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District of Columbia - Department of Health Care Finance 
 

Overview 
 

The District of Columbia Department of Health Care Finance (DHCF) was created as a cabinet-level agency 

within the government of the District of Columbia (DC) on October 1, 2008.  Formerly the Medical 

Assistance Administration of the DC Department of Health, DHCF is the District of Columbia’s State 

Medicaid Agency.  DHCF’s stated mission is: 

 

“To improve health outcomes by providing access to comprehensive, cost-effective and quality 

healthcare services for residents of the District of Columbia.”1 

 

Approximately 152,000 District of Columbia residents received healthcare services through DHCF’s 

Medicaid program in FY 2009; approximately two-thirds of these residents were enrolled in one of four 

managed care organizations (MCOs) that contact with DHCF to manage the health care of Medicaid 

beneficiaries. 

 

To ensure managed care plans provide care and service that meets acceptable standards for quality, access, 

and timeliness, federal regulations require States contracting with managed care plans to perform an 

independent annual external review of each health plan for quality, timeliness, and access.  In fulfillment of 

this requirement, DHCF contracts with the Delmarva Foundation for Medical Care, Inc. (Delmarva) to serve 

as the External Quality Review Organization (EQRO).  This document is Delmarva’s report to DHCF on the 

quality and timeliness of, and access to the health care services that each managed care plan provided to DC 

Medicaid enrollees during calendar year CY 2009. 

 

During CY 2009, the following four MCOs were providing health care services to DHCF recipients: 

 Chartered Health Plan; 

 Health Services for Children with Special Needs; 

 Health Right, Inc.; and 

 Unison Health Plan. 

 

                                                      
1  See DHCF Mission Statement at www.dhcf.dc.gov 
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Health Plan Profiles 
 

DHCF’s Medicaid health plans provided care to approximately 105,000 District residents as of December 31, 

2009.  The following profiles provide some basic information about each health plan and its membership.  

The data table below provides a summary of the demographic characteristics of each health plan’s population. 

 

Table 1 Health Plan Profiles 

Health Plan Ownership Membership Providers 
Behavioral 

Health Carve 
Out 

 
Primary 
District 

Service Area 
 

Chartered 
Health Plan, 

1987 

Private, 
Minority Owned 67,000 

326 Primary 
Care 

Providers 
(PCPs) 

Beacon Health 
Strategies 

 
Health Center in 

Ward 7 and 
group/private 

practice 
 

Health Right, 
Inc., 1998 

Private For 
Profit 20,345 989 PCPs Beacon Health 

Strategies 

 
Health Centers 

Unity and 
Columbia Road 

 

HSCSN, 1994 Not for Profit 3839 499 PCPs   No Carve Out 

 
SSI Eligible 
Pediatric 

Population 
 

Unison Health 
Plan, 2008 

AmeriChoice, a 
business unit 

of United 
Health Group 

13,115 444 PCPs No Carve Out 

 
Health Centers, 

safety net clinics 
and 

group/private 
practice 
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Introduction and Objectives 
 

The Federal Balanced Budget Act of 1997 (BBA) requires an annual assessment of health care provided to 

Medicaid MCO enrollees.  The BBA governs 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 2010, the health plans underwent a partial operational standards review to assess the health plans’ 

performance relative to the quality, access and timeliness.  This report provides an overall assessment of 

health plan performance using the following activities: 

 Performance measure validation (PMV); 

 Performance Improvement Projects (PIP); and 

 Access, Structure and Operational Standards Review (ASOSR). 

 

This report culminates in an evaluation of the quality, timeliness and access to care provided by each health 

plan in CY 2009. 
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SECTION 1 
 

Performance Measure Validation (PMV) 

 

In 2009, PMV resources were directed2 to supporting the District’s Quality Improvement Collaborative 

Initiatives: Improving Perinatal Outcomes and Improving Outcomes for Chronic Care (See attached Fact 

Sheet in Appendix 1).  Given that the health plans’ HEDIS/CAHPS rates are audited by NCQA certified 

auditing firms, the District chose to direct its PMV resources to refine the technical measure specifications 

for perinatal and chronic care outcomes, to audit and validate the health plans measurement results, and to 

review the health plans’ processes for deriving the results. 

 

Calendar year 2009 marks the second measurement cycle for the District’s Quality Improvement 

Collaborative Initiatives.  Data from CY 2008 will be used as a baseline measurement and will not be 

publically reported.  However, measurement data from CY 2009 will be publicly reported on the DHCF 

website.  

 

HEDIS/CAHPS measures have become an invaluable evaluation tool used by over 90% of health plans 

nationally.  Because so many health plans collect and report HEDIS/CAHPS data, it is possible to compare 

health plan performance among DHCF contracted health plans as well as to national benchmarks (NCQA 

Quality Compass®).  HEDIS/CAHPS measures are designed to provide purchasers of health care with the 

information they need to reliably compare the performance of health care plans across a wide array of health 

care measures including: 

 Effectiveness of Care Measures 

 Access/Availability of Care Measures 

 Satisfaction With the Experience of Care Measures 

 Use of Services Measures 

 Cost of Care Measures 

 Health Plan Descriptive Information Measures 

 Health Plan Stability Measures 

 Informed Health Care Choices Measures 
  

                                                      
2  Because DHCF requires all the health plans to be accredited by the National Committee for Quality Assurance 

(NCQA) (and HSCSN, a prepaid health plan, also to be reviewed by NCQA), all four plans’ HEDIS measures are 

validated by NCQA certified auditors as part of the accreditation process. 
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Review of Selected Performance Measures 
 

A review of HEDIS Effectiveness of Care Measures can be an indicator of overall health plan quality 

performance.  The performance measures discussed below are those most relevant to the District’s Medicaid 

population.  These health areas are: 

Women’s Health Care 

Children’s Health Care 

Living with Chronic Illness 

 

Moreover, these measures support or are related to the District’s two, multi-year quality collaboratives; 

improving the health of infants and mothers, and improving care to individuals with chronic disease.  In 

addition, each health plans’ performance on the full set of HEDIS and CAHPS measures are included as 

Appendix 4. 
 
Staying Healthy - Women’s Health Care 
 

The following HEDIS measures furnish information about how well a health plan provides preventive 

services to women in an effort to promote and maintain wellness. 

 Breast Cancer Screening 

Mammography is the gold standard for early detection of breast cancer.  Current national clinical 

guidelines from organizations such as the American Cancer Society, American College of Obstetricians 

and Gynecologists, and U.S. Preventive Health Services Task Force recommend that women at average 

risk begin annual mammography at age 40. 

 

 Cervical Cancer Screening 

Cervical cancer is the second leading cause of death from cancer in women ages 20-39.  Cervical cancer is 

highly curable, particularly if it is detected and treated early. Because early stage cervical cancers usually 

have no associated symptoms, regular Pap tests are crucial to identifying cancers before they become 

invasive. 

 

 Prenatal and Postpartum Care 

The leading causes of infant mortality in the U.S. are congenital malformations, disorders related to pre-

term birth and low-birth weight, and Sudden Infant Death Syndrome (SIDS).  Prenatal visits in the first 

trimester provide an opportunity for early risk assessment, health promotion and medical, nutritional and 

psychosocial interventions that can promote good clinical outcomes for both mother and child. Similarly, 

routine postpartum care is equally vital to prevent complications that threaten the health of mother and 

child. 
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Findings 

 

Table 2 provides the Health Plan and DC Medicaid weighted Average HEDIS results for measurement year 

2009. 

Table 2 Select HEDIS Measures by Health Plan 

HEDIS Measure CHP 
2009 

HRI  
2009 

HSCSN 
2009 

Unison* 
2009 

CY 2009 
DC 

Weighted 
Average 

Breast Cancer 
Screening - % of 
women 40-69 years 
who had a 
mammogram during 
the measurement 
year or the year prior 
to the measurement 
year 

58.47% 48.71% NA NA 56.32% 

Cervical Cancer 
Screening - % of 
women 21-64 years 
who had a cervical 
cancer screening 
exam during the 
measurement year or 
the two years prior to 
the measurement 
year 

78.91% 60.83% NA 44.04% 74.58% 

Timeliness of Prenatal 
Care - % of deliveries 
that received a 
prenatal care visit in 
the first trimester or 
within 42 days of 
enrollment in the 
health plan 

70.56% 48.91% 58.54% 62.07 65.53% 

Timeliness of 
Postpartum Care - %  
of women who had a 
post partum visit on or 
between 21 and 56 
days after delivery 

51.58% 44.04% 73.17% 47.13% 50.04% 

NA - Small denominator 

NR - Not Reported (N<30) 
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Analysis 

 

CHP’s performance rates increased for the breast and cervical cancer screening measures from 2008 to 2009, 

and achieved the 75th percentile of NCQA’s Quality Compass for Medicaid HEDIS measures.  HRI’s 

performance was flat or lower in CY 2009 and only achieved the 25th Quality Compass percentile.  Unison 

reported its first full year of data in CY 2009.  Unison’s cervical cancer and prenatal and post-partum 

measures performance was lower than CY 2009 DC weighted average and ranked at the 25th percentile 

Quality Compass.  Health plans need to continue educating women about the importance of breast and 

cervical cancer screenings and support provider practices with outreach tools and other innovative 

approaches to increase member engagement. 

