
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 AMG DC’s 
Member Handbook and in the Member Rights and Responsibilities policy and procedure (5/2/05).  
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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 the AMG DC’s Member Handbook and in the Member Rights and 
Responsibilities policy and procedure (5/2/05). 
 
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. 

 

This beneficiary right is not included in the Member Rights and Responsibilities policy and procedure 
(5/2/05). To meet the full intent of this element, AMG DC must include this beneficiary right in the 
Member Rights section of the Member Handbook and in the Member Rights and Responsibilities policy and 
procedure. 
 
Element 2.5 - Request and receive his or her medical records and request that they be amended of 
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 are included in AMG DC’s Member Handbook and in the Member Rights and Responsibilities 
policy and procedure (5/2/05). 
 
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 AMG DC’s Member Handbook and in 
the Member Rights and Responsibilities policy and procedure (5/2/05). 
 
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 the AMG DC’s Member Handbook and in the Member Rights and 
Responsibilities policy and procedure (5/2/05). 
 
Element 2.8 ER—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 AMG DC’s Member Handbook and in the 
Member Rights and Responsibilities policy and procedure (5/2/05). 
 

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 easily be understood is 
included in the Linguistic Services policy and procedure (11/13/03). This policy states that written materials 
provided to prospective and current beneficiaries will be printed in English and Spanish and will be 
written at the fifth-grade reading level. All vital materials will be translated in writing, upon request, for 
beneficiaries who speak other non-English languages.  
 

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. 

 

AMG DC makes its written information available in prevalent, non-English languages in its particular 
service area as defined by the Linguistic Services policy and procedure (11/13/03). All vital documents are 
made available in the following prevalent languages: Spanish, Chinese, Vietnamese, Amharic, Korean and 
Braille/audio format. Evidence of written information available in prevalent, non-English languages is 
provided in the New Member Welcome Packet.  
 
 
 

CMS 000198



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–4 

ER4.0 - 438.10(c)(4)-(5) Language Services 

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.  

 

AMG DC offers language services (i.e., oral interpretation services) free of charge to beneficiaries as 
documented in the Linguistic Services policy and procedure (11/13/03). 
 
According to the Member Handbook, beneficiaries are encouraged to call Member Services on its toll-free 
line. Beneficiaries also will receive a Language Card to be carried at all times and to help the beneficiary 
find an interpreter.  
 
Element 4.2 - The MCO must notify its enrollees that oral interpretation is available for any language. 
This element is met.  

 
AMG DC notifies its beneficiaries that oral interpretation is available, as documented in the Member 
Handbook. The Linguistic Services policy and procedure (11/13/03) states that a toll-free number through 
an appropriate language line is available for beneficiaries to communicate with staff and providers.  
 
Element 4.3 - The MCO must notify its enrollees that written information is available in prevalent 
languages.  
This element is met.  

 
AMG DC notifies its beneficiaries that written information is available in prevalent, non-English 
languages, as described in the Member Handbook. All beneficiary materials are available in English and 
Spanish and, upon request, in Chinese, Vietnamese, Amharic, and Korean. Materials also are available in 
Braille/audio format. There is no charge for translated materials. Beneficiaries are encouraged to call 
Member Services to request translated materials. This element also is addressed in the Linguistic Services 
policy and procedure (11/13/03). Beneficiary correspondence includes a statement in each required 
language, notifying beneficiaries how to obtain beneficiary materials in their respective language. 
 
Element 4.4 - The MCO must notify its enrollees how to access free interpretation services. 
This element is met. 
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AMG DC notifies its beneficiaries on how to access free interpretation services, as documented in the 
Member Handbook. Beneficiaries are encouraged to contact Member Services for interpretation services. 
The Linguistic Services policy and procedure (11/13/03) also describes the provision of free interpretation 
services. 
 

ER5.0 - 438.10(d)(1)(ii) and (d)(2) Alternative Formats for Enrollee Information 

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 Linguistic Services policy and procedure (11/13/03) and in the Member 
Handbook. Braille, large print, and audio formats are available to beneficiaries.  
 
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 Linguistic Services policy and procedure (11/13/03) and in the Member 
Handbook. Beneficiaries are encouraged to call Member Services to obtain the written materials in 
alternative formats. 
 

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, and non-English languages spoken by current contracted 
providers in the beneficiaries’ service area, including identification of providers who are not accepting 
new patients, are noted in the AMG DC Provider Directory, which is included in the new beneficiary 
mailing packet, available on the AMG DC web site, and distributed with updates.  
 
Element 6.2 - Any restriction on the enrollee’s freedom of choice among network providers. 
This element is met.  

 
Each beneficiary is required to select a primary care provider (PCP) from the Provider Directory. The 
Member Handbook explains the process for beneficiaries to select and change their PCP. AMG DC notifies 
the beneficiaries of restrictions among network providers in the Member Handbook. For a beneficiary to 
see a specialist, the beneficiary’s PCP must provide him or her with a referral. The Member Handbook 
states that the beneficiary’s PCP will refer him or her to a specialist in the AMG DC network if the PCP 
cannot give the care the beneficiary needs. In most cases, a referral from the PCP is required in order for 
the beneficiary to see a specialist. AMG DC also has a Specialty Referral policy and procedure (12/13/05) 
that describes the referral process. The Member Handbook is included in the new beneficiary mailing 
packet, available on the AMG DC web site, and distributed with updates.  
 
Element 6.3 - Enrollee rights and responsibilities. 
This element is met.  

 
Beneficiary rights and responsibilities are documented in AMG DC’s Member Handbook, which is included 
in the new beneficiary mailing packet, available on the AMG DC web site, and distributed with updates.  
 
Element 6.4 - Information on grievance and Fair Hearing procedures. 
This element is met. 

 
Information on grievance and Fair Hearing procedures is documented in AMG DC’s Member Handbook, 
which is included in the new beneficiary mailing packet, available on the AMG DC web site, and 
distributed with updates.  
 
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 are available under the contract in sufficient detail to ensure 
that beneficiaries understand the benefits are documented in AMG DC’s Member Handbook, which was 
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approved by the District of Columbia Medical Assistance Administration (DC MAA). The Member 
Handbook is included in the new beneficiary mailing packet, available on the AMG DC web site, and 
distributed with updates.  
 
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 AMG DC’s Member Handbook. If needed, the PCP will refer the beneficiary to a specialist. The Member 
Handbook also outlines the services that do not need a referral. The Member Handbook is included in the 
new beneficiary mailing packet, available on the AMG DC web site, and distributed with updates. 
 
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 AMG DC’s Member Handbook. Benefits that beneficiaries can obtain 
from out-of-network providers include family planning and emergency services. The handbook states 
that beneficiaries can go to any Medicaid family planning provider. They do not need a referral from their 
PCP. The Member Handbook is included in the new beneficiary mailing packet, available on the AMG DC 
web site, and distributed with updates.  
  
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 AMG 
DC’s Member Handbook. Examples of emergencies are provided. The Member Handbook states that if a 
beneficiary has an emergency, he or she should call 911 or go to the nearest hospital emergency room 
right away. In situations where beneficiaries are unsure about whether they need urgent care versus 
emergent care, they are encouraged to call the 24-hour Nurse HelpLine for advice.  
 
Post stabilization benefits, such as inpatient hospital services, outpatient services, and so forth, are 
covered under the AMG DC Health Care Benefits section of the Member Handbook. The Member Handbook 
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is included in the new beneficiary mailing packet, available on the AMG DC web site, and distributed 
with updates.  
 
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 AMG DC’s Member Handbook, in an 
emergency, beneficiaries are advised to go to the nearest hospital emergency room or call 911. The 
Member Handbook states that emergency care does require a referral. The Member Handbook is included in 
the new beneficiary mailing packet, available on the AMG DC web site, and distributed with updates.  
 
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, are documented in the AMG DC’s Member Handbook. If a beneficiary has an emergency, he or she 
is instructed to call 911 or to go to the nearest hospital emergency room right away. The Member 
Handbook is included in the new beneficiary mailing packet, available on the AMG DC web site, and 
distributed with updates.  
 
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. 

 
Locations of emergency settings at which providers and hospitals furnish emergency and post 
stabilization services are provided in AMG DC’s Provider Directory. The addresses and phone numbers of 
hospitals are listed in the directory. The Provider Directory is included in the new beneficiary mailing packet, 
available on the AMG DC web site, and distributed with updates.  
 
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 the 
AMG DC Member Handbook, in emergency situations, beneficiaries are instructed to go to the nearest 
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hospital emergency room or to call 911. The Member Handbook is included in the new beneficiary mailing 
packet, available on the AMG DC web site, and distributed with updates.  
 
Element 6.13 - The MCO’s policy on referrals for specialty care and for other benefits not furnished by 
the enrollee’s primary care provider. 
This element is met. 

 
The MCO’s policy on referrals for specialty care and for other benefits not furnished by the beneficiary’s 
PCP is explained in AMG DC’s Member Handbook. If needed, the PCP will refer the beneficiary to a 
specialist and provide the beneficiary with a referral. The handbook also describes services that do not 
require a referral. The Member Handbook is included in the new beneficiary mailing packet, available on the 
AMG DC web site, and distributed with updates.  
 
Element 6.14 - Cost sharing, if any. 
This element is N/A. 

 
There is no cost sharing for those enrolled in the DC Medicaid 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. 

 
AMG DC defines the benefits and services that it does not offer but that are still offered by the DC 
Medicaid program. These services are defined in the Member Handbook and include outpatient substance 
abuse and mental health rehabilitation services and inpatient transplant surgery and services. Beneficiaries 
are encouraged to call Member Services for help getting these services. AMG DC will provide referral, 
care coordination, screening, emergency services, and transportation for these benefits. The Member 
Handbook is included in the new beneficiary mailing packet, available on the AMG DC web site, and 
distributed with updates.  
 

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

This standard is met. 
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Element 7.1 - Grievances, appeal, and Fair Hearing procedures. 
This element is met.  

 

The procedures for filing grievances, appeals, and Fair Hearings are described in AMG DC’s Member 
Handbook. Addresses and phone numbers are provided for the beneficiary along with a step-by-step 
timeline for submission and responses by the MCO. This information also is addressed in the 
Member/Provider Action Appeal Process—Core Process policy (11/1/04).  
 
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, including the right to a hearing, the method for obtaining a hearing, 
and the rules that govern representation at the hearing, are described in AMG DC’s Member Handbook. 
According to the Member Handbook, a beneficiary is allowed to have representation from a family member, 
friend, or the beneficiary’s physician. 
 
Element 7.3 -The right to file grievances and appeals. 
This element is met. 

 

The right to file grievances and appeals is described in the Complaint and Medical Appeal Process section 
of AMG DC’s Member Handbook. The process is described in specific steps. Beneficiaries receive the 
Member Handbook as part of the welcome packet.  
  
Element 7.4 - The requirements and time frames for filing a grievance or appeal. 
This element is met. 

 

The requirements and time frames for filing a grievance or appeal are described in Complaint and 
Medical Appeal Process section of AMG DC’s Member Handbook.  
 
Element 7.5 - The availability of assistance in the filing process. 
This element is met. 

 

The availability of assistance in the filing process is documented in AMG DC’s Member Handbook and 
instructs beneficiaries to call Member Services for assistance.  
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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 is provided in AMG 
DC’s Member Handbook. Beneficiaries are encouraged to call Member Services for any questions or 
assistance.  
 

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 time frames specified for filing. 
This element is met. 

 

The fact that, when requested by the beneficiary, benefits will continue if the beneficiary files an appeal or 
a request for a District Fair Hearing within the time frames specified is documented in the Complaint and 
Medical Appeal Process section of the AMG DC Member Handbook.  
 

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.  

 
AMG DC 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 Member Handbook, which states 
that AMG DC will not ask beneficiaries to pay for services received during the appeal process. 
 

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 AMG DC Member Handbook documents the appeal rights that are available to providers. To appeal, 
the beneficiary or the beneficiary’s physician can call Member Services or mail the request to the plan. 
The beneficiary also has a right to know that the beneficiary and/or the beneficiary’s physician cannot be 
penalized for filing an appeal or complaint.  
 

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. 

 
 

CMS 000206



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–12 

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

Advance directives are covered in AMG DC’s Providing Advance Directive Information policy and procedure 
(6/9/04). Advance directives also are covered in the Member Handbook.  
 
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. 

 
Advance directives are covered in AMG DC’s Member Handbook. Beneficiaries are provided with a phone 
number and an address of where to obtain more information about advance directives.  
 
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.  

 
Information about beneficiaries’ rights to make decisions with regard to medical care, including the right 
to accept or refuse medical treatment and the right to formulate advance directives are described in AMG 
DC’s Member Handbook. 
 
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.  

 
AMG DC provides written policies that respect the beneficiary’s right to make decisions regarding care 
and the right to formulate an advance directive. This information is included in the Providing Advance 
Directive Information (6/9/04) and Member Rights and Responsibilities policies and procedures (5/2/05). The 
information also is covered in AMG DC’s Member Handbook.  
 
Element 8.5 - Provide for the education of staff concerning its policies and procedures on advance 
directives. 
This element is met.  

 
AMG DC has provided staff education with regard to its policies and procedures on advance directives. 
Medical Management Staff Meeting Minutes from 11/18/05 were provided. Advance directives were reviewed, 
and a list of staff members attending was documented.  
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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, quality, and to the extent available, performance indicators (including, 
but not limited to, disenrollment rates and enrollee satisfaction). 
This element is met.  

 
Upon request, information about AMG DC is provided to beneficiaries and is addressed in the Enrollee 
Rights and in the Members Requesting Non-Protected Health Information policy and procedure (10/26/04). 
Information requested can relate to the structure and operation of the MCO; physician incentive plans; 
and quality and performance indicators, including disenrollment rates and beneficiary satisfaction.  
 

ER10.0 - 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. 

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

 
Beneficiaries are not held liable for AMG DC’s debts. The MCO demonstrates in Article 3.9(b) of the 
Participating Provider Agreement that beneficiaries are not held liable for the cost of any services or supplies 
provided by the contracted providers to covered persons to the extent required under applicable law and 
program contract and agency requirements. 
 
Element 10.2 - Covered services provided to the enrollee for which the State does not pay the MCO or 
does not pay the individual health care provider that furnished the services under a contractual, referral, 
or other arrangement. 
This element is met.  

 
Beneficiaries are not held liable for covered services provided to the beneficiaries for which the District 
does not pay the MCO or provider. The MCO demonstrates in Article 3.9(b) of the Participating Provider 
Agreement that beneficiaries are not held liable for the cost of any services or supplies provided by the 
contracted providers to covered persons to the extent required under applicable law and program 
contract and agency requirements.  
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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.  

 
Beneficiaries are not held liable for payments for covered services furnished under a contract to the 
extent that those payments are in excess of the amount that they would pay if AMG DC provided the 
services directly. The MCO demonstrates in Article 3.9(b) of the Participating Provider Agreement that 
beneficiaries are not held liable for the cost of any services or supplies provided by the contracted 
providers to covered persons to the extent required under applicable law and program contract and 
agency requirements.  
 

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, including any alternative 
treatment that may be self-administered. 
This element is met.  

 
AMG DC 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 under Article 3.4, Provider Responsibility, in the Participating Provider Agreement. 
 
Element 11.2 - Any information the enrollee needs in order to decide among all relevant treatment 
options. 
This element is met.  

 
AMG DC does not prohibit or restrict any information the beneficiary needs in order to decide among all 
relevant treatment options. This is documented under Article 3.4, Provider Responsibility, in the 
Participating Provider Agreement and in the Enrollee Rights section of the Member Handbook. 
 
Element 11.3 - The risks, benefits, and consequences of treatment or non-treatment. 
This element is met.  
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AMG DC 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 under Article 
3.4, Provider Responsibility, in the Participating Provider Agreement and in the Enrollee Rights section of the 
Member Handbook. The beneficiary has a right to no “gag rules” in the MCO.  
 
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 
Enrollee Rights section of AMG DC’s Member Handbook. This element also is included in the Member 
Rights section of the Provider Manual. 
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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 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. 
This element is met. 

 
AMERIGROUP of the District of Columbia (AMG DC) has the required policies and procedures in 
place for complaints, grievances, and appeals. These include the Member Complaints—MD DC policy 
(7/8/04), Member/Provider Action Appeal Process policy for DC (12/21/05), and the Member/Provider Action 
Appeal Process—Core Process policy (11/1/04) 
 
These policies and procedures address the process for beneficiaries and providers to access the District 
Fair Hearing Process. 
 

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, an MCO level appeal, and may request a State Fair Hearing. 
This element is met. 

 
AMG DC has several relevant policies and procedures in place to assure that beneficiaries are provided 
the opportunity to file a grievance, MCO-level appeal, or for a District Fair Hearing. The following 
policies were reviewed and address this component: 

 Member Complaints—MD DC policy (7/8/04) 
 Member/Provider Action Appeal Process policy for DC (12/21/05) 
 Member/Provider Action Appeal Process—Core Process policy (11/1/04) 
 In addition, the AMG DC Grievance form and Appeal form were provided for review and contain the 

required information for a beneficiary to file a complaint, grievance, or appeal. 
 