 

For the post-partum care measure only one health plan documented improved performance.  The District-

wide collaborative successfully implemented the perinatal screening tool in 2009 as a standard practice tool 

for all providers.  The use of the perinatal tool should have an effect toward improving health plan 

performance for these measures.  In addition to the perinatal tool, the health plans also implemented a variety 

of interventions to promote healthy prenatal care and birth outcomes including: 

- Preconception counseling 

- Member education programs on healthy pregnancy practices entitled “Baby Shower” 

- Provider continuing education program on perinatal screening 

- Case management practices including face-to-face interventions 

- Increased frequency and interval for case management outreach 

- Updated case management systems to capture perinatal outcomes data 
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Staying Healthy - Children’s Health Care 
 

Children’s health care measures provide information about how well a health plan provides services that 

maintain good health and prevent illness in children.  Children's access to health care is an important 

determinant of better health outcomes as well as readiness to learn.  A regular source of health care is vitally 

important in terms of providing appropriate preventive service and/or diagnosing and treating acute/chronic 

conditions in a timely manner.  From a cost perspective, children's regular access to preventive services can 

decrease the need for emergency and specialized services. 

 Childhood Immunization Status 

Childhood immunizations help to prevent serious illnesses such as polio, tetanus and hepatitis. Even 

preventing “mild” diseases saves hundreds of lost school days and work days, and millions of dollars. 

 

 Well-Child Visits in the First 15 Months of Life (6 or More Visits) 

Regular check-ups are one of the best ways to detect physical, developmental, behavioral and emotional 

problems.  Additionally, these visits provide the PCP with an opportunity to offer guidance and 

counseling to the parents.  The American Academy of Pediatrics recommends six well-child visits in the 

first year of life. 

 

 Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life 

Well-child visits during the preschool and early school years are particularly important. Early detection of 

vision, speech and language problems permits early interventions to improve communication skills and 

avoid or reduce language and learning problems. 

 

 Adolescent Well-Care Visit  

Adolescence is a time of transition between childhood and adult life and is accompanied by dramatic 

physical and emotional transformation.  Accidents, homicide and suicide are the leading causes of 

adolescent deaths. Routine well visits allow health care providers to promote healthy choices and guide 

teens through this developmental stage. 

 

 Lead Screening 

Although the prevalence of elevated lead blood levels has decreased over the years, many children remain 

at risk.  Elevated blood lead levels remain significantly higher in African American children and among 

low income families. 
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Findings 

 

Table 3 provides the Health Plan and DC Medicaid weighted? Average HEDIS results for measurement year 

2009. 

 

Table 3 Select HEDIS Measures by Health Plan 

HEDIS Measure CHP 
2009 

HRI   
2009 

HSCSN 
2009 

Unison 
2009 

CY 2009 
DC 

Weighted 
Average 

 
Childhood Immunizations 
Combo 2 - % of children with 
4 diphtheria, tetanus and 
pertussis (DTaP), 3 polio 
(IPV), 1 measles, mumps 
and rubella (MMR),2 H 
influenza type B (Hib), 3 
hepatitis B, 1 chicken pox 
(VZV) and 4 pneumococcal 
conjugate vaccines by 2nd 
birthday 

83.70% NR 84.29% 64.73% 81.86% 

Well-Child Visit in the First 
15 Months of Life - % of 
members who had six or 
more well-child visits with a 
PCP during their first 15 
months of life 

66.39% NR 62.50% 31.00% 64.42% 

Well-Child Visits in the Third, 
Fourth, Fifth and Sixth Years 
of Life - % of members 3-6 
years who had 1 or more 
well-child visits with a PCP 
during the measurement 
year 

78.38% 57.91% 85.33% 74.18% 73.63% 

Adolescent Well Visit - % of 
members 12-21 who had at 
least 1 well-care visit with a 
PCP or an OB/GYN during 
the measurement year 

50.37% 37.23% 67.40% 45.74% 51.09% 

Lead Screening - % of 
members aged 1-5 years 
with a lead screening 

73.97% 81.02% 74.29% 61.83% 74.87% 

NA - Small denominator 

NR - Not Reported (N<30) 
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Analysis 

 

Health plan performance for CY 2009 children’s health measures was highly variable.  For two health plans, 

childhood immunization rates improved.  For example, HSCSN’s childhood immunization rate increased by 

15% points year over year.  CHP and HSCSN’s performance achieved the 75th percentile of the Quality 

Compass for childhood immunization combo 2.  CHP and HSCSN also achieved the 75th and 90th percentile 

of the Quality Compass, respectively for well child visits in the third, fourth, fifth and sixth years of life.  

Finally, from 2008 to 2009, lead screening rates for children ages 1-5 fell for two health plans.  It is essential 

that health plans avail themselves of tools to achieve and sustain performance for care and services 

rendered to children. 
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Living with Chronic Illness 
 

Chronic illness measures provide information about how well a health plan helps people manage chronic 

illness such as hypertension and diabetes.  Managing chronic disease is a complex matter requiring care 

coordination between the health plan team, the servicing providers, and the beneficiary.  Interventions are 

aimed at patients making lifestyle changes and providers and health plans systematically supporting their 

patients’ progress and coordinating care across the delivery spectrum. 

 Controlling High Blood Pressure 

Nearly one-third of the U.S. population has hypertension and only 30% of those people have their blood 

pressure in good control.  The HEDIS measure, Controlling High Blood Pressure, defines blood 

pressure control as <140/90, a less stringent requirement than current clinical guidelines such as the 

Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment 

of High Blood Pressure or JNCVIII, which defines good control as <130/80.  Lifestyle modifications 

such as increased exercise and reduced salt intake can help individuals control their blood pressure.  In 

addition, antihypertensive pharmacotherapy is effective in controlling blood pressure and has been 

associated with reduced incidence of stroke, heart attack, and heart failure. 

 

 Comprehensive Diabetes Care measure includes the following indicators: 

 Hemoglobin A1c (HbA1c) Testing 

 Poor HbA1c Control 

 Eye Exam (retinal) performed 

 LDL-C Screening 

 LDL-C Control (<100 mg/dL) 

 Medical Attention for Nephropathy 

 

In 2005, nearly 21 million Americans had type 1 or type 2 diabetes a 5% annual increase in the prevalence 

of diabetes since 1990.  Diabetes is the sixth leading case of death in the U.S.  For those living with 

diabetes, it can lead to significant health complications such as heart disease, kidney disease, blindness 

and amputations.  Controlling levels of blood glucose, blood pressure, and cholesterol are key to 

preventing diabetes related complications. 
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Findings 

 

Table 4 provides the Health Plan and DC Medicaid weighted Average HEDIS results for measurement year 

2009. 

 

Table 4 Select HEDIS Measures by Health Plan 

HEDIS Measure 
 

CHP 
2009 

HRI  
2009 

HSCSN 
2009 

Unison 
2009 

CY 2009 
DC 

Weighted 
Average 

Controlling High 
Blood Pressure - % 
members 18–85 
years of age with 
HTN whose BP was 
adequately 
controlled (<140/90) 
during the 
measurement year. 

42.82% 18.995 NA 28.47% 30.23% 

Comprehensive 
Diabetes Care (CDC) - 
% members 18–75 
years of age with: 
• Hemoglobin A1c 
(HbA1c) testing 

80.11% 68.84% NA 63.47% 76.39% 

• HbA1c poor control 
(>9.0%)  lower is 
better 

46.72% 68.15% NA 77.25% 53.27% 

• Eye exam (retinal) 
performed 54.01% 28.08% NA 46.11% 48.37% 

• LDL-C screening 77.37% 69.52% NA 57.49% 73.72% 

• LDL-C control 
(<100 mg/dL) 32.66% 30.48% NA 19.16% 24.63% 

• Medical attention 
for nephropathy 81.39% 75.68% NA 67.07% 78.63% 

• Blood pressure 
control (<130/80 
mm Hg) 

26.46% 19.86% NA 19.16% 24.63% 

• Blood pressure 
control (<140/90 
mm Hg) 

52.19% 38.36% NA 35.93% 48.15% 

NA - Small denominator 

NR - Not Reported (N<30) 
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Analysis 

 

Overall, health plan performance for chronic illness measures was mixed with one health plan demonstrating 

improvements while another’s performance fell from 2008 to 2009.  Although the health plans have care 

management programs in place and utilize disease management protocols and guidelines, significant efforts 

must be made to improve performance as the majority of performance measures only achieved the Quality 

Compass 25th percentile.  The Chronic Care Outcome Collaborative should be a driving force in supporting 

health plan performance improvement efforts.  Working as a collective and sharing best practices should 

accelerate the pace of change for the participating health plans. 
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Improving Birth and Chronic Illness Outcomes - Medicaid and DC Alliance Health Care Quality 

Improvement Collaboratives 

 

In 2009, DHCF, in partnership with CHP, HealthRight Inc., HSCSN, Unison, George Washington 

University, the Department of Health and the Delmarva Foundation, embarked on a multi-year initiative to 

improve the health of babies born to mothers in the DC Medicaid and Alliance Programs and improving the 

health of members with serious chronic illness.  The collaborative is a driving a series of initiatives related to: 

 Education of providers on best practices 

 Member outreach and education 

 Health plan approach to care coordination 

 Data and measurement for public reporting 

 

For 2009 measurement year, health plans calculated rates for birth outcomes and chronic care using 

standardized measure specifications (refer to Appendices 2-3 for the measure specifications).  Validated, 

performance measures are presented below in Table 5. 