A grievance is defined as “any dissatisfaction expressed by a beneficiary or a person acting on behalf of 
the beneficiary concerning any aspect of AMG DC’s operation other than an action. The dissatisfaction 
may be expressed either orally or in writing or by electronic transmission. The term dissatisfaction does 
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not include misinformation that is resolved promptly. The grievance can be delivered to AMG DC, to the 
District’s Medicaid hotline, or to the appropriate District agency.” 
 
An appeal is defined as “an expression of dissatisfaction with an action made orally, in writing, or by 
electronic transmission by the beneficiary or a person acting on behalf of the beneficiary or by the 
provider.” First- and second-level appeals, expedited appeals, and immediate reconsiderations also are 
defined in these policies and procedures. 
 
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. 

 
The Member Complaints—MD DC policy (7/8/04) notes that the complainant is defined as “any 
beneficiary (or family member or caregiver of a beneficiary) or provider (treating physician, dentist, or 
other person or agency designated to act on behalf of the beneficiary, including the District’s/District’s 
Medicaid Managed Care Division or the District’s/District’s ombudsman program) who files a 
complaint.” 
 
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 Member/Provider Action Appeal Process policy for DC (12/21/05) and the Member/Provider Action Appeal 
Process—Core Process policy (11/1/04) address this component. The core process procedure specifically 
states that the “member’s physician or health care provider may appeal an action (denial, reduction, or 
termination of medical services) orally or in writing.” 
 

GS3.0 - 438.402(b)(2) 

The MCO policies and procedures specify a reasonable time frame 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 time frame— 

This standard is met. 

 
Element 3.1 - The enrollee or the provider may file an appeal. 
This element is met. 
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The Member/Provider Action Appeal Process policy for DC (12/21/05) includes both a first- and second-level 
appeal process. This process allows for the beneficiary and/or provider to file an appeal. These policies 
allow the beneficiary to file an appeal within 90 days from the initial denial. 
 
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 Member/Provider Action Appeal Process policy for DC (12/21/05) and the Member/Provider Action Appeal 
Process—Core Process policy (11/1/04) both state the beneficiary’s right to and the process for beneficiaries 
to request a District Fair Hearing. These policies also note, “A District Fair Hearing may be requested at 
anytime during the appeal process.” The Member/Provider Action Appeal Process policy for DC (12/21/05) 
provides for AMG DC to “inform beneficiaries that they have the right to access the Fair Hearing 
process within the Office of Fair Hearing in lieu of, or at anytime during, the internal AMG DC appeal 
process.” The beneficiary right to request a District Fair Hearing also is included in the Member Handbook 
(3/04) and the Notices of Action (NOAs) sent to beneficiaries and providers. 
 

GS4.0 - 438.402(b)(3) 

The MCO procedures for filing must state that the enrollee: 

This standard is partially 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 Member/Provider Action Appeal Process for DC (12/21/05) and the Member/Provider Action Appeal 
Process—Core Process policy (11/1/04) both note that beneficiaries and providers can file a grievance either 
orally or in writing. Specifically, the Member/Provider Action Appeal Process policy for DC notes that a 
grievance is “any dissatisfaction expressed by a beneficiary or person acting on behalf of the beneficiary 
concerning any aspect of AMG DC’s operation other than an action. The dissatisfaction may be 
expressed either orally, in writing, or by electronic transmission.” 
 
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 partially met. 
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The General Procedures section of Member/Provider Action Appeal Process—Core Process policy (11/1/04) 
states, “If the appeal is given orally, the complainant is requested to submit the appeal in writing.” Appeal 
forms are provided for beneficiaries and providers to complete and return to AMG DC. Neither the 
Provider Action Appeal Process—Core Process policy (11/1/04) nor the Member/Provider Action Appeal Process 
policy for DC (12/21/05) states that if an expedited resolution is requested, it does not need to be 
followed up in writing. 
 
To meet the full intent of this element, AMG DC must note in its policies and procedures that a written, 
signed appeal is not required in cases where expedited resolution is requested. 
 

GS5.0 - Language and Format Requirements 

This standard is partially met. 

 
Element 5.1 - 438.404, 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 is partially met.  

 
AMG DC provided the format and content of the beneficiary communications (letters, Member Handbook) 
to DC MAA for approval before implementation. Although the NOA templates have been approved by 
the DC MAA, the rationale for denial is taken directly from the Medical Director Referral and Review 
form, which, in some cases, may be too clinical or may not meet the fifth grade reading level 
requirements set forth in AMG DC’s contract with DC MAA.  
 

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 Notification of Action section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) outlines the requirements for the contents of NOAs. This process requires NOAs to contain 
the action that AMG DC has taken. 
 
The NOA template letter contains a section to include the action AMG DC has taken or intends to take. 
Actual NOAs were reviewed for a sample of appeals and denials cases for 2005. All NOAs included the 
action the MCO had taken. 
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Element 6.2 - The reasons for the action. 
This element is met. 

 
The Notification of Action section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) outlines the requirements for the contents of NOAs. This process requires NOAs to contain 
the action and the principal reason(s) for the action. 
 
The NOA template letter contains a section to include the action AMG DC has taken or intends to take. 
Actual NOAs were reviewed for a sample of appeals and denials cases for 2005. All NOAs included the 
reasons for the actions the MCO had taken. 
 
Element 6.3 - The enrollee’s or the provider’s right to file an MCO appeal. 
This element is met. 

 
The Notification of Action section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) outlines the requirements for the contents of NOAs. This requires NOAs to contain the 
beneficiary’s and provider’s right to file an MCO appeal. The AMG DC Appeal Process document 
(undated) is included as an attachment to the NOAs and includes the right to and process for 
beneficiaries and providers to file an 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 NOA template letter includes a paragraph that states, “You can also contact the Office of Fair 
Hearing. You can ask for a hearing after we decide your appeal or while we are looking at your case. You 
have 90 days from the date of this letter to ask for a hearing. If you do not ask for a Fair Hearing within 
90 days, you lose your right to a Fair Hearing. See the attached sheet for more information on the Office 
of Fair hearing and how to request a Fair Hearing.” The attachment to this letter, entitled AMG DC 
Appeal Process, explains the process for requesting a District Fair Hearing in the section entitled, “How do 
I contact the Office of Administrative Hearings?” 
 
Element 6.5 - The procedures for exercising the rights specified in this paragraph. 
This element is met. 

 
The NOA letters provided for review explain that beneficiaries and providers are entitled to a District 
Fair Hearing. They also state, “See the attached sheet for more information on the Office of Fair hearing 
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and how to request a Fair Hearing.” The attachment to this letter, the AMG DC Appeal Process, explains 
the process for requesting a District Fair Hearing in the section entitled, How do I contact the Office of 
Administrative Hearings? This section states that beneficiaries can contact the Office of Administrative 
Hearings at any time during the process and provides contact information and required time frames for 
requesting such a hearing.  
 
Element 6.6 - The circumstances under which expedited resolution is available and how to request it. 
This element is met. 

 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) outlines the expedited appeal 
process. Expedited appeals are available for actions related to emergency care, care for life-threatening 
conditions, continued stays for hospitalized patients, extended health care services, and procedures or 
treatment for a beneficiary undergoing a course of treatment.  
 
Expedited appeals also are allowed for treatment referral service, procedure, or other health care where a 
denial of which could significantly increase the risk to a beneficiary’s health. 
 
The Member/Provider Action Appeal Process policy for DC (12/21/05) also notes that expedited appeals are 
available for “actions related to emergency care, care for life-threatening conditions, continued stays for 
hospitalized patients, and extended health care services, procedures, or treatment for a beneficiary 
undergoing a course of treatment, health issues that would seriously jeopardize the beneficiary’s ability to 
regain maximum function, and also for treatment referral service procedures or other health services 
where a denial of which could significantly increase the risk to a beneficiary’s health.”  
 
The NOA template and actual NOAs provided for review state, “If the service you asked for is urgent, 
you can ask for an expedited review. This review is for special health conditions that need immediate 
attention.” 
 
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 AMG DC Appeal Process document that is attached to every NOA sent to beneficiaries states, “If we 
reduce a service you are receiving right now and you want to continue to receive the service during your 
appeal, you can call us to request it. You must call within 10 days of the date of the letter mailed to you to 
let you know we will not pay for the service.” It also notes, “If you request a District Fair Hearing within 
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10 days of this letter, we will continue to pay for the service you are receiving right now. We continue to 
pay for the service until a final Fair Hearing decision is reached, you withdraw your Fair Hearing request, 
or the time period for the service ends.” Finally, it states, “If the Office of Administrative Hearings 
agrees with AMG DC, you will not be responsible for payment or services received during the appeal.” 
 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) addresses the continuation of benefits. In this section, there are no scenarios in which the 
beneficiary is expected to pay the cost of any services provided during the appeal, regardless of the 
outcome of the appeal. 
 

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 time frames for decisions: 

This standard is 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 time frames that may not exceed 14 
calendar days following receipt of the request for service. 
This element is met. 

 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) notes, “Unless the District 
mandates another time frame, the decision regarding standard authorizations for service (i.e., not 
expedited) must be made within 14 calendar days following the request for service and as expeditiously as 
possible. If the authorization request is expedited, the decision must be made within three business days 
of the request.” 
 
Element 7.2 - Possible extensions of the 14 calendar day time frame are allowed if the enrollee, or the 
provider, requests extension. 
This element is met. 

 
The Action Denial section of the Member/Provider Action Appeal Process—Core Process policy (11/1/04) 
notes, “The beneficiary or the beneficiary’s representative can request a 14 day extension when additional 
information can be provided and the information is in the beneficiary’s best interest, and failure to extend 
the time frame would result in denial of the authorization.”  
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Element 7.3 - Possible extensions of the 14 calendar day time frame 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 met. 

 
The First-Level Appeals and Second-Level Appeals sections of the Member/Provider Action Appeals 
Process—Core Process policy (11/1/04) states, “AMG DC may initiate an extension if there is need for 
additional information and the extension is in the beneficiary’s best interest. Written notice of the reason 
for the extension will be provided to the beneficiary if the extension was initiated by AMG DC.” 

 

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 time 

frame 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 met. 

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

 
The Specialty Referral Policy (12/03/05) and the AMG DC Medical Management Program 2005 
description address this element.  The policies and procedures documented require that beneficiaries in 
D.C. must have access to specialty care services within 48 hours of referral in urgent situations and 
timeliness of referrals must be monitored. 
 
The AMG DC Medical Management Program 2005 outlines the decision turn-around time and 
notification timeframes in the Decision Time Frames section of the document sections 1.6.1 to 1.6.5.  
These sections are specific to Emergency Services, Urgent Services, Concurrent Review, Routine or 
Elective Services, and Out of Network Authorization Requests. 
 

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 three working days after receipt of the request for 
service.  
This element is met. 

 

The Member/Provider Action Appeal Process—Core Process policy (11/1/04) requires that “if the authorization 
request is expedited, the decision must be made within three business days of the request.” 
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Element 8.3 - The MCO, may extend the three working days time period by up to 14 calendar days if 
the enrollee requests an extension, or if the MCO justifies (to the District agency upon request), a need 
for additional information and how the extension is in the enrollee’s interest. 
This element is met.  

 
The Insufficient Information for Clinical Review policy (07/27/05) notes that an extension may be granted for 
the additional 14 calendar days if the member or provider requests an extension, or if the Medical 
Management Clinical Staff justifies to the appropriate District agency a need for additional information 
and the extension is in the member’s best 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 time frame and inform 
the enrollee of the right to file a grievance if he or she disagrees with that decision. 
This element is met. 
 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) states that “When provided in 
District regulations, the time frame may be extended up to 14 calendar days if the member requests an 
extension. AMG DC may initiate an extension if there is a need for additional information and the 
extension is in the member’s best interest. Written notice of the reason for the extension will be provided 
to the member if the extension was initiated by AMG DC.” 
 

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 met. 

 
If AMG DC or the member requests an extension, the determination will be made within the 14 days 
allowed for an extension. The Member/Provider Action Appeal Process— District of Columbia (12/21/05) 
states that “AMG DC’s total time for acknowledgement, investigation, and resolution of the appeal will 
not be more than 14 business days from the date AMG DC receives all necessary information to process 
the request. 
 

GS9.0 - 438.406.(a)(1)-(3) Handling of Grievances and Appeals 

In handling grievances and appeals, the MCO must: 

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

 
The section entitled Complaint and Medical Appeal Process, Pages 16 to 19 of the AMG DC Member Handbook 
(03/04), outlines the complaint, grievance, and appeals processes. This section states, “If you need help 
to understand or use the appeal process, you can call Member Services.” The AMG DC Appeal Process 
document that is attached to all NOAs also states that if a beneficiary has any questions or needs help at 
any time in the process, he or she can call Member Services. The General Procedures section of the 
Member/Provider Action Appeal Process—Core Process policy (11/1/04) notes, “AMG DC provides Member 
Services representatives who will assist a beneficiary as needed in writing an appeal or Fair Hearing 
request. Information on how to file an appeal is available in writing in English and Spanish. Other 
assistance is provided as needed, including other language translations, professional interpreter services, 
assistance for the mentally challenged, formats accessible to the visually impaired, and TDD and TDY 
lines for the deaf.” 
 
Element 9.2 - Acknowledge receipt of each grievance and appeal. 
This element is met. 

 

The AMG DC Member Handbook (3/04) states that the MCO will acknowledge each grievance and appeal. 
The Member/Provider Action Appeal Process policy for DC (12/21/05) notes that for first- and second-level 
appeals, an acknowledgment letter will be sent within two business days of receipt of the request. 
  
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 Member/Provider Action Appeal Process—Core Process policy (11/01/04) states that for a first-level 
appeal, the Medical Director who reviews the clinical documentation for the appeal cannot be a 
subordinate of the reviewer who made the initial action and must not have been involved in making the 
original denial. 
 
With regard to a second-level appeal, this same policy and procedure states that a specialty review will be 
used on medical necessity decisions. The timelines will be defined by the District. If the review is 
conducted by committee, the committee meets as necessary to investigate and resolve appeal of an action 
unresolved to a beneficiary’s/provider’s satisfaction during the first-level appeal review. The committee 
comprises not fewer than three persons, including the chief executive officer (CEO) or designee, a 
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clinician with the appropriate clinical expertise, and the Medical Director. If the Medical Director was 
previously involved in the action decision or appeal, he or she is a nonvoting member of the committee 
and is there to represent the previous decision process only. 
 
The specialty physician must be other than the Medical Director of the plan, a health care provider 
competent by reason of training and licensure in the treatment or procedure that has been denied, and 
certified by a recognized specialty Board in the areas appropriate to the matter at issue. Medical reviewers 
(a physician, an advanced practice registered nurse, an appropriate health care provider possessing a 
nonrestricted license to practice or who may provide care anywhere in the United States) must have a 
clear history with no disciplinary action, sanctions pending, or any actions against them by any 
governmental or professional regulatory body.  
 
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. 

 

The Member/Provider Action Appeal Process policy for DC (12/21/05) and the Member/Provider Action Appeal 
Process—Core Process policy (11/1/04) note that a clinician with the appropriate clinical expertise will be 
involved in the second-level appeal review process. The core process document further states that the 
“specialty physician must be other than the Medical Director of the plan, a health care provider 
competent by reason of training and licensure in the treatment or procedure which has been denied, and 
is certified by a recognized specialty Board in the areas appropriate to the matter of issue.”  
 

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 partially met. 

 
The Member/Provider Action Appeal Process policy for DC (12/21/05), and the Member/Provider Action Appeal 
Process—Core Process policy (11/1/04) addresses this component. These policies and procedures state that 
appeals and grievances can be expressed either orally, in writing, or by electronic transmission. Article 1 
of the General Procedures section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) states that, “If the appeal is given orally, the complainant is requested to submit the appeal in 
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writing.” There is no exception in either policy for stating that oral inquiries seeking expedited resolution 
do not need to be confirmed in writing. 
 
The Expedited Appeal Section of the AMG DC Member Handbook (03/04) notes that expedited 
appeals will be accepted orally and in writing. Although not stated in this section, there is no requirement 
for the member or provider to follow-up in writing for an expedited appeal. 
 
In order to meet the full intent of this element, the Member/Provider Action Appeal Process policy for DC 
(12/21/05), and/or  the Member/Provider Action Appeal Process—Core Process policy (11/1/04)  must include 
the exception that an oral appeal for expedited resolution does not need to be followed up in writing. 
 
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.  

 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) addresses this component in 
Article 9 of the General Procedures section, which states that AMG DC provides the beneficiary an 
opportunity to present evidence and allegations of fact or law in person as well as 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. 

 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) addresses this component in 
Article 10 of the General Procedures section, which states, “AMG DC provides the beneficiary or his or 
her representative the opportunity at anytime during the appeal process to examine the beneficiary’s 
appeal file and documents.”  
 
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 partially met. 

 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) and Member/Provider Action appeal 
Process policy for DC (12/21/04) include the beneficiary and/or his or her representative as parties to the 
appeal. This process does not acknowledge the representative of a deceased beneficiary’s estate.  
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To meet the full intent of this element, policies and procedures must acknowledge the legal representative 
of a deceased beneficiary’s estate in the appeals process. 
 

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. 

This standard is met. 

 
Element 11.1 - For standard disposition of a grievance and notice to the affected parties, the time frame 
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/Provider Action Appeal Process—Core Process policy (11/1/04), Member/Provider Action Appeal 
Process policy for DC (12/21/2004), and Member Complaints—MD DC (07/08/04) were reviewed. A 
grievance is defined as “any dissatisfaction expressed by a beneficiary or a person acting on behalf of the 
beneficiary concerning any aspect of AMG DC’s operation other than an action. The dissatisfaction may 
be expressed either orally or in writing or by electronic transmission. The term dissatisfaction does not 
include misinformation that is resolved promptly. The grievance can be delivered to AMG DC, to the 
District’s Medicaid hotline, or to the appropriate District agency.”  
 
According to the policies reviewed, the resolution of all complaints will be completed within 14 days 
from the date the initial complaint is received. First-level appeals, expressions of dissatisfaction related to 
an action, must be completed within 14 calendar days following the request for service. 
 
Element 11.2 - Standard resolution of appeals. 
For standard resolution of an appeal and notice to the affected parties, the District must establish a time 
frame that is no longer than 45 days from the day the MCO receives the appeal. This time frame may be 
extended under paragraph (c) of this section. 
This element is met. 

 

Article 11 of the First-Level Appeal process section of the Member/Provider Action Appeal Process—Core 
Process policy (11/01/2004) states that “AMG DC’s total time for acknowledgment, investigation and 
resolution of the appeal will not be more than 30 calendar days from the date AMG DC receives all 
necessary information to process the appeal.” 
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Element 11.3—Expedited resolution of appeals. 
 For expedited resolution of an appeal and notice to the affected parties, the District must establish a 
time frame that is no longer than 3 working days after the MCO or PIHP receives the appeal. This time 
frame may be extended under paragraph (c) of this section. 
This element is met.  

 
The Member/Provider Action Appeal Process—Core Process policy (11/1/04) states that in cases of expedited 
appeals, “AMG DC’s time frame in which the appeal must be completed is 72 hours from the date all 
information necessary to complete the appeal is received.” 
 

GS12.0 - 438.408(c)(1) Extensions 

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

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

This standard is met. 

 
Element 12.1 - The enrollee requests the extension. 
This element is met. 

 
Article 12 of the First-Level Appeal section of the Member/Provider Action Appeal Process—Core Process 
policy (11/1/04) states, “When provided in state regulations, the time frame may be extended up to 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. 

 

Article 12 of the First-Level Appeal section of the Member/Provider Action Appeal Process—Core Process 
policy (11/01/2004) states that “AMG DC may initiate an extension if the extension is in the 
beneficiary’s best interest. Written notice of the reason for the extension will be provided to the 
beneficiary if the extension was initiated by AMG DC.” 
 

GS13.0 – Extension Requirements 

This standard is met. 
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Element 13.1 - 38.408(c)(2) Requirements Following Extension 
If the MCO extends the time frames, 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. 

 

Article 12 of the First-Level Appeal section of the Member/Provider Action Appeal Process—Core Process 
policy (11/01/2004) states, “Written notice of the reason for the extension will be provided to the 
beneficiary if the extension was initiated by AMG DC.” 
 

GS14.0 – Format of Resolution of 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. 
 
Article 7 of the Member Complaints—MD and DC policy (07/08/04) notes that a resolution letter will be 
sent to the beneficiary, explaining AMG DC’s resolution. Article 1 of the Notification of Action section 
of the Member/Provider Action Appeal Process—Core Process policy (11/1/04) notes that if the decision is to 
deny, delay, reduce, or terminate services, the notification to the beneficiary must be in writing.  
 

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

Enrollees must be notified of the outcome of appeals. 

This standard is met. 

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

 

Article 1 of the Notification of Action section of the Member/Provider Action Appeal Process—Core Process 
policy (11/1/04) notes that if the decision is to deny, delay, reduce, or terminate services, the notification 
to the beneficiary must be in writing. 
 
Element 15.2 - For notice of expedited resolution, the MCO must also make reasonable efforts to 
provide oral notice. 
This element is met. 
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Article 6 of the Expedited Appeals section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) states that “initial notice of the decision may be delivered orally if followed by a written 
notification of the determination within two calendar days.”  
 

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 Notification of Action section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) requires the notice of appeal resolution to contain the results of the resolution process.  
 
Element 16.2 - The date it was completed. 
This element is met. 

 
The Notification of Action section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) requires the notice of appeal resolution to contain the date of the resolution, which is the date 
of the letter sent to the beneficiary. 
 

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.  

 
Article 1(d) of the Notification of Action section of the Member/Provider Action Appeal Process—Core Process 
policy (11/1/04) requires the notice of appeal resolution to contain the right of the beneficiary to request 
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. 
This element is met. 
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Article 1(g) of the Notification of Action section of the Member/Provider Action Appeal Process—Core Process 
policy (11/1/04) requires the notice of appeal resolution to include “the beneficiary’s right to have 
benefits continue pending resolution of the appeal, how to request that benefits be continued, and the 
circumstances under which the beneficiary may be required to pay the costs of these services.” 
 
Element 17.3 - That 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 Notification of Action section of the Member/Provider Action Appeal Process policy for DC (12/21/05) 
states that beneficiaries will not be held liable for the cost of those benefits if the hearing decision 
upholds the MCO’s action. This is in accordance with AMG DC’s contract with DC MAA (Contract 
Modification 8). 
 

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 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. 
This element is met. 

 
The Member/Provider Action Appeal Process—Core Process policy (11/01/04) and Member/Provider Action 
Appeal Process policy for DC (12/21/05) both address the expedited resolution of an appeal. This process 
is available “in cases of actions related to emergency care, care for life-threatening conditions, continued 
stays for hospitalized patients, extended health care services, procedures or treatment for a beneficiary 
undergoing a course of treatment.” The expedited appeals process also is available for “a treatment 
referral service, procedure or other health care where a denial of which could significantly increase the 
risk to a beneficiary’s health.” 
 

GS19.0 – Punitive Action 

This standard is met. 
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Element 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 nor supports an enrollee’s appeal. 
This element is met. 

 

AMG DC’s procedure allows for a physician or any other health care provider to advocate for medically 
appropriate health care services for his or her beneficiaries without retaliation.  No beneficiary or 
provider will be penalized for initiating an appeal. (See Member/Provider Action Appeal Core Process 
under General Procedures #5) 
 

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:  

This standard is met. 

 
Element 20.1 - Transfer of the appeal to the time frame for standard resolution. 
This element is met. 

 
Article 4 of the Expedited Appeals section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) states that “if the request for expedited review is denied, the appeal will be transferred to the 
standard appeal process.” 
 
Element 20.2 - Prompt oral notice to the enrollee of the denial, and follow-up within two calendar days 
with a written notice. 
This element is met.  
 

Article 6 of the Expedited Appeals section of the Member/Provider Action Appeal Process—Core Process policy 
(11/1/04) states, “Initial notice of the decision may be delivered orally if followed by written notice of 
the determination within two calendar days.” 
 

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. 
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The grievance process is outlined in the AMG DC Provider Manual (2005), which is reviewed with each 
provider at the time of initial credentialing. The boilerplate provider contract also contains a description 
of the complaint, grievance, and appeals processes available to providers. 
 

GS22.0 – Record Keeping and Reporting of Grievances 

This standard is met. 

 
Element 22.1 - 438.416 Recordkeeping and Reporting Requirements 
The MCO must maintain records of grievances and appeals and provide reports to the State. 
This element is met. 

 
AMG DC maintains electronic files of complaints, denials, grievances, and appeals. Hardcopy files are 
maintained with appropriate supporting documentation. AMG DC provided DC MAA with all four 
quarterly reports for the Calendar Year 2005 review period. 
 

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 1 of the Continuation of Benefits section of the Member/Provider Action Appeal Process policy for 
DC (12/21/05) addresses this component. This process states that the MCO must continue beneficiary 
benefits if “the member or his/her authorized representative files the appeal timely.” 
 
Element 23.2 - The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment. 
This element is met. 

 
Article 2 of the Continuation of Benefits section of the Member/Provider Action Appeal Process policy for 
DC (12/21/05) addresses this component. This process states that AMG DC must continue beneficiary 
benefits 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. 
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Article 3 of the Continuation of Benefits section of the Member/Provider Action Appeal Process policy for 
DC (12/21/05) addresses this component. This process states that AMG DC must continue beneficiary 
benefits if the services were ordered by an authorized provider. 
 
Element 23.4 - The original period covered by the original authorization has not expired. 
This element is met. 

 
Article 4 of the Continuation of Benefits section of the Member/Provider Action Appeal Process policy for 
DC (12/21/05) addresses this component. This process states that the AMG DC must continue 
beneficiary benefits if “the original period covered by the original authorization has not expired.” 
 
Element 23.5 - The enrollee requests and extension of benefits. 
This element is met. 

 
Article 5 of the Continuation of Benefits section of the Member/Provider Action Appeal Process policy for 
DC (12/21/05) addresses this component. This process states that AMG DC must continue beneficiary 
benefits if the beneficiary requests an extension of the benefits. 
 

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: 

This standard is met. 

 
Element 24.1 - The enrollee withdraws the appeal. 
This element is met. 

 

The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states that beneficiary benefits will be continued while the appeal is pending, unless the 
beneficiary withdraws the appeal. 
 
Element 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. 
This element is met. 

 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states that beneficiary benefits will be continued while the appeal is pending if “ten days pass 
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after AMG DC mails the notice, providing the resolution of the appeal against the beneficiary, within the 
10-day time frame, requests a Fair Hearing with continuation of benefits until a Fair Hearing decision is 
reached.” 
 
Element 24.3 - A State Fair Hearing Office issues a hearing decision adverse to the enrollee. 
This element is met. 

 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states that beneficiary benefits shall be continued while the appeal is pending “until a Fair 
Hearing office issues a hearing decision adverse to the beneficiary” in cases where a Fair Hearing is 
requested. 
 
Element 24.4 - The time period or service limits of a previously authorized service has been met. 
This element is met. 

 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states that beneficiary benefits will be continued while the appeal is pending until “the time 
period or service limits of a previously authorized 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. 

 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states, “If the final resolution of the appeal is adverse to the beneficiary and upholds AMG 
DC’s action, then to the extent that services were furnished to the beneficiary, AMG DC may not 
recover costs from the beneficiary.” 
 

GS26.0 - Services Not Furnished During Appeal 

This standard is met. 
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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. 

 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states, “If the final decision reverses a decision (action) to deny, limit, or delay services that 
were not furnished while the appeal was pending, AMG DC will authorize or arrange to provide the 
disputed services promptly and expeditiously as the beneficiary’s health condition requires but at least 
within two working days for an appeal and within 24 hours for an expedited appeal.” 
 

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 or the State must pay 
for those services in accordance with State policy and regulations. 
This element is met.  

 
The Continuation of Benefits section of the Member/Provider Action Appeal Process policy for DC 
(12/21/05) states, “If the final decision (action) to deny authorization of services and the beneficiary 
received the disputed services while the appeal was pending, AMG DC is responsible for payment for 
those services.” 
 

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: 

This standard is met. 

 
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. 
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The AMG DC Corporation Anti-Fraud Plan (undated) outlines the corporate compliance plan. The AMG 
DC Corporate Investigations Department (CID) section of the anti-fraud plan states that the “CID was 
developed by AMG DC to establish controls, to develop a coordinated and consistent approach to anti-
fraud efforts, and to ensure compliance with mandated regulatory requirements. The CID is an internal 
proprietary function, fully dedicated to the detection, prevention, investigation, and prosecution of 
fraud.” The executive responsible for the CID is the associate vice president, who reports to the senior 
vice president of risk management and audit and is AMG DC’s general auditor. 
 
The anti-fraud plan notes that all newly hired associates must attend and complete the corporate 
compliance orientation to continue employment with AMG DC. This program is a computer-based 
training program. The plan also requires that all associates complete the compliance program refresher 
course annually. The annual refresher course also is completed online, and associate compliance with 
completion of the annual course is monitored by the vice president of government relations. The AMG 
DC anti-fraud plan also outlines the department-specific anti-fraud training program. Evidence of these 
training requirements was provided in the form of computer logs of associates who had completed the 
required training, notices for the need to complete the annual refresher course, and testing results.  
 

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 Detection and Investigation Overview section of the AMG DC Corporation Anti-Fraud Plan (undated) 
outlines the processes in place to prevent and detect suspected fraud and abuse. This includes, but is not 
limited to, claims to be referred, timing of referrals, the Corporate Investigations Management System, 
system-based anti-fraud controls (data analysis system), pharmacy fraud and coordination with the 
pharmacy benefit manager, claims checking, employee/associate detection, provider fraud, and 
beneficiary fraud. 
 

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.  

 
AMG DC associates are made aware of how to report potential fraud, waste, and abuse through the 
corporate training program. AMG DC Corporation has a “voice mailbox established to permit users to 
leave information on a confidential hotline. This number can be accessed both within each Plan and 
external to the office.”  
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The telephone numbers for the hotline and the toll-free number for staff, beneficiaries, and providers are 
included in the anti-fraud plan. In addition to the hotline, an e-mail account is dedicated to referrals 
within the organization. The process for accessing this account is included in the anti-fraud plan. 
 
The Fraud Officer section (p. 7) of the Corporation Anti-Fraud Plan (undated) notes that the CEO of each 
plan is the designated fraud officer responsible for all reporting of fraud and abuse to the AMG DC 
corporate compliance officer as well as to appropriate District agencies. The fraud officer may delegate 
reporting of fraud and abuse to the corporate compliance officer, the assistant compliance officer, or the 
CID associate vice president. 
 

Element 28.4 - The plan shall contain provisions for the investigation and follow-up of any compliance 
plan reports. 
This element is met. 

 

The Investigative Overview section of the Corporation Anti-Fraud Plan (undated) details the process for 
investigation and follow-up of any compliance plan reports. This basic process includes detection and 
referral, initial assessment, investigative strategy, information gathering, evaluation of evidence, 
determination of action, and pursuit of civil/criminal proceedings. All of these steps are followed in the 
typical investigative process, except for the civil/criminal proceedings process, which may or may not be 
applicable. 
 

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.  

 
The Associate Behavior, Conduct, and Performance policy (7/5/05) outlines the procedure that associates can 
use to report any compliance violations. The policy notes, “Associates are required to report any 
compliance violations to the Compliance Officer, Privacy Officer, or Compliance Hotline. Associates 
may anonymously report a co-worker’s misconduct through the Compliance Hotline.” 
 
The Compliance Reporting policy (10/1/98) notes that associates are required to report any suspected cases 
of fraud, waste, and abuse and states that associates can use the anonymous hotlines to report such 
activities.  
 
The AMG DC Corporation Anti-Fraud Plan (undated) notes that all associates complete an orientation and 
an annual update of the AMG DC corporate compliance plan and policies. An outline of the educational 
program is included in the anti-fraud plan.  
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The actual compliance training is completed on the computer. The Confidentiality, Retaliation, and 
Discipline section of the training course notes, “Confidentiality of those making compliance reports and 
those involved is maintained to the fullest extent possible during the investigation.” 
 

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. 

 

The AMG DC Corporation Anti-Fraud Plan (undated) contains detailed internal procedures for all 
employees for detecting, reporting, and investigating fraud and abuse compliance plan violations. All 
employees are trained on these procedures at the time of initial new associate orientation and through the 
annual refresher course. The General Associate Training and Education section of the anti-fraud plan 
overviews the information and frequency for which associates must receive training in these methods. 
The specific steps to be followed are detailed in the Detection and Investigation and Investigative 
Process Overview sections of the anti-fraud plan. The CID has been designated as the overall entity 
charged with establishing controls, developing a coordinated and consistent approach to anti-fraud 
efforts, and ensuring compliance with mandated regulatory requirements.  
 

Element 28.7 - The compliance plan shall require that confirmed violations be reported to DC MAA 
within 24 hours of being confirmed. 
This element is met. 

 

The AMG DC Corporation Anti-Fraud Plan (undated) states that AMG DC “shall report confirmed 
violations to DC MAA within 24 hours of the violation being confirmed.”  
 
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 DC MAA, and the Office of Managed Care. 
This element is met.  

 

The addendum to the AMG DC Corporation Anti-Fraud Plan (undated) provides District-specific 
information and reporting requirements. This addendum notes that AMG DC requires that “confirmed 
or suspected fraud, abuse, and waste under District and 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.” 
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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 met. 