 

The performance measure validation process includes a review of the information systems capability 

assessment (ISCA) document completed by the health plans.  Additionally, auditors conduct on-site visits to 

interview health plan staff and observe health plan data management activities.  Finally, auditors review health 

plan source code, and data submission files to complete the validation process. 

 

Table 5 - Adverse Outcome Measures, Weighted Average* 

Adverse Outcome Measures 

Rate of Adverse 
Outcomes - DC 

Weighted 
Average*per 

1,000 
2008 

Rate of Adverse 
Outcomes - DC 

Weighted 
Average*per 

1,000 
2009 

Adverse Perinatal Outcome 328 231 

Adverse Chronic Disease Outcome Rate 
 

343 
 

490 

*Lower rate is better
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Performance Improvement Projects (PIPs) 

 

To support the efforts of the Perinatal and Chronic Care Collaboratives, health plans developed and 

implemented performance improvement projects directed at improving care to the respective member 

populations. According to their contracts with DHCF, health plans are required to conduct PIPs designed to 

achieve significant improvement, sustained over time, in clinical care and non-clinical care areas.  The projects 

are expected to have a favorable effect on health outcomes and enrollee satisfaction.  PIPs document: 

 performance improvement using objective quality measures (see Collaborative Measure specifications in 

Appendices 2-3) 

 system interventions to achieve improvement in quality 

 the evaluation of the effectiveness of the interventions 

 the planning and initiation of activities for increasing or sustaining improvement. 

 

A minimum of two PIP submissions were required for each health plan, one for Improving Perinatal Care 

Outcomes and one for Improving Chronic Care Outcomes. 

 

Delmarva conducted reviews of Performance Improvement Projects (PIPs) submitted by the health plans 

using the Centers for Medicare & Medicaid Services (CMS) protocol, Validating Performance Improvement 

Projects—A Protocol for Use in Conducting Medicaid External Quality Review Activities, as a guideline.  This protocol 

assists Delmarva in evaluating whether or not the PIP was designed, conducted, and reported in a sound 

manner and provides DHCF confidence in the reported results utilizing a ten step review process.  The 

validation process is based upon a ten step review.  Health plan’s PIPs were scored as having “Met”, 

“Partially Met”, “Not Met” or “Not Applicable” for each process step. 

 

Findings 

 

CHP 

For the Adverse Outcomes for Chronic Care PIP, CHP met four of seven applicable validation standards.  The 

health plan received a partially met on three standards as it did not specify the project goals, identify new 

implemented interventions nor provide a complete analysis of the data.  The finding for CHP’s Decreasing 

Adverse Perinatal Outcome projects met five of eight applicable validation standards omitting project aim and 

barrier analysis. 
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HRI 

HRI’s performance for the Adverse Chronic Care project, met four of seven applicable validation standards. The 

health plan received a partially met on three standards as it did not identify project goals, include a barrier 

analysis, or complete a comprehensive analysis of data.  For the Adverse Perinatal Outcomes project, HRI 

received a met on five of seven applicable validation standards as the project goals and barrier analysis were 

incomplete. 

 

HSCSN 

HSCSN’s Adverse Chronic Conditions and Adverse Perinatal projects received a met on all applicable validation 

standards. 

 

UHP 

Unison’s Adverse Chronic Outcomes project received a met on all seven applicable validation standards. Unison’s 

second PIP, Improving Adverse Perinatal Outcomes, received a met on six of seven applicable validation standards. 

The health plan received a partially met on one standard as the project indicator descriptions were omitted. 

 

Best Practice Interventions 

 

Drawing upon past experience, as well as strategies shared at the collaborative meetings, the health plans 

implemented several best practices are noted below. 

 Implemented care transitions and discharge planning programs for hospitalized members 

 Implemented and or updated disease management programs (diabetes and asthma) reflecting current 

evidence based practice 

 Instituted provider profiling using HEDIS measures 

 Implemented enhance care management functions with a focus on chronic conditions or perinatal care 

 Shared member disease and utilization profiles and care management plans with PCPs 

 Instituted perinatal assessment form that identified pregnancy risks.  The form is intended to support the 

delivery of services to this population at the provider and plan level.  The tool once completed by the 

practice is faxed to the health plan for review by the health plan care management team 

 Continued member outreach and education including condition specific newsletters 
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Access, Structure and Operational Standards Review (ASOSR) 

 

The 2009 ASOSR covered activities performed from January 1, 2009, through December 31, 2009, and 

focused on the External Quality Review Code of Federal Regulations (CFR) standards at 42 CFR  §438.  

Delmarva accessed and evaluated the initial readiness review findings and identified areas of non-compliance.  

Per DHCF, Delmarva conducted onsite follow-up visits to assess each health plan’s progress toward closing 

standard compliance gaps.  Delmarva review staff scored the standard elements and components as “met,” 

“partially met,” or “not met.”  A summary of findings are included in Tables 6a-c. ASOSR Findings. 

 

In general, health plan performance was strong for the three standard areas of Enrollee Rights, Grievance 

Systems and Quality Improvement.  Three health plans had achieved NCQA accreditation and the majority 

of their policies and procedures met the intent of the BBA standards.  Health plans were scored as partially 

meeting a standard or element if their respective policies had not been reviewed, signed and dated by the 

corporate sponsor. 

 

Table 6a ASOSR Summary by Health Plan 

Enrollee Rights and Protections - 42 CFR § 438 Subpart C, Enrollee Rights and Protections, details 

requirements to ensure that managed care enrollees have the right to receive information about available 

health care services, how to access services, policies and procedures relative to obtaining services, and the 

right to make health care decisions. 

Health Plan 
# Standard 

Elements 
Met Partially Met 

 

Not Met 

 

Chartered 

Health Plan 

11 

11 2 0 

HealthRight, 

Inc. 
9 2 0 

HSCSN 11 0 0 

Unison Health 

Plan 
6 5 0 

 

 

Enrollee Rights and Protections - Summary Findings by Health Plan 

 

CHP 

CHP performed well for this standard area meeting the intent of nine of eleven elements.  Two components 

were scored partially met for the reporting period.  Although CHP provided enrollees with written notice of 
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all provider status changes including non-English languages spoken and information about fair hearing 

procedures annually, it must also do so at least 30 days prior to any changes.  CHP provided all requisite 

information upon enrollment, however, it omitted the 30 days prior to any changes component of the 

standard except for terminated provider notification or drug safety issues. 

 

HRI 

HRI performed well for this standard area meeting the intent of nine of eleven elements.  Although 

HealthRight’s policy included notifying members within 30 days of a benefit change, the policy was lacking 

evidence that members were notified of a change in their rights and responsibilities within 30 days of a 

change.  HealthRight would do well to revise their post stabilization policies to include specific language 

about post stabilization services including the right to use any emergency service provider.  Additionally, 

members should be notified annually and at least 30 days prior to any benefit changes. 

 

HSCSN 

HSCSN met all the enrollee rights and protections standards. 

 

 

UHP 

Unison scored five of eleven enrollee rights elements as partially met.  The elements were scored as partially 

met owing to a lack of specificity in Unison’s policies and procedures.  Unison must include the required 

reading level for enrollee’s materials.  Secondly, although Unison provided enrollees with written notice of all 

provider status changes including non-English languages spoken and information about fair hearing 

procedures annually, it must also do so at least 30 days prior to any changes.  Unison provided information 

on enrollee rights with the exception of being free from physical and chemical restraints.  Finally, Unison 

informed enrollees about benefit changes for after-hours and emergency coverage on an annual basis; 

however it must also do so at least 30 days prior to any changes. 
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Table 6b ASOSR Summary by Health Plan 

Grievance Systems - 42 CFR § 438 Subpart F, Grievance Systems, mandates that each MCO have in 

effect a grievance system that meets specific requirements to ensure notification of enrollees in a 

timely manner for all types of grievances and appeals. 

Health Plan 
# Standard 

Elements 
Met Partially Met 

 

Not Met 

 

Chartered 

Health Plan 

17 

15 2 0 

HealthRight, 

Inc. 
15 2 0 

HSCSN 17 0 0 

Unison Health 

Plan 
12 5 0 

 

Grievance Systems - Summary Findings by Health Plan 

 

CHP 

Although CHP identified the prevalent non-English languages spoken by its enrollees in its Grievance Policy, 

it needs to develop a process to identify potential enrollee prevalent non-English languages spoken. CHP also 

lacked a systematic process for acknowledging receipt of appeals and grievances within the specified policy of 

2 working days as well as omitted language that a deceased enrollee’s legal representative can appeal on behalf 

of the enrollee’s estate. 

 

HRI 

Two Grievance System elements were scored as partially met for HRI.  HRI is required to provide the 

member written notification, including appeal rights or information on their right to a District Fair Hearing.  

HealthRight’s Grievance and Appeals Policy should be updated to reflect these elements. 

 

HSCSN 

HSCSN met all the grievance system standards. 

 

UHP 

Five of seventeen Grievance System elements were scored partially met for Unison.  Although Unison 

described a process to identify the prevalent non-English languages spoken by its enrollees, it needs to 

develop a process to identify potential enrollee prevalent non-English languages spoken.  In selected denial 

case reviews, Unison’s written notice of actions provided “not medically necessary” as the rationale when the 
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actual reason was denial for a non-participating provider.  Regarding the content of Prior Authorization 

Policy, Unison must include decisions on the expiration date of the extension periods.  Additionally, Unison’s 

Grievance and Appeals Policy did not include language that a legal representative of a deceased enrollee’s 

estate is allowed to serve as a party to an appeal.  Lastly, Unison’s Fraud, Waste and Abuse Policy needs to 

conform to the District’s fraud reporting requirement of within 24 hours of the violation being confirmed. 

 

 

Table 6c ASOSR Summary by Health Plan 

Quality Assessment and Performance Improvement - 42 CFR § 438 Subpart D, Quality Assessment 

and Performance Improvement, sets forth MCO specifications for quality strategies to ensure the 

delivery of high quality health care and superb customer service. 

Health Plan 
# Standard 

Elements 
Met Partially Met 

 

Not Met 

 

Chartered 

Health Plan 

29 

27 1 1 

HealthRight, 

Inc. 
27 2 0 

HSCSN 29 0 0 

Unison Health 

Plan* 1 (QA25) 

standard was 

not applicable 

24 4 0 

 

 

 

CHP 

CHP’s performance met most of the quality standard elements with two exceptions.  CHP’s documents 

lacked explicit provider access/hours of operation information in either the Provider Manual or the 

Accessibility of Practitioners Services Policy.  Additionally, CHP must make substantial effort to provide 

enrollees with special health care needs direct access to specialty care. 

 

HRI 

HealthRight’s performance on the quality standards was strong overall, with two exceptions.  HealthRight 

policies require clarification regarding coverage for emergency and post stabilization services.  Owing to 

HealthRight’s lack of improvement on the Obesity Performance Improvement Project (PIP), quality 
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improvement standards were scored as partially met.  It was acknowledged, that staffing issues played a role 

in the plan’s inability to fully execute the project. 

 

HSCSN 

HSCSN met all the quality improvement standards. 

 

UHP 

Unison met the intent of most of the quality standard elements with two exceptions.  Unison’s policies 

described the authorization timeline requirements for other product lines but not specifically for DHCF.  

Unison’s Out of Network Certification Policy was scored as partially met as it did not include language 

requiring payment if a health plan representative instructed the enrollee to seek emergency services.  Even 

though Unison was exempt from conducting performance improvement projects for the review period (one 

standard was exempt from review), it was noted that Unison actively participated in the District-wide Quality 

Improvement Collaborative.
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Health Plan Response to CY 2008 External Quality Review Recommendations 
 

This section summarized the health plans’ response to the previous year’s recommendations. 

 

CHP 

Through its participation in the DC Quality Collaboratives, CHP improved its PIP submissions including 

providing a focused project summary with robust interventions.  Additionally, CHP improved operating 

polices and procedures in particular Fraud, Waste and Abuse, denial processes and appeal rights as well as 

member rights and responsibilities. 

 

HRI 

In regard to operational improvements, HRI’s credentialing and recredentialing procedures were updated to 

include primary source verification.  Other procedural improvements included updates in integrating 

behavioral health services with care coordination. 

 

HSCSN 

Operationally, HSCSN policies and procedures met the intent of the BBA and DHCF contract standards.  

HSCSN over the past months worked to improve its data analysis approach.  This was particularly evident in 

the PIP submissions for the two quality collaboratives.  The data analysis plan as well as the barrier analysis 

summary was well crafted. 

 

UHP 

Unison substantially improved its policies and procedures since the prior review.  Namely policies and 

procedures were updated to be consistent with the BBA and DHCF contract requirements.  UHP also 

revised its care coordination policy to integrate medical and behavioral health services. 
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Health Plan Summary 2009 
 

This section summarizes the accessibility, timeliness and quality of services provided by the District’s 

Medicaid contracted health plans based on the data presented in the previous sections of this report. 

 

Summary of Quality 

 
Quality, as it pertains to external quality review, is defined as3 “the degree to which a Managed Care 

Organization (MCO) or Prepaid Inpatient Health Plan (PIHP) increases the likelihood of desired health 

outcomes of its enrollees through its structural and operational characteristics and through the provision of 

health services that are consistent with current professional knowledge.” (Centers for Medicare & Medicaid 

Services [CMS], Final Rule: Medicaid Managed Care; 42 CFR Part 400, et. al. Subpart D- Quality Assessment and 

Performance Improvement, [June 2002]). 

 

Overall, the DHCF health plans performed well in the area of quality.  Using HEDIS rates as a proxy for 

health care quality, health plans need to provide programs to members and providers that improve and 

sustain quality performance.  Interviews with executive staff and a review of plan policies suggests that health 

plans have the appropriate structures and processes in place to monitor, evaluate and improve the quality of 

services to enrollees including over and under utilization of services.  All health plans performed well in the 

area of quality for the Operations System Review.  The QI and UM program documents were 

comprehensive. Committee meeting minutes documented the progress of the QI and UM programs over 

time. 
 

Summary of Access 

 
Access (or accessibility), as defined by the National Committee for Quality Assurance (NCQA), is “the extent 

to which a patient can obtain available services at the time they are needed.  Such service refers to both 

telephone access and ease of scheduling an appointment, if applicable.  The intent is that each organization 

provides and maintains appropriate access to primary care, behavioral health care, and member services.” 

(2006 Standards and Guidelines for the Accreditation of Managed Care Organizations). 

The health plans demonstrated approaches to care management by providing access to care and service 

particularly for the most vulnerable populations.  Most of the health plans ensures access to care and service 

by facilitating and collaborating with a wide array of public and private agencies as outlined in their policies 

and procedures as well as interventions in their respective performance improvement plans.

                                                      
3 As defined in 42 CFR 438.320 (2). 
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Summary of Timeliness 

 
Timeliness, as it relates to utilization management decisions and as defined by NCQA, is whether “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.” (2006 Standards and Guidelines for the Accreditation of Managed Care 

Organizations). An additional definition of timeliness given in the Institute of Medicine National Health Care 

Quality Report refers to “obtaining needed care and minimizing unnecessary delays in getting that care.” 

(Envisioning the National Health Care Quality Report, 2001). 

 

The health plans were able to demonstrate that there were plans and procedures to address the major 

requirements for timeliness.  Timeliness standards were documented in the relevant procedures and policies. 

 

Best Practices 
 

Upon evaluating the EQR activities in regard to quality, access and timeliness of care provided to the 

District’s managed care enrollees; Delmarva developed the following best practices and opportunities for 

improvement.  Two of the District’s health plans were ranked nationally according to America’s Best Health 

Plans for 2009-2010 with one health plan ranked in the top 50 Medicaid Health Plans.  Additionally, health 

plan participation in the District’s quality collaborative created a forum for sharing best practices.  Using the 

collaborative format, the health plans effectively and collaboratively addressed quality, timeliness and access 

to care issues in their respective managed care populations.  The efforts made by the health plans to improve 

quality is demonstrated by the best practices strategies which are noted below. 

 

 Implemented care transitions and discharge planning programs for hospitalized members 

 Implemented and or updated disease management programs (diabetes and asthma) that  reflect current 

evidence based practice 

 Instituted provider profiling using HEDIS measures 

 Implemented enhanced care management functions with a focus on chronic conditions or perinatal care 

 Instituted perinatal assessment form that is faxed to the health plan for review by care management team 

to improve care coordination and perinatal outcomes 

 Continued member outreach and education including condition specific newsletters 
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Opportunities for Improvement 
 

 Health plans should evaluate the reasons for HEDIS measure performance below the 50th percentile 

Quality Compass particularly on key performance measures such as women’s health, well child services 

and chronic care measures. 

 Health plans should consider resetting their HEDIS targets to achieve Medicaid 90th percentile 

particularly for Effectiveness of Care measures for women’s health, children and members afflicted with 

chronic disease. 

 Health plans should monitor performance on the District collaboratives at least annually and conduct 

plan-specific root cause analyses and implement interventions targeted at specifically identified barriers, 

periodically throughout the year. 

 DHCF should provide consumers with information regarding health plan performance on a variety of 

metrics including HEDIS Effectiveness of Care Measures, CAHP Measures, HealthCheck Performance 

and Collaborative Participation. 

 

 
Individual Health Plan Summaries 
 

The partnership forged by DHCF and its contracted health plans has provided measurable improvements in 

the quality of care delivered to Medicaid enrollees. Although each health plan is committed to delivering high 

quality care and services to its managed care members, opportunities exist for continued performance 

improvement. 