 

Page 39 of the AMG DC Corporation Anti-Fraud Plan (undated) states that the MCO has a Non-Retaliation 
policy (6/6/05) and procedure to ensure that anyone who reports a suspected violation will not be 
retaliated against. The Non-Retaliation policy states that AMG DC “will refrain from intimidating, 
threatening, coercing, discriminating against, or taking any other retaliatory action against any AMG DC 
beneficiary, Associate, business associate, provider, or other individual for the exercise of any right under, 
or for participation in any process required by, the Health Insurance Portability and Accountability Act of 
1996.”  
 

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 Fraud Officer section (p. 7) of the AMG DC Corporation Anti-Fraud Plan (undated; page 7) states that 
“the Chief Executive Officer of each Plan is the designated Fraud Officer responsible for all reporting 
and abuse to the AMG DC Corporate Compliance Officer, as well as to appropriate District agencies. 
The Fraud Officer is also responsible for ensuring that employees cooperate fully with District and 
Federal fraud and abuse investigations, as needed. The Fraud Officer may delegate reporting of fraud and 
abuse to the Corporate Compliance Officer, the Assistant Corporate Compliance Officer, or the 
Associate Vice President, Corporate Investigations. Periodic meetings are held between the Fraud Officer 
and the Corporate Investigations Department (CID) to discuss matters of potential fraud and abuse.” 
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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 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 Primary Care Physician (PCP) Availability and Accessibility policy (10/27/05) and Monitoring PCP Capacity 
policy (12/02/04) address the requirements for this element. Provider contracts were reviewed and 
contain the necessary provisions. The monitoring of PCP ratios was completed, with a beneficiary-to-
PCP ratio of 109.5 for 2005. The State of Network Adequacy section of the Quality Management (QM) 
Scorecard includes indicators for network composition, which is monitored monthly.  
 
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 met. 

 

The QM program addresses the access requirements included in AMERIGROUP of the District of 
Columbia’s (AMG DC’s) contract with DC MAA. These access standards are evaluated annually through 
access studies, provider performance reports, member complaints, and quality of care reports. The PCP 
Availability and Accessibility policy (10/27/05) outlines the standards that are monitored and include: 

 Operating hours 
 Telephone wait time 
 Emergency care 
 Urgent care 
 Nonurgent care 
 Prenatal and postpartum care 
 Time to initial health assessments 

 
The access requirements in this policy are consistent with DC MAA’s contract requirements.  
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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 Direct Service Access section of the Specialty Referral policy (12/13/05) notes that female 
beneficiaries have 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 information also is 
contained on page 8 of the AMG DC Member Handbook (3/04) and in the Obstetrical and Gynecological 
Services section of the Provider Manual. 
 
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. 
 
The Second Opinion Section (5.2) of the Provider Manual notes that beneficiaries are able to have a second 
opinion at no cost.  
 
Although not required by the standard, this information is not included in the Member Handbook (3/04). It 
is strongly recommended that this information be included in the next revision of the Member Handbook. 
 

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 met. 

 
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 met. 

 

AMG DC’s Out of Service Area/Out of Network Care policy (5/31/05) outlines the process that medical 
management (MM) staff uses to process requests for out-of-network services that AMG DC is unable to 
provide in-network.  
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The Out of Network Care section of this policy notes that if AMG DC is unable to provide the necessary 
medical services covered under the contract, it will provide these services in a timely manner and out of 
network as long as it is unable to provide them. 
 
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 met. 

 

AMG DC’s Out of Service Area/Out of Network Care policy (5/31/05) states that the MM department can 
approve services by nonparticipating physicians. If the Medical Director deems that continuing with the 
current practitioner is medically necessary, AMG DC can approve services by nonparticipating physicians 
at a comparable in-network rate, the state Medicaid fee-for-service rate, state-approved out-of-network 
provider payment methodology, or a negotiated fee schedule.  
 

QA3.0 – Credentialing and Recredentialing 

This standard is met. 

 
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 met. 

 
AMG DC has developed a Credentialing and Recredentialing (C/R) Program and Procedures policy (8/16/05), 
which complies with National Committee for Quality Assurance (NCQA) 2003 standards that include a 
two year recredentialing period. All credentialing files reviewed as part of the onsite review met the C/R 
requirements. 
 

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. 
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The PCP Availability and Accessibility policy (10/27/05) addresses the DC MAA standards for timely access 
to care, including the urgency of need for services. This policy addresses operating hours, telephone 
access, in-office wait time, emergency care, urgent care, non-emergent as below in the bulleted list, non-
urgent care, prenatal and postpartum care, and time to schedule an initial health appraisal. The PCP must 
be accessible 24/7 personally or through coverage arrangements with a designated contracted PCP. 
Providers are required to respond to an AMG DC beneficiary in a timely manner. Specifically, these 
require the PCP to make every effort to schedule AMG DC beneficiaries for appointments using the 
following guidelines: 

 Office hours: PCPs must be available at least twenty hours per week and at least three days per week at each 
primary care site for scheduled visits. Group practices or facilities are required to have operating hours of 
at least 35 hours per week. The distribution of hours of service will be consistent with beneficiary 
utilization patterns.  

 Telephone wait: Beneficiaries will not be left on hold for more than 10 minutes. 
 In-office wait: Beneficiaries will not routinely wait for more than one hour to be seen by a provider, and no 

more than six scheduled appointments will be made for each PCP per hour. 
 Emergencies: Emergencies must be handled immediately. 
 Nonemergent: Serious or urgent problems not deemed emergencies will be scheduled to be seen within 48 

hours of the request in Maryland and within 24 hours of the request in the District of Columbia and 
Virginia. 

 Nonurgent care: Nonurgent problems or complaints will be scheduled within 30 days of the request as 
follows. 
 
Nonurgent, nonemergent prenatal, and postpartum care will be scheduled within 10 days of request.  
Second trimester will be scheduled within seven days of request. 
Third trimester and high-risk pregnancies will be scheduled within three days of request. 
Health assessments: Time-specific appointments for routine, preventive care will be made available within 30 days of 
such request. 
 
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 PCP Availability and Accessibility policy (10/27/05) addresses this requirement. This policy states that 
providers are required to establish and/or maintain a reasonable schedule of operating hours during 
which its service delivery sites are open to AMG DC beneficiaries. The PCP must provide staffing 
patterns that are adequate for his or her caseload, including health care support staff. 
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Element 4.3 - Makes services available 24 hours a day, 7 days a week when medically necessary. 
This element is met. 

 

 The PCP Accessibility and Availability policy (10/27/05), Appointment Guidelines policy (12/9/03), and 
Emergency Care—District of Columbia and Maryland policy (10/27/05) address this requirement.  

 The PCP Accessibility and Availability policy (10/27/05) states that the PCP must be accessible 24/7 
personally or through coverage arrangements with a designated contracted PCP. Providers are required to 
respond to an AMG DC beneficiary in a timely manner. 

 The Appointment Guidelines policy (12/9/03) includes the standards in the PCP Accessibility and 
Availability policy (noted previously in Element 4.1) plus routine and preventive care, routine specialist 
follow-up, and laboratory and x-ray standards. 

 The Emergency Care—District of Columbia and Maryland policy (10/27/05) establishes the standard to 
assure that beneficiaries have timely access and availability to emergency services 24/7 without 
restrictions to where the services are rendered, whether inside or outside the service area or in or out of 
network. 
  
Element 4.4 - Establish mechanisms to ensure compliance. 
This element is met. 

 
Objective 1.6.5 of the AMG DC QMP 2005 states that AMG DC will assure and evaluate availability and 
accessibility to care and services at least annually in support of the network plan for assuring adequacy of 
primary care specialty practitioners and behavioral health practitioners. Access and availability studies are 
incorporated into the overall quality improvement program. An appointment access study and after-
hours study were completed in the review period to assess provider compliance with access and 
availability requirements. The results of these studies were presented through the appropriate QM 
committees.  
 
Element 4.5 - Monitor providers regularly to determine compliance. 
This element is met. 

 
Compliance with the established standards is assessed at least annually and presented through the QM 
channels. Compliance is reported both by month and by quarter on the Provider Relations section of the 
QM Scorecard. The QM Scorecard is reviewed by the quality improvement committees monthly. 
 
According to the 2004 Quality Management ((QM) Program Evaluation, AMG DC’s goals were to measure 
compliance of PCPs with AMG DC’s access and appointment standards. The following activities were 
initiated by AMG DC to meet this goals: 
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 Refining preauthorization process 
 Monitoring office appointment availability at the time of initial C/R 
 Completing provider access focus study 
 Educating providers:  
 Provider newsletter (fall 2004) 
 Broadcast faxes 

 
Results of AMG DC’s efforts included: 

 Access and availability standards of providers 
 Urgent care visits available within 24 hours of request (91%) 
 PCP routine visits available within 30 days (93%) 
 Emergency visits immediately (90%) 
 Provider access monitored through the practitioner office site evaluation tool. 

 
Recommendations based on this evaluation include continuing to monitor provider access through the 
semiannual access and availability studies. 
 
Element 4.6 - Take corrective action if there is a failure to comply. 
This element is met. 

 

When a provider problem exists with compliance to the established standards, the Provider Relations 
Activity Report defines the improvement actions and solutions. Issues of noncompliance with access 
standards are reported through the Medical Advisory Committee (MAC) as evidenced by the committee 
meeting minutes reviewed for Calendar Year 2005. 
 

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. 

 
AMG DC has a Cultural Competency policy (7/15/05) and Linguistic Services policy (11/13/03) in place to 
address cultural and language issues identified in its beneficiary population. The Constituent Advisory 
Committee participates in the review of beneficiary materials in order to enhance cultural competency 
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and comprehension of materials. The AMG DC Member Handbook (3/04) addresses language issues by 
describing the services available to beneficiaries, including TYY lines and the availability of materials for 
those whose primary language is not English. According to the 2005 Medicaid Consumer Assessment of 
Health Plans (CAHPS®1) survey, 94% of AMG DC’s adult population is African American, 3% is 
Caucasian, and 3% is Hispanic. For children, these percentages are 92% for African American, 1% for 
Caucasian, and 7% for Hispanic. 
 

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. 

 

AMG DC beneficiaries choose a PCP, and if they do not, they are assigned a PCP based on language and 
geographic needs. Provider contracts specify that care coordination must be provided by the PCP. The 
Member Handbook (3/04) informs beneficiaries of their right to choose and change their PCP. The process 
for selecting and changing PCPs is contained in the Member Handbook (3/04). 
 
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 Continuity of Care policy (8/18/05) outlines the process used by AMG DC to coordinate the care for 
new and existing beneficiaries. The policy also describes the process for PCP assignment and changes 
and for termination of benefits. The Delivery of Behavioral Health Services policy (8/19/05) describes the 
coordination of care processes for beneficiaries using both physical and behavioral health services. 
 
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. 

                                                      
1CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality, a U.S. government agency. 
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The Continuity of Care policy (8/18/05) describes the process used to assure that care rendered by a 
nonparticipating practitioner, for the purpose of continued treatment due to the complexity or advanced 
phase of the medical condition, continues for beneficiaries who are newly enrolled and/or to avoid a 
lapse in care for a medical condition requiring continued care. This policy also describes how continuity 
of care is established for existing beneficiaries who have conditions that require treatment by a 
practitioner not currently in or recently terminated voluntarily from the network. 
 
The Special Need Populations Services for Children—DC policy (8/19/05) describes how special needs 
beneficiaries are linked to case management services on referral from internal and external referral 
sources (i.e., early periodic screening diagnosis and treatment [EPSDT], beneficiary, PCP, District 
agency). AMG DC works collaboratively with PCPs; specialists; and the Department of Human Services, 
Department of Health, and DC Public Schools to help coordinate medically necessary health services for 
children with special needs in the District of Columbia. 
 
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. 

 

The Safeguarding Information policy (11/26/03) outlines the process used to assure that beneficiary privacy is 
maintained. Employee orientation and continuing education requires AMG DC staff to understand and 
comply with privacy requirements. 
 
Providers are informed of the continuous need to enforce privacy practices through AMG DC provider 
updates. These updates are sent to providers through the mail, broadcast faxes, and the AMG DC Web 
site. One specific update, Provider Health Insurance Portability and Accountability Act (HIPPA) Compliance 
Requirements, is part of provider education to increase awareness of beneficiary privacy in coordinating 
care.  
 
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. 

 

AMG DC has several policies and procedures that are used to identify beneficiaries with special needs 
and place them into case management as appropriate. The Special Needs Populations Services for Children—
DC policy (8/19/05) describes how special needs beneficiaries are linked to case management services on 
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referral from internal and external referral sources. The MM Plan 2005, page 8, provides the diagnoses 
that are automatically referred for case management. The Provider Manual also includes this list of 
diagnoses for referral to case management. 
 
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 MM Plan 2005 outlines the case management program. This includes the case finding practices as 
well as the Early Case Finding Assessment that is used to identify beneficiaries with special needs. All 
clinical assessments must be completed by licensed staff. Additionally, a Social Services Assessment form 
is used to screen beneficiaries for social needs, and a Health Survey (SF-12) is used to identify specific 
health needs of beneficiaries. 
 
“Case management is primarily done by the Health Plan case management staff; however, the 
identification of beneficiaries in need of case management intervention is done through a variety of 
mechanisms. The following list is the most frequent source of referrals, although there are others:   

 Early Case Findings Program: Screens new beneficiaries for existing conditions and assesses the need for 
intervention in managing the beneficiary’s health condition.  

 Referrals from concurrent review staff.  
 Referrals from primary care practitioners or other health care clinicians. 
 Beneficiary self-referral. 
 Disease Management program data-driven mechanisms that identify beneficiaries as high risk for an 

adverse outcome. 
 
Intervention is needed when gaps in care are identified and are considered to be amendable to resolution. 
Beneficiaries assessed as potentially needing case management intervention are referred to the Health 
Plan. Health plan Case Managers initiate contact with the beneficiary and perform an assessment. Based 
upon the assessment outcome, beneficiaries are assigned to case management if they agree to receive the 
service.”  
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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 MM Plan 2005 notes that the case manager is responsible for: 

 Establishing the plan of care and reviewing it with the beneficiary and/or other significant caregiver as 
well as clinicians who are integrally involved with the beneficiary’s health care issue. 

 Collaborating with internal AMG DC departments, staff, and external agencies to assist beneficiaries in 
attaining needed services. 

 Conducting multidisciplinary team meetings internal to AMG DC and with external agencies and 
providers as needed to enhance collaboration of beneficiary’s care. 
 
Element 7.2 - (ii) Approved by the MCO in a timely manner, if this approval is required by the MCO. 
This element is met. 

 
The Roles and Responsibilities section (3.6.4) of the MM Plan 2005 outlines case management staff 
responsibilities, which include the review and approval of treatment plans for those enrolled in case 
management. 
 
Element 7.3 - (iii) In accord with any applicable State quality assurance and utilization review standards. 
This element is met. 

 
AMG DC’s standards for timeliness in medical decision making are established in accordance with 
regulatory requirements. Standards for response to ensure timeliness of determinations are developed, 
approved, and monitored in accordance with District, federal, NCQA, and Utilization Review 
Accreditation Commission (URAC2)requirements. In states where regulatory requirements may not be 
established, NCQA standards are used. The Associate Vice President/ Vice President (AVP/VP) for 
MM, or designee, monitors and evaluates performance outcomes for timeliness against standards. The 

                                                      
2 URAC - Utilization Review Accreditation Commission, also known as the American Accreditation HealthCare 

Commission 
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corporation advocates the use of NCQA standards to assess an entity’s capability to perform utilization 
activities. AMG DC assesses compliance with delegated entities through periodic oversight meetings and 
reporting. The result of these meetings and reports are shared with the health plan MM and QM 
committees.  
 

QA8.0 – Direct Access to Specialists 

This standard is met. 

 
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 Referral policy (12/13/05) notes the availability of direct access to services. The Standing 
Referral section of the Provider Manual provides the process for direct access to specialists. The Delivery of 
Behavioral Health Services policy (08/19/05) also notes the direct access to specialists. Finally, page 14 of 
the AMG DC Member Handbook (3/04) explains to beneficiaries that direct access to specialists is 
provided and the circumstances under which this can occur. 
 

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. 

 

AMG DC has several policies in place that address authorizations. The Prior Authorization of Requested 
Services policy (7/13/04) lists the procedures and services requiring prior authorization and the procedures 
for securing authorization for these services. The Precertification of Behavioral Health Services policy (6/30/05) 
outlines the process for authorizations for behavioral health care. The Specialty Referral policy (12/13/05) 
outlines the procedures for securing authorization for specialist referrals. The Precertification and 
Utilization Management sections of the Provider Manual explains all of the precertification and 
authorization policies.  
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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. 