 

 

Chartered Health Plan – (CHP) 

 

Quality 

CHP substantially met all quality assessment and performance improvement standards as evaluated in this 

review component. 

 

Access 

CHP substantially met all Access requirements as evaluated in this review component. 

 

Timeliness 

CHP substantially met all timeliness standards as evaluated in this review component. 
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Strengths 

CHP had a quality program that was accountable to the health plan’s governing body.  CHP’s comprehensive 

service delivery network met the standards regarding Access and Availability.  CHP also demonstrated 

compliance with Credentialing, Grievances, and Cultural Competency standards.  Additionally, HEDIS 

performance from 2008 to 2009 indicates improvement for key measures including childhood immunizations, 

post-partum care and diabetes screenings. 

 

Recommendations 

In terms of operational updates, CHP policies and procedures need to adhere to the BBA standards and 

guidelines.  The following procedures and policies require modification: 

 A policy and procedure to communicate providers’ status of accepting new members to the health plan 

membership. 

 A procedure to inform members when provider panels are closed to new patients at least 30 days prior to 

the change.  This notification is in addition to the annual provider updates. 

 A procedure to document how CHP identifies and monitors non-English language prevalence among 

potential CHP enrollees, not just current members. 

 A policy that includes a process for acknowledging receipt of each grievance and appeal. 

 

 

HealthRIght, Inc (HRI) 

Please note, HealthRight Inc. ceased providing services to District of Columbia Medicaid recipients May 1, 2010. 

Quality 

HRI substantially met all quality assessment and performance improvement standards as evaluated in this 

review component. 

 

Access 

HRI substantially met all Access requirements as evaluated in this review component. 

 

Timeliness 

HRI substantially met all timeliness standards as evaluated in this review component. 

 

Recommendations 

In terms of operational updates, HRI policies and procedures need to adhere to the BBA standards and 

guidelines.  The following procedures and policies require modification: 

 HRI must demonstrate that is provides members notification of changes in enrollee rights and 

responsibilities within 30 days of a change. 
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 HRI must define post-stabilization services in its policies and member materials and explicitly inform 

members of their right to use any hospital or other setting to receive emergency services. 

 HRI must in accordance with 42 CFR § 438.210.d.1, provide the enrollee with written notice of the 

reason for such an extension and inform the enrollee of the right to file a grievance if he or she disagrees 

with the decision to extend the time allowed for issuing the authorization decision. 

 HRI must demonstrate that it provides the enrollee written notice of the resolution that includes the 

results of the appeal resolution process and the date it was completed. 

 HRI must demonstrate in the written notice for appeals not resolved wholly in favor of the enrollee, the 

enrollee’s right to request a District Fair Hearing and how to do so. 

 

In regard to process improvement, HRI must work to improve its performance on selected quality projects 

including implementing interventions that target the identified barriers and conducting timely re-measurement 

to evaluate the impact of the interventions.  It is understood that HRI experienced significant staffing 

changes during this time period that likely influenced its performance.  HRI actively participated in DHCF 

Quality Collaborative. 

 
Health Services for Children with Special Needs - HSCSN 
 

HSCSN provides a unique and innovative approach to care management for a special population of enrollees 

and their families.  Consistent with their mission, HSCSN ensures access to care and service by facilitating 

and collaborating with a wide array of public and private agencies.  HSCSN presented a robust and well 

organized approach to quality improvement.  The policies, procedures and plans provided during the 

operational systems review were well crafted and easy to follow. 

 
Quality 
HSCSN substantially met all quality assessment and performance improvement standards as evaluated in this 
review component. 
 
Access 
HSCSN substantially met all access requirements as evaluated in this review component. 
 
Timeliness 
HSCSN substantially met all timeliness standards as evaluated in this review component. 

 

Strengths 

In terms of operational updates, HSCSN’s policies and procedures adhered to the BBA standards and 

guidelines.  HSCSN had a clearly defined quality program description and plan, which was accountable to the 

governing body.  HSCSN’s provider network met the Access and Availability standards and it also 

demonstrated compliance with Credentialing, Grievances, and Enrollee Rights standards.  



District of Columbia – DHCF 

Annual Report on the Quality, Access and Timeliness 
of Health Care Delivered through DC Medicaid 

Managed Care Plans -- CY 2009 
 

Delmarva Foundation 
1 - 25 

Recommendations 

HSCSN should continue to focus efforts on interventions that are likely to induce permanent change.  For 

example, instead of publishing HEDIS results in a provider newsletter, consider provider profiling. It may be 

more beneficial to provide specific providers with their respective results in lieu of aggregate data. 

 

 

Unison Health Plan - UHP 

 

For the 2010 OSR, Unison demonstrated considerable improvements in fashioning DHCF specific policies 

and procedures that are consistent with the regulations and contractual requirements. 

 

Quality 

Unison substantially met all quality assessment and performance improvement standards as evaluated in this 

review component. 

 

Access 

Unison substantially met all access requirements as evaluated in this review component. 

 

Timeliness 

Unison substantially met all timeliness standards as evaluated in this review component. 

 

Strengths 

 

 UHP implemented PCP specific reports identifying members with chronic illness.  Additionally, these 

reports referenced clinical practice guidelines for the treatment of these chronic conditions. 

 UHP conducted periodic home visits to members with complex needs.  The visits helped UHP collect 

valuable health status information and provided a forum to provide member specific education. 

 UHP staff completed a comprehensive data analysis plan including a thorough and balanced barrier 

analysis. 

 

 

Recommendations 

In terms of operational updates, UHP policies and procedures need to adhere to the BBA standards and 

guidelines.  The following procedures and policies require modification: 

 Unison must demonstrate that enrollee information is easily understood. Section C.4.2.8 of Unison’s 

contract with DHCF is entitled Reading Levels for Written Materials and Vital Documents.  This section 

states that all written brochures and materials provided to enrollees be written at the fourth (4th) grade 
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reading level as determined by any one of the following indices:  Flesch – Kincaid, Fry Readability 

Formula, Gunning Fog Index, McLaughlin SMOG Index, or other computer generated readability 

indices accepted by DHCF. 

 Although the Member ID Card, Handbooks, and Provider Directories Policy requires that Unison 

provide evidence of coverage to each enrollee within 10 business days upon notification from the 

District, it did not address the annual requirement for mailing the provider directory. Unison must revise 

its policies and procedures to include the requirement for an annual provider directory mailing. 

 Unison did not have a policy in place to notify enrollees at least 30 days prior to the intended effective 

date of these changes or changes in change in names, locations, telephone numbers of, and non-English 

languages spoken by the current contracted providers in the enrollee’s services area, including the 

identification of providers who are not accepting new patients. 

 Unison must include the member’s right to be free from seclusion as a means of coercion, discipline, 

convenience or retaliation in the Member Rights Policy and the Member Handbook. 

 The Member ID Card, Handbooks, and Provider Directories Policy states Unison provides evidence of 

coverage to each enrollee within 10 business days upon notification from DHCF.  The Member 

Handbook also describes the health services covered by Unison.  However, there is no documented 

process to provide this information to enrollees on an annual basis and 30 days prior to any change as 

required by this element. 

 Unison must ensure that its procedures require information (benefit change, referral information, how to 

obtain in-and out-of-network benefits, cost sharing and emergency services) to be provided to enrollees 

on an annual basis and 30 days prior to any changes in benefits. 

 Unison must produce the methodology and data analysis that identifies the prevalent non-English 

languages of its potential enrollees. 

 Unison must review their procedures and letter templates to accurately document the reason for the 

denial action and to ensure that access to a grievance is accurate and within required timelines. 

 Unison must revise its policy to ensure that if a prior authorization decision is not reached within the 

period specified in 42 CFR § 438.210.d, a decision must be made on the date on which the extended 

period expires. 

 Update its Grievance and Appeals Policy to include language that the legal representative of a deceased 

enrollee’s estate is allowed to serve as a party to an appeal. 

 Revise Unison UM policies and procedures delineating the specific DHCF timeframe requirements for 

prior authorizations including non-urgent, urgent, concurrent review and pharmacy requests.  

Additionally, the policies should address the need for review extensions if the enrollee requests an 

extension or if Unison justifies to DHCF that additional information is needed and the review extension 

is in the enrollee’s interest. 
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 Additionally, Unison should update its member handbook and policy to include the language payment 

will not be denied for treatment obtained if a representative of the health plan instructed the enrollee to 

seek emergency services. 

 

Finally Unison should investigate reasons for its HEDIS performance particularly on key wellness 

measures.  UHP should implement initiatives that will improve measure performance particularly for 

conditions that are most impactful to their enrollee population including well-child care and pregnancy. 
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Appendix 1 
 

 
Improving Birth and Chronic Illness Outcomes 

Medicaid and DC Alliance Health Care Quality Improvement Collaboratives 

 
Fact Sheet 

 

The District of Columbia (DC) Department of Health Care Finance (DHCF), in partnership with Chartered 

Health Plan, Health Right, Inc., Health Services for Children with Special Needs, Inc. (HSCSN), Unison 

Health Plan, George Washington University, the Department of Health, and other experts in health care and 

health care quality improvement are embarking on a multiyear initiative to improve the health of babies born 

to mothers in the DC Medicaid and Alliance programs and the health of Medicaid and Alliance members with 

serious chronic illnesses. 

 

The goals of this health care quality improvement collaboration are to reduce the rates of: 

 premature births and infants born with low birth weight; 

 miscarriages; 

 babies who are HIV positive; 

 infants who die in the first year of life; and 

 emergency room visits and hospital admissions by individuals diagnosed with asthma, diabetes, high 

blood pressure, and congestive heart failure. 

 

This initiative is unique in several ways. Importantly, it is a collaboration of the parties above.  The goals of 

improving health outcomes can not be achieved by managed care organizations themselves, by the Medicaid 

and Alliance programs themselves, or by the Departments of Health or Health Care Finance themselves.  

Improving health in these ways requires attention to the medical, psychological, and social factors that affect 

health.  These two Collaboratives will tackle this array of problems, and invite others in the District to join 

with them to reduce poor perinatal and chronic disease outcomes.  The Collaboratives will monitor their 

progress by carefully measuring the extent to which the above goals are achieved. 

 

Measures of health outcome will be calculated using already available data that health plans submit to DHCF.  

The Collaboratives’ performance in improving health in these areas will be reported annually for DHCF’s 

managed care program as a whole.  Measures for calendar year 2008 will serve as the baseline.  Each year, 

health plans also will track how well their delivery of health care is improved for pregnant women, their 

babies, and individuals with these chronic conditions.
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Appendix 2 
 

ADVERSE PERINATAL OUTCOMES 
 

DC MEDICAID AND ALLIANCE 
HEALTH CARE QUALITY PERFORMANCE MEASURE for 2009-2011 

 

 

The District of Columbia (DC) Department of Health Care Finance (DHCF) proposes to measure selected 

perinatal outcomes as part of a multiyear initiative to improve the health of infants born to mothers in the 

DC Medicaid program. 

 

This measure predominantly will assess health care outcomes, as opposed to certain aspects of the delivery 

(processes) of health care.  Because of this, and because nearly all pregnant women and infants in DC 

Medicaid are enrolled in managed care as opposed to fee-for-service health care, the unit of analysis will be 

DHCF’s managed care program as a whole, as opposed to individual managed care plans.  Although 

individual managed care organizations (MCOs) that deliver service to DC Medicaid members will implement 

quality improvement (QI) initiatives in perinatal health and report the outcomes of these initiatives to DHCF, 

individual managed care plan performance on this outcome measure will not be publicly reported.  Thus, no 

risk adjustment will be required, as is the case when health outcomes are compared across individual 

providers. Specifications for the measure to be used to assess improvement in perinatal outcomes are below. 

 

DENOMINATOR DESCRIPTION 

 
Note: The denominator has two parts, which must be calculated separately and then added back together. 

 

Denominator Part 1: Include in the denominator of this rate all pregnancies that ended in the measurement 

year. 

 

NOTE 1: All pregnancies (those that ended in a live birth as well as those that end in a miscarriage or fetal 

loss) are to be included in the denominator with the exception of ectopic pregnancies and pregnancies 

terminated through legally and illegally induced abortions. Although Collaborative members are aware that 

some miscarriages early in pregnancy may not be amenable to intervention, for ease of measurement these 

pregnancies are included in the denominator. 

 

NOTE 2: There is no continuous enrollment requirement for this measure.  Pregnancies that ended in the 

measurement year are to be included in the denominator regardless of how long the woman was enrolled in 
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the managed care plan prior to the end of the pregnancy.  However, because limited enrollment in a managed 

care program or an individual health plan offers limited opportunities for intervention, data on the length of 

continuous enrollment of women whose pregnancies ended in the measurement year will also be collected 

along with the rate of Adverse Perinatal Outcomes. 

 

NOTE 3:  Use the procedure and diagnosis codes as written.  If you believe a code is missing or should be 

considered for inclusion in the measure, please submit the code to DFMC. 

 

NOTE 4:  Some analysts recommend running separate queries for each diagnosis, procedure or CPT code 

and then eliminating any duplicate counts of pregnancies. 

 

INSTRUCTIONS FOR CALCULATING DENOMINATOR (PART 1) 

 

Step 1: Identify all pregnancies that ended in the calendar year, but excluding legally and illegally induced 

abortions and ectopic pregnancies. (Note: A pregnancy ending in multiple births is counted as one pregnancy. 

Two separate pregnancies ending in the measurement year are each counted in the denominator).  

Pregnancies that ended are identified by a UB04 or CMS 1500 claim that has any of the following codes in any 

claim line and in any sequence; e.g., 1st claim line, 2nd claim line etc. 

 

Diagnostic or Procedures Codes to Identify Pregnancies that Ended (Denominator) 

Description ICD-9 –CM Diagnosis 
ICD-9 

Procedures 
CPT Procedure Codes 

Delivery 640.x1, 641.x1, 642.x1, 642.x2, 

643.x1, 644.21, 645.x1, 646.x1, 

646.12, 646.22, 646.42, 646.52, 

646.62, 646.82, 647.x1, 647.x2, 

648.x1, 648.x2, 649.x1, 649.02, 

649.12, 649.32, 649.42,649.62 

650, 651.x1, 652.x1, 653.x1, 

654.x1, 654.02, 654.12, 654.32, 

654.42, 654.52, 654.62, 654.72, 

654.82, 654.92, 655.x1, 656.01, 

656.x1, , 657.01, 658.x1, 659.x1, 

660.x1, 661.x1, 662.x1, 663.x1, 

664.x1, 665.01, 665.11, 665.22, 

665.31, 665.41, 665.51, 665.61, 

665.71, 665.72, 665.81, 665.82, 

72.0-73.99, 74.0, 

74.1,74.2, 74.4, 

74.99 

59400, 59409, 59410, 59510, 

59514, 59515,  59610, 59612, 

59614, 59618, 59620, 59622 
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665.91, 665.92, 666.x2, 667.x2, 

668.x1, 668.x2, 669.01, 669.02, 

669.11, 669.12, 669.21, 669.22, 

669.32, 669.41, 669.42, 669.51, 

669.61, 669.71, 669.81, 669.82, 

669.91, 669.92, 670.02, 671.01, 

671.02, 671.11, 671.12, 671.21, 

671.22, 671.31, 671.42, 671.51, 

671.52, 671.81, 671.82, 671.91, 

671.92, 672.02, 673.x1, 673.x2, 

674.01, 674.51, 674.x2, 675.x1, 

675.x2, 676.x1, 676.x2, V22, V23, 

V24, V27.0, V27.1, V27.2, V27.3, 

V27.4, V27.5, V27.6, 

760.xx*-769.xx*, 

V30.x- V39.x* 

V30.0x-V39.0x 

 

Complications 

related to 

pregnancy 

632 (early fetal death before 22 

weeks) 

634.xx (spontaneous abortion), 

637.xx (unspecified abortion), 

677, V23.x, V28.x 

 59812, 59820, 59821, 59830 

Abortion, 

spontaneous  

634.xx   

Newborn care* V30-V39*  99466*, 99467*, 99460*, 

99461*, 99462* 994464*, 

99465*, 99468*, 99469,* 

 (newborn care codes) 

*These services are coded to the newborn and should be used by the HEALTH PLAN only to identify a pregnancy of an 

enrolled woman not otherwise identified by other denominator codes. 

 

 

Step 2: Eliminate any duplicate pregnancies: 
 If the data identifies the same pregnancy using more than procedure or diagnosis code, count the 

pregnancy only once. 
 If the data shows a woman with > 1 delivery within an 8-week period, count as one pregnancy. 
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Denominator exclusions: Exclude from the denominator all pregnancies identified by the diagnosis and 

procedure codes specified in Table 2. 

 

Table 2: Denominator Exclusions 

Description 
ICD-9 –CM 

Diagnosis 

ICD-9 

Procedures 
CPT Codes 

Ectopic pregnancy 633.x 

633.xx 

761.4 

74.3 59120,59121,59130,59135,59136,

59140,59150 

Abortion, legally 

induced, illegally 

induced 

635.xx, 636.xx 69.51 

69.01 

69.93 

74.91 

75.0 

96.49 

 

59840, 59841, 59850, 59851, 

59852, 59855, 59856, 59857 

Hydatiform Mole 630  59100, 59870 

Abnormal products of 

conception 

631   

Complications following 

abortion or ectopic 

pregnancy 

639.x   

 

Denominator Part 2:  The second part of the denominator is a count of all children ages 0-365 days for any part 

of the measurement year, and who were enrolled in the health plan during the measurement year, regardless 

of length of enrollment.  This second denominator is calculated by counting all children whose date of birth 

occurred between January 1, of the year prior to measurement year and December 31 of the measurement 

year (a two year period). 
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NUMERATOR DESCRIPTIONS 

 

Two corresponding numerators also are calculated.  The first is the total number of the following adverse 

events associated with pregnancies included in the first denominator: 

 
1. miscarriage or fetal loss (at any time during pregnancy) 
2. neonates weighing <2,500 grams 
3. neonates of 32 weeks or less gestational age 
4. pregnancies for which the outcome is unknown 
5. pregnancies during which NO maternal testing for HIV was performed. 