 

If the information provided to AMG DC does not meet the medical necessity criteria, or questions 
surround the request as a covered benefit, the prior authorization nurse refers the request to the health 
plan medical director. The MM Program 2005 states, “Only the Medical Director may deny services that 
do not meet medical necessity criteria.” In addition, the Member/Provider Action Appeal Process—Core Process 
policy (11/1/04) notes, “The AMG DC Medical Director or designee, a licensed physician, will make all 
decision actions.” Finally, the MM Program 2005 states that the reviewer must have appropriate clinical 
expertise in treating the beneficiary’s condition or disease. Licensed registered nurses supervise all review 
decisions. When they are unable to make a decision about appropriateness, the case is referred to the 
Medical Director for review.  It further states that, “Potential adverse decisions during the prospective 
review process, concurrent review, case management, or other utilization activities are reviewed by a 
board certified physician from an appropriate specialty area to assist in making determination of medical 
appropriateness.”  
 

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. 

 

AMG DC has several mechanisms in place to ensure consistent application of review criteria for 
authorization decisions. The Inter-Rater Reliability Assessments policy (01/27/05) outlines the inter-rater 
reliability process AMG DC uses as well as performance expectations. The Medical Performance 
Monitoring section of the MM Plan 2005 states, “AMG DC monitors inter-rater reliability of both 
physician and non-physician reviewers in applying medical necessity criteria to ensure consistency and 
accuracy in the application of the criteria. All licensed clinical staff are trained to apply medical necessity 
criteria. All staff who apply criteria participate in the inter-rater reliability process. Corporate MM 
conducts a formal assessment of inter-rater reliability annually to a minimum. Individual Health Plan 
results, as well as aggregate corporate results, are reported to each Health Plan as well as the Corporate 
QM Committee.” Results of inter-rater reliability were provided for review in the form of the 2005 Inter-
rater Reliability Report, which demonstrates that this process is in place. 
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Element 10.2 - Consult with the requesting provider when appropriate. 
This element is met. 

 

The Precertification of Behavioral Heath Services policy (6/30/05) outlines the procedures for consulting with 
the requesting provider of behavioral health services. This process includes additional steps to assure that 
the beneficiary’s confidentiality is maintained. The Prior Authorization of Requested Services policy (9/13/05) 
outlines AMG DC’s process. The prior authorization nurse reviews the initial information, and if it does 
not meet established criteria, the case is given to the Medical Director for review. The Medical Director 
will consult with the requesting provider, if needed, to clarify any issues.  
 

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. 

 

The Member/Provider Action Appeal Process policy for DC (12/21/05) and the Member/Provider Action Appeal 
Process—Core Process policy (11/01/04) both require notice to the requesting provider and a written notice 
to a beneficiary when there is a decision to deny or reduce a service [438.210(e)]. 
 
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 Prohibiting the Use of Financial Incentives When Making Medical Necessity Determination policy (9/20/04) 
addresses this element. In addition, the MM Plan 2005 also notes that compensation plans for individuals 
who provide utilization review services do not contain incentives, direct or indirect, for individuals 
making clinical appropriateness decisions.  
 

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: 

This standard is met. 
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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 met. 

 

The AMG DC C/R Program and Procedures policy (8/16/05) outlines the process and C/R requirements. 
AMG DC’s process is consistent with NCQA and recredentialing, with the exception that recredentialing 
is conducted every two years as required by AMG DC’s contract with the DC MAA. Ten C/R records 
were reviewed and were compliant with all C/R requirements. 
  
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. 

 

Section V of the AMG DC C/R Program and Procedures policy (8/16/05) notes that providers who meet 
credentialing requirements may join the network as a provider. Specifically, it states, “Decisions to 
credential or recredential a Provider shall be made in such a manner as to ensure AMG DC does not 
discriminate against Providers who serve high-risk populations or who specialize in the treatment of 
costly conditions. Additionally, AMG DC does not discriminate against participation based upon the 
Provider’s race, gender, sexual orientation, color, national origin, age, or religion.” 
  
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. 

 

Sections III.3.2(a) and 3.5 of the Participating Provider Agreement (8/16/05) address this component, 
specifying, “Subject to medical judgment, patient care interests, and a patient’s express instructions, and 
recognizing that the level of Covered Services provided by Provider may be affected by the Provider’s 
scope of services, Provider shall abide by applicable law, Program Contract and Agency requirements, 
and AMG DC policies and procedures governing the referral of Covered Persons and the reporting of 
clinical encounter data. Provider shall obtain all required Covered Person consents or authorizations 
necessary for Provider to report such clinical encounter data to AMG DC.”  
 
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. 
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Section III.F of the AMG DC C/R Program and Procedures policy (8/16/05) notes, “Credentialing queries 
the state and federal OIG reports to determine the Provider is clear of any sanctions imposed barring 
their participation with government programs. If the Provider has been sanctioned in the past, this 
information is brought to the attention of the Credentialing Committee. If the Provider has been barred 
from participation, they will be unable to participate with AMG DC.” 
 

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. 

 
Section C.6.6.1 of AMG DC’s contract with DC MAA states, “The contractor shall not disenroll any 
beneficiary.” However, the MCO can request that DC MAA disenroll a beneficiary who demonstrates a 
pattern of disruptive or abusive behavior or who obtains services in a fraudulent or deceptive manner. 
The Member Disenrollment—DC policy (2/22/05) and the Member Handbook (3/04) outline these contract 
specifications. 
 
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. 

 
Section C.6.6.1 of AMG DC’s contract with DC MAA states, “The contractor shall not disenroll any 
beneficiary.” However, the MCO can request that DC MAA disenroll a beneficiary as noted in Element 
15.2. The Member Disenrollment—DC policy (2/22/05) addresses the fact that the MCO cannot request 
disenrollment because of an adverse change in the beneficiary’s health status, use of medical services, 
diminished mental capacity, or uncooperative or disruptive behavior resulting from his or her special 
needs. 
 
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. 
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The Member Disenrollment—DC policy (2/22/05) and the Reasons for Involuntary Disenrollment policy 
(02/22/06) specify the methods in place to assure that AMG DC does not request disenrollment for 
reasons other than those permitted under the contract. DC MAA must approve all disenrollments per the 
contract; therefore, the written justifications for involuntary disenrollment provided by the MCO to DC 
MAA must be approved by the DC MAA. 
 

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 Member Disenrollment -DC policy (2/22/05) notes that a beneficiary can disenroll for cause at any 
time. 
 
Element 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.  
This element is met. 

 
The How to Disenroll section of the AMG DC Member Handbook (3/04) states that beneficiaries can 
change MCOs without cause during the first 90 days after signing up with a health plan or during the first 
90 days of the anniversary date the beneficiary enrolled. 
 
Element 14.3 - Without cause, at least once every 12 months thereafter. 
This element is met. 

 
The How to Disenroll section of the AMG DC Member Handbook (3/04) states that beneficiaries can 
change MCOs at least once every 12 months after enrolling. 
 
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. 

 

CMS 000252



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–58 

The How to Disenroll section of the AMG DC Member Handbook (3/04) states that upon reenrollment, 
due to lost or renewed eligibility, a beneficiary can disenroll if this caused the beneficiary to miss the 
annual chance to disenroll. 
 
Element 14.5 - When the State imposes the intermediate sanction specified in § 438.702(a)(3). 
This element is met. 

 
The Member Disenrollment—DC policy (2/22/05) addresses the case when DC MAA imposes the 
intermediate sanction. 
 
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 Member Disenrollment—DC policy (2/22/05) and AMG DC Member Handbook (3/04) address this 
requirement. The Member Handbook states that beneficiaries can request disenrollment through the 
enrollment broker by calling, writing, or visiting the enrollment broker’s office to file for disenrollment. 
 

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 Member Disenrollment—DC policy (2/22/05) and AMG DC Member Handbook (3/04) state that 
beneficiaries will be disenrolled if they move out of the service area. 
 
Element 15.2 - The plan does not, because of moral or religious objections, cover the service the 
enrollee seeks. 
This element is met. 

 
Items 5 and 6 of the Reasons for Voluntary Disenrollment section of the Member Disenrollment—DC 
policy (2/22/05) address this component. 
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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. 

 
Items 5 and 6 of the Reasons for Voluntary Disenrollment section of the Member Disenrollment—DC 
policy (2/22/05) address this component. 
 
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. 

 
Item 7 of the Reasons for Voluntary Disenrollment section of the Member Disenrollment—DC policy 
(2/22/05) addresses this component. 
 
Element 15.5 - The MCO may either approve a request for disenrollment or refer the request to the 
State. 
This element is met. 

 
Item 3 of the Reasons for Voluntary Disenrollment section of the Member Disenrollment—DC policy 
(2/22/05) notes that any request for disenrollment is forwarded to the enrollment broker. 
 
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. 

 
Item 4 of the Reasons for Voluntary Disenrollment section of the Member Disenrollment—DC policy 
(2/22/05) notes that if DC MAA fails to make a disenrollment determination, the disenrollment is 
considered approved. 
 
 
 
 
 

CMS 000254



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–60 

Element 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.  
This element is met. 

 
Item 5 of the Reasons for Voluntary Disenrollment section of the Member Disenrollment—DC policy 
(2/22/05) states that disenrollments must be no later than the first day of the second month following 
the month in which the beneficiary or 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 QM-Delegation and Oversight policy (6/29/05) outlines AMG DC’s process for monitoring delegated 
providers. Activities include development of the Pre Delegation Agreement, Contract/Delegation Agreement, 
oversight activities, approval of the delegate’s QM program, reporting, annual audits, and processes used 
when the delegate fails to perform the delegated functions. In addition, the Vendor Selection and Oversight 
Program (8/8/05) outlines the procedures for delegation oversight.  
 
AMG DC evaluates delegate capacity before implementation and ratification of the contract. Results of 
this evaluation are reported to the Vendor Selection Oversight Committee (VSOC) and QM Committee 
(QMC). 
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 Contract/Delegation Agreement section of the QM-Delegation and Oversight policy (6/29/05) notes 
that an executable agreement and addenda are developed for each delegated function that is in 
compliance with AMG DC, accreditation, regulatory, and state-specific delegation standards. Each health 
plan may delegate at anytime during the initial contracting process or once the delegate is a contracted 
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participating provider as long as the appropriate contractual addenda are executed. This policy requires 
that there is written documentation that: 

 Is mutually agreed on, including a written document that specifies responsibilities of the organization and 
its delegate. 

 Describes the allocated responsibilities of the organization and the delegated entity. Allocated 
responsibilities between the two parties include collection of data, exchange of information, form and 
content of meetings, initiation of improvements. 

 Describes the delegated activities. 
 Requires at least semiannual reporting to the organization. 
 Describes the process by which the organization evaluates the delegated entity’s performance. 
 Describes the remedies, including revocation of delegation, available to the organization if the delegated 

entity does not fulfill its obligations. 
 Ensures that protected health information (PHI) remains protected if the delegation arrangement 

includes the use of PHI. 
 Sample delegation agreements were reviewed and contain the elements required per policy. 

 
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. 

 
The Contract/Delegation Agreement section of the QM-Delegation and Oversight policy (6/29/05) notes 
that an executable agreement and addenda are developed for each delegated function that is in 
compliance with AMG DC, accreditation, regulatory, and state-specific delegation standards.  
This policy requires that there is written documentation that “describes the process by which the 
organization evaluates the delegated entity’s performance” and “describes the remedies, including 
revocation of delegation, available to the organization if the delegated entity does not fulfill its 
obligations.” 
 
The Delegated Vendor/Provider Terminations and De-Delegations policy (04/20/04) also address this element. 
This policy outlines the specific process used to terminate providers when corrective actions are not 
implemented, are not effective, or no response is given to AMG DC’s request for corrective action. 
Results of all delegate evaluation activities are reported to the VSOC and QMC. The Failure to Perform 
Delegated Functions section of the QM-Delegation and Oversight policy (6/29/05) notes that the VSOC and 
QMC are ultimately responsible for deciding what course of action to take (i.e., continued delegation, 
revocation of delegated functions, or additional oversight). If the delegated entity fails to comply with 
sanctions or effective resolution of corrective action plans (CAPs) imposed, it may be subject to 
revocation of the QM delegation agreement. 

CMS 000256



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–62 

 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 QM-Delegation and Oversight policy (6/29/05) outlines the process for monitoring the subcontractor’s 
performance. Specifically, the AMG DC National Contracts department arranges for an onsite 
evaluation, which is conducted in the delegate’s offices and includes an overview of the operations and 
staff interview. Tools used in evaluating performance are developed using accreditation, regulatory, state 
delegation standards, and AMG DC standards. A passing score must be attained to maintain compliance. 
Written documentation of results and recommendations is presented to VSOC and the health plan QMC 
for approval. The VSOC and QMC ultimately are responsible for deciding what course of action to take 
(i.e., continued delegation, revocation of delegated functions, additional oversight) if the subcontractor is 
not performing its contractual obligations.  
 
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. 

 
The QM-Delegation and Oversight policy (6/29/05) outlines the process for monitoring the subcontractor’s 
performance. The Annual Audit section of this policy states, “Consequences for failure to perform 
delegated functions in accordance with contractual agreement may range from the development of action 
plans, to additional audits, to revocation of delegation agreement. Identified performance improvement 
opportunities or deficiencies result in a written Corrective Action Plan (CAP) or Improvement Action 
Plan (IAP), which is sent to the delegate within 30 business days of conducting the audit. A mutually 
agreed upon time frame is provided for a response to the CAP/IAP, which is monitored until 
completion. Inadequate or no responses to the CAP/IAP are reported to VSOC for further action.” 
 
The QM-Delegation and Oversight policy (6/29/05) further states, “Delegates not achieving a passing score 
are placed on corrective action plan and may be subject to a second audit in 3–6 months or as determined 
by the auditor. If compliance is not achieved in subsequent audits, VSOC makes recommendations as to 
the course of action to be taken. VSOC and QMC are ultimately responsible for deciding what course of 
action to take (i.e., continued delegation, revocation of delegated functions, or additional oversight). If 
the delegated entity fails to comply with sanctions or effective resolution of corrective action plans 
imposed, they may be subject to revocation of the QM delegation agreement.” 
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Specific subcontractor issues were identified, and the resultant CAPs were reviewed. The Doral Dental 
Annual Review was completed August 1, 2005, with notice given on October 31, 2005. A CAP was 
implemented. A claims delegation site review for Block Vision, Inc., was completed, with deficiencies 
noted and corrective action required. 
 

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. 

 
The Clinical Practice Guideline policy (9/7/05) outlines the process used to develop and implement clinical 
practice guidelines. This process ensures that guidelines are based on reliable and valid clinical evidence 
or a consensus of health care professionals. The clinical practice guidelines in place for AMG DC were 
reviewed and demonstrate that this process is followed. Clinical practice guidelines include the source for 
each guideline. 
 
Element 17.2 - Consider the needs of the MCO’s enrollees. 
This element is met. 

 
The Clinical Practice Guideline policy (9/7/05) outlines the process used to establish AMG DC’s clinical 
practice guidelines. The review of the clinical practice guidelines in place addresses the special needs of 
beneficiaries. AMG DC adopts and disseminates the adopted nonpreventive and preventive clinical 
practice guidelines for acute and chronic medical and behavioral health conditions. AMG DC, through a 
collaborative review process, involves board-certified practitioners from appropriate specialties in the 
development of the guidelines.  
 
Development 

The Medical Policy Committee (MPC) receives recommendations for clinical policy development from 
any source and determines the need for a policy development. The MPC maintains company-wide 
oversight and the authority to determine whether a guideline will be implemented. 
 
Initial proposal for guidelines are to be evidenced-based, that is, they are known to be effective in 
improving health outcomes. This is determined by scientific evidence or professional standards or by 
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expert opinion if these are absent. Recognized sources of these evidenced-based guidelines include 
national organizations, such as the Center for Disease Control and Prevention (CDC) and National 
Institutes of Health (NIH); professional medical specialty organizations, such as the American Academy 
of Physicians (AAP), American College of Obstetrics and Gynecology (ACOG), and American Academy 
of Family Practitioners (AAFP); and voluntary health organizations, such as the American Diabetes 
Association (ADA) and American Cancer Society (ACS). 
 
These proposed guidelines are then shared with a group of board-certified practitioners in the specialty 
that the guidelines will affect for their comment and reasonable modifications. 
 
In the absence of (evidence-based guidelines,) a panel of experts (selected from appropriate board-
certified practitioners in the affected specialties) will be convened to develop the specific requested 
guideline.  
 
The clinical QM department is responsible for coordinating the development and revisions of the clinical 
practice guidelines. 
 
Standard format for clinical practice guidelines include the following:  

 Name of guideline 
 Targeted population  
 References/resources  
 Initial approval date  
 Subsequent review/revision dates  
 Medical disclaimer  
 Internal and/or external physician reviewer responsible for maintaining current status review/revisions 
 Signature page, indicating initial date reviewed, reviewer’s signature, and subsequent review/revision 

dates. 
Approval 

Guidelines are approved by the health plans’ MACs. 
 
Review/Revision 

Guidelines are updated at a minimum of every two years and sooner if new information is identified.  
 