 

Note:  A single pregnancy can be counted more than once in the numerator. For example, a woman who was never tested for 

HIV during her pregnancy and prior to delivery, and gives birth to twins at 30 weeks gestational age, each twin weighing less 

than 2,500 grams and one twin dying in the neonatal period is counted as six numerator events: No HIV test during pregnancy 

=1, plus two preterm infants, plus two low-birth-weight infants, plus one infant death between the age of 0 and 365 days = six 

(6) adverse events. 

 

INSTRUCTIONS FOR CALCULATING THE FIRST NUMERATOR 

 

The first numerator includes two types of adverse events (i.e., adverse outcomes and adverse process of care). 

A separate step is used to identify each of these two types of numerator events. 

 

Step 1: Identify and Include Adverse Pregnancy Outcomes in the Numerator.  From the first denominator population, 

identify all pregnancies whose claim contained any of the following in any claim line and in any sequence; e.g., 

1st claim line, 2nd claim line etc. 

 

Codes to Identify Adverse Pregnancy Outcome Numerator Events 

Description ICD-9-CM Diagnosis CPT Other Data Source Notes 

Adverse Event 

Indicator 1 

 

Pregnancies 

resulting in 

miscarriage or 

fetal loss at any 

time during the 

pregnancy 

 

632 (missed abortion- early fetal 

death prior to 22 weeks) 

656.40 (fetal death-NOS) 

656.41 (fetal death after 22 weeks) 

656.43 (fetal death-late) 

V32, V35, V36 (multiple birth with 

at least one liveborn and one 

stillborn) 

634.xx (spontaneous abortion) 

637.xx (unspecified abortion) 

59812, 59820, 

59821, 59830 

 

Stillborn deliveries are 

also included in the 

report of each birth that 

plans send to DHCF, 

IMA and the Enrollment 

Broker within 10 

business days of delivery 

in order to receive “Kick 

Payments.” Check these 

“Kick Payment” reports 

This indicator 

excludes legally 

or illegally (635, 

636) induced 

abortions, 

ectopic 

pregnancies (633, 

761.4), abnormal 

products of 

conception (631) 
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 and include in the 

numerator any stillborn 

births reported that are 

not otherwise captured 

in the ICD diagnosis or 

procedure codes to the 

left. 

and hydatiform 

mole (630). 

 

Adverse Event 

Indicator 2 

 

Pregnancies 

resulting in 

neonates 

weighing < 

2,500 grams 

656.5x – Poor Fetal Growth 

 

Slow fetal growth and malnutrition 

requires 5th digit 1 – 8 that specifies 

weight 

764.0x (1 - 8) 

764.1x (1 – 8) 

764.2x (1 – 8) 

764.9x (1 – 8) 

 

Extreme Prematurity 

765.0x (1-8) 

765.0 

765.01 

765.02 

765.03 

765.04 

765.05 

765.06 

765.07 

765.08 

 

Other Preterm Infants 

765.1x (1-8) 

(765.11 (preterm infant less than 500 

grams 

765.12 (preterm infant 500- 749 grams) 

765.13 (preterm infant 750- 999 grams) 

765.14 (1,000-1,249 grams 

765.15 (1,250-1.499 grams) 

 Health Plans may elect to 

supplement their data 

using alternative data 

sources such as internal 

care management 

systems to capture 

birthweight data. 

For any 

pregnancy, for 

which the 

birthweight is 

unknown from 

hospital claims, 

obtain the 

birthweight from 

your health plan’s 

report of birth 

weight as 

contained in the 

Pregnancies, 

Deliveries, and 

High Risk 

Newborn Report 

you submit 

quarterly to 

DHCF. 
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765.16 (1,500-1,749 grams) 

765.17 (1,750-1,999 grams) 

765.18 (2,000-2,499 grams) 

Adverse Event 

Indicator 3 

 

Pregnancies 

resulting in 

neonates of 32 

weeks or less 

gestational age4 

765.26 (31-32 weeks of gestation) 

765.25 (29-30 weeks of gestation) 

765.24 (27-28 weeks of gestation) 

765.23 (25-26 weeks of gestations) 

765.22 (24 weeks of gestation) 

765.21 (less than 24 completed 

weeks of gestation) 

   

Adverse Event 

Indicator 4 

 

Pregnancies 

without evidence 

of a birth 

outcome. 

    

 

The total of all such Indicator events are included in the numerator. 

 

Step 2: Identify and Include in the Numerator Pregnancies in Which the Mother’s HIV Status was not Determined Prior to 

the Admission Date for Delivery. 

 

From the denominator, identify all pregnancies whose ambulatory claim data prior to date of delivery included: 1) 

a procedure code/LOINC code for HIV testing5; 2) a diagnosis code for HIV or AIDs; or 3) a drug claim for 

an antiretroviral medication.  NOTE: A claim for HIV testing during the inpatient stay for the delivery is not 

included. 

  

                                                      
4 The primary means of determining gestational age should be the interval between the first day of the mother’s last 

normal menstrual period (LMP) and the date of birth.  When the LMP dating appears to be inconsistent with the 

birthweight, as when normal weight births of apparently short gestations or very-low-birthweight births reported to be 

full term, the U.S. Standard Certificate of Live Birth allows the use of “clinical estimate of gestation.” The clinical 

estimate of gestation should also be used when LMPs are not available. 

5 Although the CDC’s HIV screening guideline recommends testing twice during pregnancy (during the first and third 

trimesters), the measurement standard for the collaborative is only 1 HIV test per pregnancy. 
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Codes to Identify Testing or Identification of HIV Status Prior to Delivery 

Description 
ICD-9-CM 

Diagnosis 
CPT 

NDC 

Drug 

Codes 

Other Data 

Source*DC DOH 

HIV Registry or 

other 

administrative 

data that can be 

validated 

LOINC Codes 

Adverse 

Indicator #5 

 

Pregnancies 

with evidence 

of Maternal 

testing for 

HIV, 

diagnosis of 

HIV prior to 

delivery, or 

use of 

antiretroviral 

medications 

ICD-9 codes 

for those 

with 

diagnoses of 

HIV or 

AIDS: 

 

042, 647.6x 

+ V08, and 

079.53 

86689, 

86701-

86703, 

87534-

87539, 

87390-

87391 

 

See 

attached 

list 

Health plans can 

also supplement the 

identification of 

mothers whose HIV 

status was already 

known prior to 

delivery by 

reviewing clinical 

and / or 

administrative 

records of those 

women whose 

claims do not show 

testing for HIV or a 

diagnosis of HIV or 

AIDS. 

See attached list of 

LOINC codes pp 19-21 

 

Subtract the pregnancies whose ambulatory claim data included: 1) a diagnosis of HIV or AIDS prior to 

delivery; or 2) a code for HIV testing prior to delivery (refer to the LOINC code table for laboratory codes); 

or 3) an NDC code for antiretroviral medication prior to delivery from the denominator total to produce the 

number of pregnancies during which NO determination of HIV status was performed prior to the delivery.  Add these 

women (events) to the first numerator from Step 1. 
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INSTRUCTIONS FOR CALCULATING THE SECOND NUMERATOR 

 

From the second denominator, identify the number of infant deaths occurring among these infants:  These infant deaths are 

identified as below: 

 

 

The number of infant deaths age zero to 365 days constitutes a second numerator. 

 

CALCULATION OF ADVERSE PERINATAL OUTCOMES RATE 

 

The Adverse Perinatal Outcomes Rate is calculated by dividing the total of the two numerator events by the 

total of the two denominators: 

 

 

Total adverse pregnancy outcomes + infant deaths in 1st year of life   Adverse perinatal outcomes 

               Pregnancies + children age 0-365 days                                   =  Per 100 or 1,000 pregnancies & infants 

 

NOTE:  Transmittal of the adverse perinatal rate to DHCF will require transmittal of information on all 

members of both denominator populations, all adverse events for each numerator, and data on the 

continuous enrollment of each woman in the numerator and denominator.  Data will be submitted annually 

to DHCF using the data submission worksheet developed by Delmarva Foundation. 

 

Continuous enrollment data will include: 

 
 For every pregnancy included in the denominator, the number of months each woman was enrolled 

in the health plan prior to the end of her pregnancy. 

 

Description of 

Second 

Numerator: 

ICD-9-CM Diagnosis Other 

Infant death age 

0-365 days 

674.92, 674.9x (sudden infant death 

after delivery, cause not stated) 

798.xx (Cot, Crib death, sudden infant 

death syndrome) 

779.9 (neonatal death) 

Review the health plans Sentinel Event 

report and Death Reports to detect any 

cases of infant mortality in the first year of 

life (aged 0-365 days) and include these 

deaths in the numerator. 
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Appendix 3 
 

 

ADVERSE OUTCOMES OF CHRONIC DISEASE 
 

DC MEDICAID AND ALLIANCE 
HEALTH CARE QUALITY PERFORMANCE MEASURE for 2009-2011 

 
The District of Columbia (DC) Collaborative to Improve Chronic Disease Outcomes is measuring changes in the 

health outcomes of individuals with asthma, diabetes, hypertension, and congestive heart failure as part of a 

multiyear initiative to improve the health of people in the DC Medicaid and Alliance programs who live with 

chronic diseases. 