Dissemination 

AMG DC disseminates all guidelines to all AMG DC practitioners and providers in an effort to reduce 
unnecessary variation in care and assist both beneficiaries and providers in decision making. 
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AMG DC distributes guidelines to applicable network practitioners and providers annually by placing 
them in the Provider Manual, broadcast fax, or special mailing. Newly contracted practitioners and 
providers are given a current copy of the guidelines through the Provider Manual, fax, or special mailing.  
 
The guidelines are distributed internally to clinical personnel for use in applicable programs and 
processes. This includes, but is not limited to, QM and MM. 
 
Training of associates on the use of the guidelines will be performed. 
 
Approved guidelines and attachments (if applicable) are posted on AMG DC’s Web site and internally on 
AMG DC’s intranet. 
 
The clinical guidelines are offered as beneficiary education, as appropriate, through the beneficiary 
newsletter, promotional events, and direct communication to the beneficiaries affected by the guidelines. 
 
Element 17.3 - Are adopted in consultation with contracting health care professionals. 
This element is met. 

 

According to the Clinical Practice Guideline policy (9/7/05), the MPC receives recommendations for clinical 
policy development from any source and determines the need for a policy development. The MPC 
maintains company-wide oversight and the authority to determine whether a guideline will be 
implemented. Initial proposal for guidelines are to be evidenced-based, that is, they are known to be 
effective in improving health outcomes. This is determined by scientific evidence or professional 
standards or by expert opinion if these are absent. Recognized sources of these evidenced based 
guidelines include national organizations, such as CDC and NIH; professional medical specialty 
organizations, such as AAP, ACOG, AAFP; and voluntary health organizations, such as ADA and ACS. 
These proposed guidelines are then shared with a group of board-certified practitioners in the specialty 
that the guidelines will affect for their comment and reasonable modifications. The MAC Meeting Minutes 
for 2005 demonstrate health care provider involvement in the development, revisions, and approval of 
guidelines. 
 
Element 17.4 - Are reviewed and updated periodically as appropriate. 
This element is met. 

 
According to the Clinical Practice Guideline policy (9/7/05), clinical practice guidelines are approved by the 
health plans’ MACs. Guidelines are updated at a minimum of every two years and sooner if new 
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information is identified. The AMG DC corporate clinical practice guidelines were reviewed, and the 
review and updates are consistent with policy.  
  
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 QM-Informing Providers policy (9/28/05) notes that the results of the QM activities (i.e., clinical 
guideline development, preventive study results) are communicated through the provider newsletter, 
Provider Manual, and direct contact with individual providers. Clinical practice guidelines are included in 
the Provider Manual and are available to the providers on the AMG DC Web site.  
 
The Clinical Practice Guideline policy (9/7/05) also notes the dissemination policies for clinical practice 
guidelines. This policy notes that AMG DC distributes guidelines to applicable network practitioners and 
providers annually by placing them in the Provider Manual, broadcast fax, or special mailing.  
 
Newly contracted practitioners and providers are given a current copy of the guidelines through the 
Provider Manual, fax, or special mailing. The guidelines are distributed internally to clinical personnel for 
use in applicable programs and processes. This includes, but is not limited to, QM and MM. 
 
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 Scope section (1.3) of the MM Plan 2005 notes that the MM program achieves its goals by working 
collaboratively with a variety of other AMG DC departments, such as Provider Contracting and Provider 
Relations, Clinical Informatics, Medical Finance, Behavioral Health, QM, and the National Contact 
Center (which includes member services). It includes the monitoring of provider utilization practices 
against established clinical guidelines. The MAC Meeting Minutes for 2005 demonstrates that utilization 
management decisions are consistent with the AMG DC-established guidelines. 
 

QA18.0 - Quality Assessment and Performance Improvement Program 

This standard is met. 
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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 following documents were reviewed to assess compliance with this element:  
 AMG DC QMP 2005 and the AMG DC QMP Semi-Annual Work Plan 2005. 
  2004 QM Program Annual Work Plan. 
 2004 QM Program Evaluation. 
 QM Scorecard (monthly and quarterly data collection report for 2004 and 2005). 

 
These documents indicate that AMG DC has a good understanding of the quality improvement process, 
has established many indicators to monitor and trend, is continuously monitoring and making changes 
when indicated, and documents its progress exceedingly well in its annual report. 
Committee minutes are complete and document efforts reflecting the quality improvement process. 
 

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. 

 
The AMG DC QMP 2005, and AMG DC QMP Work Plan 2005 describe the following clinical quality 
improvement projects in process at AMG DC: 

 Asthma. 
 Cervical cancer. 
 Chronic renal failure. 
 Diabetes. 
 EPSDT. 
 Hypertension. 
 Immunization. 
 Prenatal care. 

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

 

The Objectives section of the AMG DC QMP 2005 provides the objectives of the QM program. The 
AMG DC QMP Work Plan 2005 provides the specific quality indicators for each quality improvement 
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activity. Measurement efforts include objective, measurable indicators as well as benchmarks and trending 
for documenting improvement. 
  
Element 19.2 - Implementation of system interventions to achieve improvement in quality. 
This element is met. 

 
The review of the 2004 Annual Quality Report, AMG DC QMP 2005, and AMG DC QMP Quality Work 
Plan 2005 provide an overview of the various interventions implemented by AMG DC. In general, 
interventions were multifaceted, incorporated one-to-one interventions and are well documented, 
including barrier analysis, root cause analyses, and indicator results. 
 
Element 19.3 - Evaluation of the effectiveness of the interventions. 
This element is met. 

 
The 2004 Quality Report and AMG DC QMP Work Plan 2005 provided to the MAC (minutes 3/05) and 
QMC (minutes 4/05) provide evidence of the evaluation of the effectiveness of interventions. AMG DC 
demonstrated remarkable success with its interventions, and this was well documented along with the 
percentage of change for objectives. 
 
Element 19.4 - Planning and initiation of activities for increasing or sustaining improvement. 
This element is met. 

 
The Clinical Studies and Projects policy (12/3/03) dictates the design of studies, and the study selection 
and process states how projects chosen are important to beneficiaries’ health. The major activities are 
captured in the AMG DC QMP Work Plan 2005, which includes the area targeted for improvement, 
objectives, actions to be undertaken, target completion data, responsible party(ies), status, and outcomes. 
Longitudinal studies continue for a minimum of three years, which provides AMG DC with historical 
data for comparison and time for interventions to realize their effects. This work plan is updated at least 
quarterly. The various quality committee meeting minutes reviewed document that activities are being 
discussed, tracked, and completed. 
  
The DC MAA-required CAP for EPSDT provided an example of AMG DC’s commitment to improve 
existing exceptional results in order to meet District requirements for outreach activities. 
 
It was apparent that AMG DC continued with objectives from 2004 to 2005 to maintain the success and 
improve further. The documentation coupled with the steady rate of improvement over the years was 
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exceptional throughout and demonstrated a true commitment to quality improvement of processes and 
services.  
 
Element 19.5 - Reporting the status and results of each project to the State as requested. 
This element is met. 

 
The Clinical Studies and Projects policy (12/3/03) addresses the reporting requirements to the DC MAA. 
AMG DC has implemented the required performance improvement projects for the review period and 
provided DC MAA with status reports as required. The DC MAA-required CAP on EPSDT (dated 
10/31/05) has a goal to increase outreach for 80% of beneficiaries and to enhance provider outreach 
information. AMG DC has documented its improvement efforts in this area.  
 
The member satisfaction quality improvement effort, the Medical Assistance Administration Office of 
Managed Care Quality Strategy Outcome Plan, is also in progress per DC MAA direction (updated 
1/12/2006), with routine reports provided to DC MAA. AMG DC’s required HEDIS®3 data was 
provided to DC MAA as well, with a validation audit completed by Delmarva Foundation. The AMG 
DC QMP Work Plan 2005 includes an indicator for reporting to DC MAA in timely manner. This 
indicator was 100% met for quarterly reporting. 
 
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 Clinical Studies and Projects policy (12/3/03) addresses this element. This policy allows at least three 
years for a project to determine success. The clinical project binder provided allowed for the review of 
projects to assess improvement over a time span of several years. 
  

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: 

This standard is met. 

 

                                                      
3HEDIS® is a registered trademark of the National Committee for Quality. 

CMS 000264



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–70 

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. 

 
AMG DC provided its 2005 HEDIS® results (for Measurement Year 2004). The Indicators section (14.1) 
of the AMG DC QM Report 2004 lists the indicators that the District has required. The AMG DC QMP 
Work Plan 2005 states that all required reports to the state were made in a timely manner. 
  
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. 

 
The AMG DC QM Report for 2004 outlines the DC MAA reporting requirements and HEDIS® results 
and AMG DC ranking. DC MAA requires standard quarterly reports from each MCO, and AMG DC 
provided documentation that these reports were provided in a timely manner.  
 

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 AMG DC QM Program 2005 describes the process used to detect over- and underutilization. The 
scope of the MM Plan 2005 (Section 1.3) includes the requirement to evaluate clinical care to identify 
over- and underutilization of services. The 2004 QM Program Evaluation describes AMG DC’s efforts to 
evaluate over- and underutilization in the areas of drug use, asthma, emergency room, inpatient service, 
and provider utilization against established guidelines and criteria. 
 

QA22.0 – Mechanism to Access of Care 

This standard is met. 
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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. 

 

The AMG DC QMP Work Plan 2005 includes the objective to improve effectiveness of delivery of 
services to beneficiaries with special needs. Activities are included to identify beneficiaries with special 
needs daily through the health risk assessments, concurrent reviews, PCP, and referrals; to refer to case 
management; and to update care plans annually. Another objective involves increasing the rate of initial 
health assessments with results listed by age group. All groups had improvements, with the exception of 
the 45 to 64 age group. 
 

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 following documents were reviewed to assess compliance with this element: 

 QMC minutes for 2005 reviewed. 
 Quality Improvement Committee minutes for 2005 reviewed. 
 QM Work Plan for 2005. 
 QM Program 2005. 

 
AMG DC provided comprehensive documentation of its quality improvement process. Along with 
objectives, it has established benchmarks, which are often HEDIS® Medicaid. The MCO also compared 
its percentile rank within measures. On each objective of the work plan, the health plan puts the results 
of the year and has a very good improvement rate for its objectives. AMG DC has a clear and succinct 
documentation process for its objectives, activities, results, and follow-through, with efforts from year to 
year that were reviewed. The QM Work Plan for 2005 provided an overview of the quality improvement 
efforts of AMG DC for the 2005 review period. An annual report is completed on the QM program each 
year as required by AMG DC policies. The 2004 QM Program Evaluation was reviewed and met the 
expectations of this element.  
 
 

CMS 000266



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Section II – CY 2005  

 

Delmarva Foundation 
II–72 

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. 

 
The AMG DC health information system is capable of collecting, analyzing, integrating, and reporting 
data. Data are inputted into the system from the Member Services, QM, MM, Utilization Management, 
and Financial Operations (Claims) departments.  
 
The data are compiled, analyzed, and reported in all these areas. Specifically, the QM Scorecard includes 
data and measures of financial operation (membership, enrollment, disenrollment), National Call Center 
statistics (telephone statistics), claims, network support (C/R), provider relations (provider service 
contacts), marketing, associate services, distribution services (claim check distribution), behavioral health 
(telephone abandonment rate, claims production contracts), network support, managed care services 
(complaint, grievance, and appeals), and utilization.  
 

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. 

 
As part of the QM system review, various reports to the state were reviewed and include performance 
improvement project reports, the QM Program Annual Report, and quarterly reports to the DC MAA. 
These reports included the data DC MAA specifically required, including, but not limited to, complaint, 
grievance appeal statistics, disenrollments and enrollments, network composition, HEDIS® measures, 
and service utilization.  
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. 
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a) Verifying the accuracy and timeliness of reported data. 
 This component is met. 
 

The AMG DC Information Technology Services department has a set of policies and procedures to 
ensure the accuracy and timeliness of reported data. The Test Readiness Review policy (11/16/04), 
Release Data Files policy, (6/23/05) and Transactions policy (4/11/05) are all part of these policies and 
procedures. The Transactions policy (4/11/05) also addresses data transactions, which are in accord 
with HIPAA requirements. 

  
b) Screening the data for completeness, logic, and consistency. 
 This component is met. 

 
The Test Readiness Review policy (11/16/04) outlines the QM process used to implement all 
information technology system applications. This procedure explains the process used to assure that 
the data are screened for completeness, logic, and consistency. This process includes preparation for 
testing and conducting a preliminary review (test plan). The procedures also include a change control 
management procedure to ensure that all code has been checked and software limitations have been 
identified. 

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

 
The Transactions policy (4/11/05) addresses the exchange of information between two parties to carry 
out financial or administrative activities related to health care. The Utilization Management, Quality 
Management and Medical Management departments collect their data in standardized formats to 
assure that their performance indicators are valid and reliable. Data for AMG DC’s beneficiaries that 
must be reported to DC MAA are collected in formats acceptable to the DC MAA. 

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

This component is met. 

 
AMG DC has made its data available to the DC MAA through its standard reporting and through ad 
hoc requests by DC MAA. The quarterly reports due to the DC MAA were reviewed and submitted 
in a timely manner for each quarter of 2005. AMG DC will respond to any request from the Centers 
for Medicare & Medicaid Services (CMS) for data related to its AMG DC beneficiaries. 
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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 This beneficiary must be included in 
the Member Rights section of the 
Member Handbook and in the Member 
Rights and Responsibilities policy and 
procedure. 
 
AMG DC Response: Enrollee Rights and 
Responsibilities policy, enrollee rights 
on the Amerigroup website, and 
Member Handbook were all updated to 
include this enrollee right. 
 
DFMC Response: Supporting 
documentation was provided to 
demonstrate that this has been 
addressed. 
 
CAP Review Determination: Adequate 

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

X    

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

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

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

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

 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    

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    
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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 

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

 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    

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

X    

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

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

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

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

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

 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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Subpart F Regulations: Grievance Systems 

 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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Subpart F Regulations: Grievance Systems 

 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  AMG DC must note in its policies and 
procedures that a written, signed 
appeal is not required in cases where 
expedited resolution is requested. 
 
AMG DC CAP Response: AMG DC 
updated is Member/Provider Appeal 
Process Core policy and the 
Member/Provider Appeal Process for 
DC to assure inclusion of this 
statement. 
 
DFMC Response: Supporting 
documentation was provided to 
document that this standard has been 
addressed in the revised policies. 
 
CAP Review Determination: Adequate. 
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Performance Rating – District of Columbia Performance Standards 
Subpart F Regulations: Grievance Systems 

 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  The rationale for denial is taken 
directly from the Medical Director 
Referral and Review form, which, in 
some cases, may be too clinical or may 
not meet the fifth grade reading level 
requirements set forth in AMG DC’s 
contract with DC MAA. AMG must 
ensure that the language level is 
consistent with its contractual 
requirements. 
 
AMG DC CAP Response: Appeal 
Coordinator will monitor all 
communications sent to beneficiary to 
assure compliance with fifth grade 
reading level requirements. Thirty days 
after completion of 3rd quarter, 5 
communications sent to beneficiaries 
will be forwarded to MAA to assure 
compliance with reading level 
requirements. 
 
Delmarva Response:  Although labor 
intensive, this process demonstrates 
commitment to the beneficiary reading 
level requirements.  
 
CAP Determination: Adequate. 
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 Met Partially 
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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Performance Rating – District of Columbia Performance Standards 
Subpart F Regulations: Grievance Systems 

 Met Partially 
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    

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    
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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    

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    

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    
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Subpart F Regulations: Grievance Systems 

 Met Partially 
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 Partially 
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  The Member/Provider Action Appeal 
Process policy for DC (12/21/05), and 
the Member/Provider Action Appeal 
Process—Core Process policy 
(11/1/04) do not explicitly state that 
oral inquiries seeking expedited 
resolution do not need to be confirmed 
in writing. AMG DC must include this 
provision in its relevant policies and 
procedures. 
 
AMG DC CAP Response: The 
Member/Provider Action Appeal 
Process –Core Process and policy for 
DC will be amended to include 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.  
 
Delmarva Response: This policy and 
procedure has been updated and was 
provided for review. This policy now 
addresses this standard.  AMG DC 
must ensure that this policy is 
implemented as written. 
 
CAP Determination: Adequate. 

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    
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 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  The Member/Provider Action Appeal 
Process—Core Process policy 
(11/1/04) and Member/Provider 
Action appeal Process policy for DC 
(12/21/04) include the beneficiary 
and/or his or her representative as 
parties to the appeal. This process 
does not acknowledge the 
representative of a deceased 
beneficiary’s estate. To meet the full 
intent of this element, policies and 
procedures must acknowledge the 
legal representative of a deceased 
beneficiary’s estate in the appeals 
process. 
 
AMG DC CAP Response: The 
Member/Provider Action Appeal 
Process for DC and Member/Provider 
Appeal Process-Core Process policies 
have been amended to include, as 
parties to the appeal, the enrollee and 
his or her representative, or the legal 
representative of a deceased enrollee’s 
estate. 
 
Delmarva Response: This policy and 
procedure has been updated and was 
provided for review. This policy now 
addresses this standard.  AMG DC 
must ensure that this policy is 
implemented as written. 
 
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    

CMS 000293



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 14  

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

 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    
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 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    
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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    

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

X    
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 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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 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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Subpart F Regulations: Grievance Systems 

 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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 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    

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    
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Subpart F Regulations: Grievance Systems 

 Met Partially 
Met Not Met Recommendations To Meet 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 [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    

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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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    

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    

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 Partially 
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    

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    
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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    
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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 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 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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 Met Partially 
Met Not Met Recommendations To Meet Element 

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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 Met Partially 
Met Not Met Recommendations To Meet Element 

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 Partially 
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    
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 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    

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    

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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Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
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 Partially 
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    
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 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    

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

 Met Partially 
Met Not Met Recommendations To Meet Element 

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    

CMS 000327



District of Columbia Medical Assistance Administration  
AMERIGROUP District of Columbia Appendix IIA1 

 

Delmarva Foundation 
IIA1 – 18  

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

 Met Partially 
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    

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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 Met Partially 
Met Not Met Recommendations To Meet Element 

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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Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
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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Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
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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 Met Partially 
Met Not Met Recommendations To Meet Element 

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(a0(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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Performance Rating – District of Columbia Performance Standards 
Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
Met Not Met Recommendations To Meet Element 

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

 Met Partially 
Met Not Met Recommendations To Meet Element 

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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Subpart D Regulations: Quality Assessment and Performance Improvement 

 Met Partially 
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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 Met Partially 
Met Not Met Recommendations To Meet Element 

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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 Met Partially 
Met Not Met Recommendations To Meet Element 

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. 

 
 
AMERIGROUP District of Columbia PIPs  
 
AMERIGROUP District of Columbia  (AMGDC) provided two PIPs for review: (1) Obesity, and (2) 
Prenatal Care.  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 Obesity PIP targeted the MCO’s pediatric members between the ages of 12 – 21. The indicators for this 
PIP were derived from the HEDIS 2005 well child visit measure and focused on the calculation of body mass 
index (BMI) and the provision of member education regarding obesity. At the time of submission the MCO 
indicated that goals and benchmarks for these indicators were to be established. 
Interventions implemented included: 

• Providing education to providers regarding how to calculate, track, and trend members BMI; 
• Distribution of obesity materials to provider offices; and 
• Distribution of obesity information to caregivers of adolescents. 

 
At the time of PIP submission, baseline measurements had been performed for each indicator. 
 
The Prenatal Care PIP was targeted to pregnant members and focused on increasing the MCO’s scores on 
the HEDIS measures for prenatal care in the first trimester or within 42 days of enrollment and postpartum 
care within 21 and 56 days after delivery. The MCO sought to meet or exceed the HEDIS 2004 50th 
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percentile benchmark ratings of 79.6% for prenatal care visits and 53.32% for postpartum care visits. In 
addition, the MCO established target goals of 83.58% for prenatal care visits and 55.97% for postpartum care 
visits.  
 
Interventions included: 

• Making targeted phone calls and distribution of mailings to pregnant women to stress the importance 
of prenatal and postpartum care; and  

• Provided education to providers regarding prenatal guidelines. 
 
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 AMGDC are presented in Table 2 below.  
 
Table 2. 2005  Performance Improvement Project Review for AMERIGROUP DC 

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 Met Met 

6 Review Data Collection Procedures Met Met 

7 Assess Improvement Strategies Met Met 

8 Review Data Analysis and Interpretation of 
Study Results Met Met 

9 Assess Whether Improvement is Real 
Improvement Not Applicable Not Applicable 

10 Assess Sustained Improvement Not Applicable Not Applicable 
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Conclusions and Recommendations 
 
Conclusions 

 
For the Obesity Project, the MCO received a review determination of “Met” for eight (9) activities. Activity 9, 
Assess Whether Improvement is Real Improvement, and Activity 10, Assess Sustained Improvement, were 
“Not Applicable” because the MCO had only performed a baseline measurement for each indicator. No 
elements were “Unmet” for this project.  
 
For the Prenatal Care Project, the MCO received a review determination of “Met” for nine (9) elements.  
Activity 10, Assess Sustained Improvement, was “Not Applicable” as only one remeasurement had been 
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 

 None. 
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QUALITY IMPROVEMENT PROJECT 
VALIDATION WORKSHEET 

 
 

ID of evaluator: MA Date of evaluation: 6/13/2006 

 

Demographic Information 

MCO/PHP Name or ID: Amerigroup DC 

Project Leader Name: Kathleen Scelzo 

Telephone Number: 410-981-4006 

Name of Quality Improvement Project: Amerigroup DC -- Obesity Study 

Dates in Study Period: 01/2004 to: 12/2004 Phase: Baseline 

 

CMS 000342



District of Columbia Medical Assistance Administration 
AMERIGROUP District of Columbia Appendix IIIA1 

 

Delmarva Foundation 
IIIA1-2 

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 
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 by measuring the body 
mass index (BMI) among adolescents and member 
education related to obesity during well child visits. 

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 used the HEDIS adolescent well child 
measure to determine the percentage of children who 
had a BMI calculated, had a BMI within the normal 
range, and who had obesity education during well 
child visits. 

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 were derived from HEDIS well 
child measures related to obesity. They were 
objective, clearly defined, and measurable. 

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 MCO's indicators appropriately measured 
changes in health status for pediatric obesity through 
use of the HEDIS adolescent well child measure. 

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: 

 

 
 

CMS 000345



District of Columbia Medical Assistance Administration 
AMERIGROUP District of Columbia Appendix IIIA1 

 

Delmarva Foundation 
IIIA1-5 

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 used HEDIS specifications to define the 
target population for the study, which is children 12 - 
21 years old with no more than one gap in 
enrollment of up to 45 days during the measurement 
year. 

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? 

N/A The MCO studied a sample of the target population 
as determined by HEDIS specifications. 

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? 

Y The MCO's sample was calculated using HEDIS 
specifications. 

QAPI RE5Q1.3a 
QIA S1C2 

5.2 Did the MCO/PHP employ valid sampling 
techniques that protected against bias? Y The MCO's sample was calculated using HEDIS 

specifications. 
QAPI RE5Q1.3b-c 
QIA S1C2 

Specify the type of sampling or census used: HEDIS methodology 

5.3 Did the sample contain a sufficient number of 
enrollees? Y 

The sample was calculated using HEDIS 
methodology: 411 + 10% over sample minus every 
fourth member for the HEDIS Adolescent well child 
measure to reach a sample of 100. 

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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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 data for the study was collected according to the 

HEDIS methodology for adolescent well child visits. QAPI RE4Q1&2 

6.2 Did the study design clearly specify the sources of 
data Y The data for the study was collected according to the 

HEDIS methodology for adolescent well child 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 data for the study was collected according to the 
HEDIS methodology for adolescent well child visits. 

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? 

N/A The data for the study was collected according to the 
HEDIS methodology for adolescent well child visits. 

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's analysis plan included an evaluation of 
root causes, barriers, and other limitations impacting 
improvement. 

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: 

 

 

CMS 000348



District of Columbia Medical Assistance Administration 
AMERIGROUP District of Columbia Appendix IIIA1 

 

Delmarva Foundation 
IIIA1-8 

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 included the provision of education 
to providers regarding how to calculate, track, and 
trend members BMI, the distribution of obseity 
materials to provider offices, and the distribution of 
obesity information to caregivers of adolescents. 

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 Sustained improvement cannot be assessed. 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): 

Provider barriers 
- Difficulty communicating with provider offices 
- Inadequate medical record documentation 
- Lack of provider relationships with members 
 
Member barriers 
- Difficult to reach by telephone, mail, or home visit 
- Member compliance with follow-up care 
- Lack of transportation to appointments 
- Cultural influences 
 
MCO barriers 
- Medical record review required from multiple sites 
- Limited time to gather medical records 

4. Action taken by MCO (Barrier Analysis): 

- Phone calls and mailings to members and providers to provide obesity education 
- Case managers have worked with caregivers to follow-up on the distribution of newsletter information regarding obesity 

5. Recommendations for the next submission: 

•  
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NCQA Quality Improvement Activity Form 

Activity Name:  Obesity Study  (AMERIGROUP Washington, DC) 
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 the United States (US), obesity has risen at an epidemic rate during the past 20 years.  Each year obesity causes at least 300,000 excess deaths in the US and health care cost 
of adults amount to $100 billion.  Obesity in the US occurs at higher rates in racial/ethnic minority populations such as African American and Hispanic, compared with 
Caucasians.  Asian-Americans have a relatively low prevalence for obesity.   
Women and persons of low socioeconomic status within minority populations appear to particularly be affected by overweight and obesity.  Cultural factors that influence 
dietary and exercise behaviors are reported to play a major role in the development of excess weight in minority groups. 
 
The prevalence has nearly tripled for adolescents in the past two (2) decades.  Obesity has reached epidemic proportions.  Halting and reversing the upward trend of obesity 
will require collaboration through multiple sources.  The increase prevalence of childhood obesity and its resultant comorbidieis are associated with significant health and 
financial burdens.  American children today are less physically active as a group than in previous generations.   

• Thirteen (13%) of children are overweight 
• Fifteen (15%) of adolescents( ages 12-19) and children (ages 6-11) are overweight 
• Consequences of childhood obesity can include the following: 

o Chest wall restriction 
o Orthopedic problems (genu varum, slipped capital femoral epiphysis, and arthritis) 
o Pediatric hypertension 
o Pulmonary problems (Asthma, obstructive sleep apnea) 
o Heart disease: hypertension, elevated triglycerides and decreased HDL cholesterol 
o Diabetes 
o Adult obesity 

• The most immediate consequence of childhood perceived by children is social discrimination.  This is associated with depression, low self-esteem, and social 
isolation 

• Obesity in children is generally caused by lack of physical activity, unhealthy eating, or a combination of the two.  Genetics and lifestyle both playing important roles 
in determining a child’s weight 

• Treatment of obesity in children is initiated in less than 20% of children 
Delmarva Foundation of the District of Columbia district wide external review of obesity and overweight conditions in the Medicaid population study provide found that the 
pediatric enrollees in the DC Medicaid managed care system have an obesity/overweight rate of 36%.  This rate of 36% was greater than the national average of 30% 
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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:  Body mass index (BMI) recorded during well child visit 

Numerator: The percentage of children ages 12 through 21 years of age  in the denominator who had a BMI calculated during the well child visit 

Denominator: The number of children who were ages 12 through 21 years of age during the reporting year who had no more than one gap in enrollment of up 
to 45 days during the measurement year 

First measurement period dates: HEDIS 2005 (January 1-December 31, 2004) 

Baseline Benchmark: To be established 

Source of benchmark: American Academy of Pediatrics 

Baseline goal: To be established 

Quantifiable Measure #2:    BMI score in the normal range (18.5-24.9) 

Numerator: The percentage of children 12 through 21 years of age  in the denominator who had a BMI within the normal range calculated during the well 
child visit 

Denominator:  The number of children who were ages 12 through 21 years of age during the reporting year who had no more than one gap in enrollment of up 
to 45 days during the measurement year who had a BMI calculated 

First measurement period dates: HEDIS 2005 (January 1-December 31, 2004) 

Benchmark: To be established 

Source of benchmark: National Heart,  Lung, and Blood Institute 

Baseline goal:  To be established 

Quantifiable Measure #3:    Member education related to obesity through anticipatory guidance during the well child visit 

Numerator: The percentage of children ages 12 through 21 years of age  in the denominator who had a obesity member education during the well child visit 

Denominator:  The number of children who were ages 12 through 21 years of age during the reporting year who had no more than one gap in enrollment of up 
to 45 days during the measurement year 

First measurement period dates: HEDIS 2005 (January 1-December 31, 2004) 

Benchmark: To be established 

Source of benchmark: American Academy of Pediatrics 

Baseline goal:  To be established 
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C. Baseline Methodology. 
HEDIS guidelines for data collection and reporting are used to collect data using the hybrid methodology.  The sample will be every fourth member for the HEDIS Adolescent Well child 
measure till a sample of 100 members is achieved.  Registered Nurses and Licensed Practical Nurses are used to collect the medical record data.  Systems training and inter-rater 
reliability was performed at the start and with review of completed data. 

C.1 Data Sources. 
[  X ] 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: 

[   X ] 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. 
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Measure Sample Size Population Method for Determining Size (describe) Sampling Method (describe) 

Body mass index (BMI) 
recorded during well child visit 

100 7362 HEDIS methodology HEDIS methodology: 411=10% over sample minus 
exclusions: every fourth member for the HEDIS 
Adolescent Well child measure till a sample of 100 
members is achieved 

BMI score in the normal weights 
(18.5-24.9) 

100 7362 HEDIS methodology HEDIS methodology: 411=10% over sample minus 
exclusions: every fourth member for the HEDIS 
Adolescent Well child measure till a sample of 100 
members is achieved 

Member education related to 
obesity through anticipatory 
guidance during the well child 
visit 

100 7362 HEDIS methodology HEDIS methodology: 411=10% over sample minus 
exclusions: every fourth member for the HEDIS 
Adolescent Well child measure till a sample of 100 
members is achieved 
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C.4 Data Collection Cycle. Data Analysis Cycle. 
[ X ] 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):  

 _________________________________________________________ 

 _________________________________________________________ 

[ X  ] 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. 
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 

 ___________________________________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________________________________ 
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Section II: Data / Results Table 
Complete for each quantifiable measure; add additional sections as needed. 

#1 Quantifiable Measure: Body mass index (BMI) recorded during well child visit 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
1/1-12/31/04 Baseline:  28 100 28% N/A N/A 
 Remeasurement 1:      
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

#2 Quantifiable Measure: BMI score in the normal weights (18.5-24.9) 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
1/1-12/31/04 Baseline:  13 28 53% N/A N/A 
 Remeasurement 1:      
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 

#3 Quantifiable Measure: Member education related to obesity through anticipatory guidance during the well child visit 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
1/1-12/31/04 Baseline:  48 100 48% N/A N/A 
 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. 
Time Period:  
Baseline period:                  January 1-December 31, 2004 
B. Analysis and Identification of Opportunities for Improvement. Describe the analysis and include the points listed below. 

B.1  For the quantitative analysis, include the analysis of the following:  
• Comparison with the goal/benchmark 
• Reasons for changes to goals 
• If benchmarks changed since baseline, list source and date of changes 
• Comparison with previous measurements 
• Trends, increases or decreases in performance or changes in statistical significance (if used) 
• Impact of any methodological changes that could impact the results 
• For a survey, include the overall response rate and the implications of the survey response rate 
 
B.2  For the qualitative analysis, describe any analysis that identifies causes for less than desired performance (barrier/causal analysis) and include the following: 
• Techniques and data (if used) in the analysis 
• Expertise (e.g., titles; knowledge of subject matter) of the work group or committees conducting the analysis 
• Citations from literature identifying barriers (if any) 
• Barriers/opportunities identified through the analysis 
• Impact of interventions 
 
Root Cause: 
In the United States (US), obesity has risen at an epidemic rate during the past 20 years.  Each year obesity causes at least 300,000 excess deaths in the US and health care cost of 
adults amount to $100 billion.  Obesity in the US occurs at higher rates in racial/ethnic minority populations such as African American and Hispanic, compared with Caucasians.  Asian-
Americans have a relatively low prevalence for obesity.   
Women and persons of low socioeconomic status within minority populations appear to particularly be affected by overweight and obesity.  Cultural factors that influence dietary and 
exercise behaviors are reported to play a major role in the development of excess weight in minority groups. 
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The prevalence has nearly tripled for adolescents in the past two (2) decades.  Obesity has reached epidemic proportions.  Halting and reversing the upward trend of obesity will require 
collaboration through multiple sources.  The increase prevalence of childhood obesity and its resultant comorbidieis are associated with significant health and financial burdens.  
American children today are less physically active as a group than in previous generations.   

• Thirteen (13%) of children are overweight 
• Fifteen (15%) of adolescents( ages 12-19) and children (ages 6-11) are overweight 
• Consequences of childhood obesity can include the following: 

o Chest wall restriction 
o Orthopedic problems (genu varum, slipped capital femoral epiphysis, and arthritis) 
o Pediatric hypertension 
o Pulmonary problems (Asthma, obstructive sleep apnea) 
o Heart disease: hypertension, elevated triglycerides and decreased HDL cholesterol 
o Diabetes 
 

Limitations and Barriers: 
• Provider Barriers 

• Difficulty in communicating with the PCP office 
• Failure of providers to provide encounters information or access to medical records 
• Lack of established practitioner member relationship 
• Follow-up systems not established or implemented 
• Inadequate medical record documentation 

• Member Barriers 
• Mobile population - difficulty in reaching members via phone, mail, and/or home visit 
• Members’ ability to change plan monthly 
• Members’ monthly renewal/loss of eligibility 
• Member compliance with follow-up care 
• Member perception of their physical sequelae 
• Transportation to practitioner appointments 
• Possibility of member’s being symptom free 
• Cultural influences 
• Caregivers compliance with follow-up visits 

• MCO Barriers 
• Requires medical record review from multiple sites including multiple PCPs and alternative providers such as the local Departments of Health. 
• Limited time between sample distribution and sample abstraction to gather medical records 

 
Potential opportunity for Improvement: 
• Provide direct member education: 

1. Plan specific related articles in member and provider newsletters to reinforce need for EPSDT services and screenings. 
2. Disseminate Health Education Materials “AMERITips” that stress the importance of EPSDT services and obesity information. 
3. Health education classes focusing on obesity 
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• Provider education on EPSDT guidelines and obesity screening 
• BMI Screening and documentation 
• Obesity education and documentation in the members chart 

 
Data Analysis and Interpretation of Study Results: 
HEDIS 2005: Baseline period:  
Baseline measures were identified and measured during HEDIS 2005 (CY 2004) for this population   Phone calls and mailings have been started in 3/05 members and providers as an 
intervention to increase compliance with the obesity screening.  Case Managers have worked with caregivers concerning distribution of AMERItips These intervention started at the end 
of 1st quarter 2005 so the full effects of the interventions will not be realized until HEDIS 2007 during CY 2006.   
 
All three obesity measures will be remeasured during the annual HEDIS abstraction (March-May 2006) with completed results in June 2005 for CY 2005. 
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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  
3/05 Ongoing Provider education by two (2) Health Promotion staff on BMI 

calculation, documentation and member education 
Health Promotion staff can educate providers on how to 
calculate BMI so the calculation can be entered in the 
members chart 

3/05 Ongoing Provider education by two (2) Health Promotion staff on BMI 
documentation and intervention for members who identified as 
overweight 

Health Promotion staff can educate providers on the 
importance of BMI document to track and trend members 
progress 

3/05 Ongoing Provider education by two (2) Health Promotion staff on obesity 
member education during the well child visit 

Distribution of obesity materials to provider offices 

3/05 Ongoing Distribution of Childhood Obesity AMERitip by Case Managers (2) 
to pediatric caregivers (Attachment) 

Distribution of obesity information to caregivers 

3/05 Ongoing 24 hour access to AMERIGROUP’s Web site for members and 
their caregivers concerning healthy food and activity (Attachment) 

Open access to member for Power Zone Program focusing 
on pediatric obsity 
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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. 
2/06 Graph will be inserted following data collection during HEDIS 2007 when there are three measurement periods. 
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QUALITY IMPROVEMENT PROJECT 
VALIDATION WORKSHEET 

 
 

ID of evaluator: MA Date of evaluation: 6/13/2006 

 

Demographic Information 

MCO/PHP Name or ID: Amerigroup DC 

Project Leader Name: Kathleen Scelzo 

Telephone Number: 410-981-4006 

Name of Quality Improvement Project: Prenatal Study 

Dates in Study Period: 11/03 to: 11/04 Phase: Remeasurement 1 
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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 

Timeliness o prenatal and post-partum care was 
selected by DCMAA as a project to be undertaken by 
all DC Medicaid MCOs. The birth rate for the MCO's 
population is 12.8% and the MCO reported that 
14.2% of White women, 29.2% of Black women, and 
25.7% of Hispanic women fail to receive prenatal 
care in the first trimester. Prenatal care is a high risk 
and high volume service for the MCO. 

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 on or before 21 and 
56 days 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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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 MCO reported that 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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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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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 hybrid methodology to develop 
the required sample size to measure prenatal and 
postpartum care rates. 

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? 

Y Sampling was performed based on the HEDIS 
prenatal and postpartum care specifications. 

QAPI RE5Q1.3a 
QIA S1C2 

5.2 Did the MCO/PHP employ valid sampling 
techniques that protected against bias? Y Sampling was performed based on the HEDIS 

prenatal and postpartum care specifications. 
QAPI RE5Q1.3b-c 
QIA S1C2 

Specify the type of sampling or census used: HEDIS methodology: 411 + 10% oversample 

5.3 Did the sample contain a sufficient number of 
enrollees? Y 

Sampling was performed based on the HEDIS 
prenatal and postpartum care specifications. As 
required the sample size was 411 with a 10% 
oversample. 

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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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 hybrid 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 hybrid 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 hybrid 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 hybrid 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 analysis included the identification of root 
causes, barriers, and opportunities for improvement. 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: 

 

 

CMS 000371



District of Columbia Medical Assistance Administation 
AMERIGROUP District of Columbia Appendix IIIA3 

 

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 targeted phone calls 
and mailings to pregnant women to stress the 
importance of prenatal and postpartum care. Another 
intervention, the provision of education on prenatal 
guidelines, was targeted to providers. 

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: 

 

 

CMS 000372



District of Columbia Medical Assistance Administation 
AMERIGROUP District of Columbia Appendix IIIA3 

 

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? 

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? 

Y 

The MCO's analysis identified root causes, limitations, 
and barriers to the receipt of prenatal and postpartum 
care by pregnant women. The MCO used this 
information to identify potential opportunities for 
improvement. 

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 analysis indicated that the MCO increased its 
performance on the timeliness of prenatal care and 
postpartum care visit measures. The results o the 
prenatal care measure exceeded the NCQA 50th 
percentile, but did not meet the MCO's goal of a 5% 
increase. The increase in the postpartum visit 
measure exceeded the 5% goal. 

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? 

Y HEDIS hybrid methodology was used for all 
measurements. 

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 a .71% increase on the 
timeliness of prenatal care measure and an increase 
of 13.12% on the postpartum visits measure. 

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? 

Y The improvements documented correspond to the 
interventions implemented. 

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:  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 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 and one remeasurement has 
been performed; therefore, sustained improvement 
cannot be assessed. Sustained improvement will be 
evaluated following the next remeasurement. 

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): 

The MCO identified the following barriers: 
- Cultural differences related to seeking prenatal and postpartum care 
- Lack of compliance with prenatal and postpartum appointments 
- Members not seeing an obstetrician  
- Members cannot be contacted by phone due to incorrect phone numbers or no phones 

4. Action taken by MCO (Barrier Analysis): 

- Member education through phone calls and mailings 
- Provider education on prenatal guidelines  
- Better medical record abstraction to identify pregnant members 

5. Recommendations for the next submission: 

• None 
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NCQA Quality Improvement Activity Form 

Activity Name:  Prenatal Care   (AMERIGROUP Washington, DC) 
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.  

Prenatal care is one of the services most frequently used by women of childbearing age.  Nationally in 2002 there were 4,019,280 births (13.9% birth rate).  Locally in Washington, DC 
there were 7,328 births (12.8% birth rate).  Prenatal care is both high risk and high volume in service. 

 
Most practitioners now emphasize that risk assessment and health promotion activities should occur early in pregnancy and through the completion of post-partum care.  With the 
presence of certain risk factors during the pregnancy, the probability of death, low birth weight and birth defects is known to increase.  However, national research from the Centers for 
Disease Control and Prevention indicate that approximately 14.5% of White women, 24.8% of Black women and 23.2% of Hispanic women fail to receive prenatal care in the first 
trimester.  In the District of Columbia, approximately 14.2% White women, 29.2% Black women and 25.7% Hispanic women fail to receive prenatal care in the first trimester.  
 
Insufficient prenatal and post-partum care and education is a concern for the Medicaid population due to key demographic factors.  These include poverty, unmarried status, age under 
20, higher parity and less than high school education.  Post delivery is a time for the health of the mother and her baby. Problems may arise that, if not treated promptly can lead to health 
care problems for the mother. 
AMERIGROUP’s HEDIS 2004 Timeliness of Prenatal care rate was 79.63% and the Post-partum Care rate was 53.32% 
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:  Timeliness of prenatal care 

Numerator: The percentage of women in the denominator who received a prenatal care visits in the first trimester or within 42 days of enrollment 

Denominator: The number of women who delivered a live birth during the reporting year who were continuously enrolled at least 43 days prior to delivery 
through 56 days after delivery. 

First measurement period dates: HEDIS 2004 (November 5, 2002-November 6, 2003) 

Baseline Benchmark: 79.6% 

Source of benchmark: HEDIS 2004 Hybrid data 

Baseline goal: 83.58% (5% increase) 
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Quantifiable Measure #2:    Post-partum care 

Numerator: A post-partum visit on or before 21 and 56 days after delivery, as documented through either administrative data or medical record review.   

Denominator:  The number of women who delivered a live birth during the reporting year who were continuously enrolled at least 43 days prior to delivery 
through 56 days after delivery. 

First measurement period dates: HEDIS 2004 (November 5, 2002- November 6, 2003) 

Benchmark: 53.32% 

Source of benchmark: HEDIS 2004 Hybrid data 

Baseline goal:  55.97% 

Quantifiable Measure #3:     

Numerator:  

Denominator:   

First measurement period dates:  

Benchmark:  

Source of benchmark:  

Baseline goal:   
 

C. Baseline Methodology. 
HEDIS guidelines for data collection and reporting are used to collect data using the hybrid methodology.  The sample will be 411 + 10% over sample.  Registered Nurses and Licensed 
Practical Nurses are used to collect the medical record data.  Systems training and inter-rater reliability was performed at the start and with review of completed data.  Sample data form 
as a separate attachment 
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C.1 Data Sources. 
[    ] Medical/treatment records 
[    ] Administrative data: 

[    ] Claims/encounter data [    ] Complaints [    ] Appeals [    ] Telephone service data  [    ] Appointment/access data 
[ X   ] 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: 

[   X ] 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 
[ X  ] 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) 

Timeliness of prenatal care 437 1080 HEDIS methodology HEDIS methodology: 411=10% over sample minus 
exclusions 

Post-partum care 437 1080 HEDIS methodology HEDIS methodology: 411=10% over sample minus 
exclusions 
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C.4 Data Collection Cycle. Data Analysis Cycle. 
[ X ] 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):  

 _________________________________________________________ 

 _________________________________________________________ 

[ X  ] Once a year 
[    ] Once a season 
[    ] Once a quarter 
[    ] Once a month 
[    ] Continuous 
[  X  ] Other (list and describe): Semi-annual Interim HEDIS run pulled from the data for 

the period ending June each year 

 ____________________________________________________________ 

 ____________________________________________________________ 

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 

 ___________________________________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________________________________ 
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Section II: Data / Results Table 
Complete for each quantifiable measure; add additional sections as needed. 

#1 Quantifiable Measure: Timeliness of Prenatal care 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
HEDIS 2004 (11/5/02 to 11/6/03) Baseline:  348 437 79.6% NCQA 50th percentile 74.1% 
HEDIS 2005(11/06/04 to11/5/04) Remeasurement 1: 354 441 80.2% HEDIS 2004 79.6% 
 Remeasurement 2:      
 Remeasurement 3:      
 Remeasurement 4:       
 Remeasurement 5:      

 
 
 

#2 Quantifiable Measure: Post partum care 
Time Period 

Measurement Covers 
 

Measurement 
 

Numerator 
 

Denominator 
Rate or Results Comparison 

Benchmark 
Comparison 

Goal 
Statistical Test and 

Significance*  
HEDIS 2004(11/5/02 
to11/6/03) 

Baseline:  233 437 53.3% NCQA 50th percentile 55.0% 

HEDIS 2005(11/06/04 to 
11/5/04) 

Remeasurement 1: 266 441 60.3% HEDIS 2004 53.3% 

 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. 
Time Period:  
Baseline period:                  11/5/02 to 11/6/03 for the measures of timeliness of prenatal care and post-partum care 
Remeasurement period:1:  11/6/03 to 11/5/04 for the measures of timeliness of prenatal care and post-partum care 
B. Analysis and Identification of Opportunities for Improvement. Describe the analysis and include the points listed below. 
B.1  For the quantitative analysis, include the analysis of the following:  
• Comparison with the goal/benchmark 
• Reasons for changes to goals 
• If benchmarks changed since baseline, list source and date of changes 
• Comparison with previous measurements 
• Trends, increases or decreases in performance or changes in statistical significance (if used) 
• Impact of any methodological changes that could impact the results 
• For a survey, include the overall response rate and the implications of the survey response rate 
 
B.2  For the qualitative analysis, describe any analysis that identifies causes for less than desired performance (barrier/causal analysis) and include the following: 
• Techniques and data (if used) in the analysis 
• Expertise (e.g., titles; knowledge of subject matter) of the work group or committees conducting the analysis 
• Citations from literature identifying barriers (if any) 
• Barriers/opportunities identified through the analysis 
• Impact of interventions 
 
Root Cause: 

Prenatal care is one of the services most frequently used by women of childbearing age.  Nationally in 2002 there were 4,019,280 births (13.9% birth rate).  Locally in Washington, DC 
there were 7,328 births (12.8% birth rate).   
 
Most practitioners now emphasize that risk assessment and health promotion activities should occur early in pregnancy and through the completion of post-partum care.  With the 
presence of certain risk factors during the pregnancy, the probability of death, low birth weight and birth defects is known to increase.  However, national research from the Centers for 
Disease Control and Prevention indicate that approximately 14.5% of White women, 24.8% of Black women and 23.2% of Hispanic women fail to receive prenatal care in the first 
trimester.  In the District of Columbia, approximately 14.2% White women, 29.2% Black women and 25.7% Hispanic women fail to receive prenatal care in the first trimester.  
 
Insufficient prenatal and post-partum care and education is a concern for the Medicaid population due to key demographic factors.  These include poverty, unmarried status, age under 
20, higher parity and less than high school education.  Post delivery is a time for the health of the mother and her baby. Problems may arise that, if not treated promptly can lead to health 
care problems for the mother. 
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Limitations and Barriers: 
• Cultural differences related to seeking prenatal and post-partum care 
• Member compliance with prenatal and post-partum appointments 
• Members becoming eligible late in their pregnancy and not following a OB provider 
• Ability for members to choose to keep a non-participating OB 
• Member may have another type of insurance as primary insurance 
• Member that cannot be contacted by phone: incorrect number, not in service, no phone number listed 
 
Potential opportunity for Improvement: 
• Refine the early identification of pregnant members through various methods: letters, phone contacts, and community outreach.  
• Identify pregnant members and refer to case management  
• Efforts to enhance and deliver prenatal education and post-partum programs by the Health Promotion department 
• Utilizing tracking mechanism for number of prenatal referrals, number of phone and home contacts and the successful contacts. 
• Continued to provide Full Forty Week Provider Educational Program to providers and office staff. 
• Distributed Prenatal AMERTIPS materials to OB offices 
• Medical record abstraction at delivering hospitals for the prenatal record 
• Entry into the Medical record Database abstracted prenatal medical record 
 
Data Analysis and Interpretation of Study Results: 
HEDIS 2005: 1st re-measurement period:  
The Timeliness of Prenatal Care increase by 0.71% and exceeded the NCQA 50th percentile score of 79.60% but fell short of the 5% increase by 4.29%.  CY 2004 HEDIS scores for 
Post-partum visits increased by 13.12% for a score of 60.32% exceeding the goal of 5% Post-partum visits exceeded the goal by 8.12%.   Phone calls and mailings have been started in 
7/04 to pregnant and post-partum women as an intervention to increase compliance with the prenatal and post-partum visits.  Provider Relations have worked with Providers concerning 
distribution and review of the Prenatal Guidelines These intervention started mid-2004 so the full effects of the interventions will not be realized until HEDIS 2006 during CY 2005.   
 

Both timeliness of prenatal care and post-partum visit measures will be remeasured during the annual HEDIS abstraction (March-May 2006) with completed results in June 2005 for CY 
2005. 
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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  
1/03 Ongoing Medical record abstraction from delivery hospital and OB/GYN 

office by 5 Quality Management staff 
Missing administrative data for the prenatal and/or post 
partum visits 

7/04 Ongoing Phone calls by one (1)case manager and three (3) outbound callers 
to women identified as pregnant through pharmacy, claims and 
provider referral to encourage ongoing prenatal care 

Phone calls stress the importance of prenatal care 

7/04 Ongoing Phone calls by (1)case manager and three (3) outbound callers to 
women identified as delivering a live birth through Concurrent 
review to encourage post-partum visit with 21 to 56 days after 
delivery 

Phone calls stress the importance of post-partum care 

7/04 Ongoing Mailing of Prenatal educational materials to members by one (1) 
case manager 

Prenatal education materials can reach members who have 
no or limited phone access 

7/04 Ongoing Mailing of post-partum AMERItips to delivered women by one (1) 
Case manager 

Post-partum materials can reach members who have no or 
limited phone access 

7/04 Ongoing Education of Prenatal Guidelines by the three (3) Provider Relation 
staff 

Review of the Prenatal Guidelines can emphasize the care 
the member needs to receive from the provider 

5/05 Ongoing DC Medicaid MCO collaboration by all four MCO to identify best 
practices within the community 

Best practice identified by the MCO as a collaborative effort 
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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. 
2/06 Graph will be inserted following data collection during HEDIS 2006 when there are three measurement periods. 
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