 

This measure will assess health care outcomes, as opposed to certain aspects of the delivery (processes) of 

health care.  The unit of analysis will be the DC Medicaid and Alliance managed care program as a whole, as 

opposed to individual managed care plans.  Although individual managed care plans that deliver service to 

DC Medicaid and Alliance members will initiate quality improvement (QI) initiatives to care for individuals 

with these diseases, and report the outcomes of these initiatives to the DC Department of Health Care 

Finance (DHCF), individual managed care plan performance on the measure described below will not be 

publicly reported.  Thus, no risk adjustment will be required, as is the case when health outcomes are 

compared across individual providers.  The specifications for the performance measure that will be used to 

gauge improvement in chronic disease outcomes of Medicaid and Alliance beneficiaries are below. 

 

Measure Specifications 

 

DENOMINATOR DESCRIPTION 

 

Include in the denominator of this rate all enrollees with one or more of the following diagnoses during the 

measurement year: diabetes, asthma, congestive heart failure, and hypertension. 

 

NOTE: There is no continuous enrollment requirement for inclusion in the denominator. 

 

A member is identified as having a diagnosis of diabetes, asthma, congestive heart failure, or hypertension by 

the presence of at least one specific diagnosis code on any claim or encounter form generated from at least 

one ambulatory care or ED visit or inpatient stay.  An enrollee with any of these codes should be counted 

only once in the denominator. 
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Note 1: Coding to identify enrollees with the diagnoses of interest and to identify exclusions is based on the 

Agency for Healthcare Research and Quality’s (AHRQ’s) Prevention Quality Indicators set.1  This indicator 

set was chosen for two reasons: 1) it is designed to be calculated using routinely collected, readily available 

hospital administrative data, and 2) it is widely used by other states, which indicates its feasibility and 

facilitates meaningful comparisons with national and regional data. 

 

Note 2:  Use the procedure and diagnosis codes as written.  If you feel a code is missing or should be 

considered for inclusion in the measure, please submit the code to DFMC. 

 

INSTRUCTIONS FOR CALCULATING THE DENOMINATOR 

 

Step 1: Identify all individuals with any of the conditions of interest. Identify all enrollees in the indicated age categories 

during the measurement year with a UB04 or CMS 1500 claim or encounter form containing any of the 

following diagnosis codes in any position, in a any claim line and in any sequence e.g. 1st claim line, 2nd claim 

line etc. 

 

Codes to Identify Enrollees 

with Diabetes, Asthma, Hypertension, and/or Congestive Heart Failure 

Description 
Age in the 

Measurement 
Period 

ICD-9-
CM 

Diagnosis

Denominator 
Exclusions 

Denominator 
Exclusion Codes 

(ICD-9-CM Codes)

Diabetes mellitus 

Diabetic neuropathy 

Diabetic retinopathy 

Diabetic cataract 

6-75 years 250, 

250.x, 250.xx 

357.2, 

362, 

366.41 

Polycystic Ovarian Disease 

 

Steroid induced 

 

Gestational Diabetes 

 

Diabetes Insipidus 

256.4 

 

251.8, 962.0 

 

648.8 

 

253.5 

Asthma 

 

2-50 years 493, 

493.x 

493.xx 

 

 

COPD 

 

Emphysema 

 

Cystic Fibrosis 

 

Lung Anomalies 

Congenital 

 

491.2, 493.2x, 496, 506.4 

 

492, 506.4, 518.1, 518.2 

 

277.xx 

 

 

748.6x 
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Esophageal Fistula 

 

Situs Inversus 

 

Perinatal Chronic Resp 

Disease 

 

Anomalies of the Aortic 

Arch 

750.3 

 

759.3 

 

770.7 

 

 

747.xx 

Hypertension - 

malignant, benign, or  

unspecified 

Hypertensive Heart 

Disease 

Hypertensive Chronic 

Kidney Disease 

Hypertensive heart 

and Chronic Kidney 

Disease 

 

18- 85 years 401.x 

402.xx 

403.xx 

404.xx 

ESRD 

 

 

Pre-eclampsia 

Eclampsia 

 

 

 

 

 

 

 

 

 

Renovascular Hypertension 

Benign or Malignant 

585.5, 585.6, V42.0, 

V45.1x, V56.x 

 

642.4x mild pre-eclampsia 

642.5x severe 

preeclampsia 

642.6x eclampsia 

642.7x pre-eclampsia or 

eclampsia 

642.9xUnspecified 

hypertension 

complicating pregnancy 

 

405.11 405.01 

 

Congestive Heart 

Failure 

Left Heart Failure 

Systolic Heart Failure 

Diastolic Heart 

Failure 

Combined 

Systolic/Diastolic 

Heart Failure 

18-75 years 428.0, 

428.1, 

428.2x 

428.3x 

428.4x 

428.9 

 

None None 

Step 2: Eliminate duplicates. Any individual identified more than once because more than one claim contained 

any combination of the codes above should be counted only once in the denominator population. 
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The denominator consists of all individuals identified in step 1 (counted only once, per Step 2). 

 

NUMERATOR DESCRIPTION 

 

The numerator consists of the number of ED visits with a discharge diagnosis of diabetes, hypertension, 

asthma, or congestive heart failure, plus the number of hospitalizations with a discharge diagnosis of diabetes, 

hypertension, asthma, or congestive heart failure among enrollees in the denominator.  Visits or 

hospitalizations are identified by claim/encounter data generated from the institution providing care to 

Medicaid and Alliance members. 

 

Note: Numerator events (i.e., ED visits and hospital admissions) may occur multiple times for a single 

individual.  When this occurs, each ED visit and hospitalization is counted separately.  For example, an 

individual identified in the denominator might have three ED visits and two hospitalizations during the 

measurement year.  This person would be counted once in the denominator, but account for five numerator 

events. 

 

INSTRUCTIONS FOR CALCULATING THE NUMERATOR 

 

Step 1. Identify all enrollees in the denominator who had one or more emergency visits or inpatient stays.  From the 

denominator, identify all enrollees with a claim/encounter containing any of the following codes in any claim 

line and in any sequence e.g. 1st claim line, 2nd claim line etc. 

 

 

Codes to Identify ED Visits or Inpatient Admissions 

Description CPT UB Revenue 

Emergency Department encounter 

 

99281-99285 

 

045x, 0981 

Hospital Admission- 

Acute inpatient 

 

 

99221-99223, 99231-99233, 

99238, 99239, 99251-99255, 

99291 

 

010x, 0110-0114, 0119, 0120-

0124, 0129, 0130-0134, 0139, 

0140-0144, 0149, 0150-01534, 

0159, 016x, 020x-022x, 072x, 

080x, 0987 
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Step 2. Identify All ED or Inpatient Encounters for the Conditions of Interest.  For individuals identified in Step1 with 

one or more ED or inpatient claims / encounters, count all ED or inpatient encounters with an ED or 

inpatient discharge diagnosis with the following codes in a any claim line and in any sequence e.g. 1st claim 

line, 2nd claim line etc. 

 

Codes to Identify ED or Inpatient Claims / Encounters for Diabetes, Asthma, 

Hypertension, and Congestive Heart Failure 

Description 
ICD-9-CM 
Diagnosis 

Codes 

Diabetes mellitus 250, 250.x, 250.xx 

Asthma 493, 493.x, 493.xx 

Hypertension - malignant, benign, or unspecified 

Hypertensive Heart Disease 

Hypertensive Chronic Kidney Disease 

Hypertensive heart and Chronic Kidney Disease 

401.x 

402.xx 

403.xx 

404.xx 

Congestive Heart Failure 

Left Heart Failure 

Systolic Heart Failure 

Diastolic Heart Failure 

Combined Systolic/Diastolic Heart Failure 

 

428.0, 

428.1, 

428.2x, 

428.3x, 

428.4x, 

428.9 

 

 

Step 3. Identify Exclusions 

 

From all ED and inpatient encounters for the conditions of interest identified in Step 2, identify all of the 

following inpatient admissions and ED visits, for exclusion from the numerator: 

 
a. Facility transfers: Patients transferring from another institution – Exclude all claims / encounters with 

Admission Source Code of either “4” (Transfer from a hospital) or “6” (Transfer from another 
health care facility) in Field #15 of a UB04 Claim; and 

 
b. Admissions to non-acute facilities:  Non acute admissions to nursing homes – Exclude all claims / 

encounters  with the following CPT or Revenue Codes in the claim or encounter form: 
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Non-acute inpatient CPT Codes Revenue Codes 

99304-99310, 99315, 99316, 

99318,99324-99328 99334-

99337 

0118, 0128, 0138, 0148, 0158, 019x, 

0524, 0525, 055x, 066x 

 
c. Congestive Heart Failure and Hypertension claims/encounters with the following cardiac procedure codes. 

For individuals with a congestive heart failure diagnosis and/or a hypertension diagnosis, exclude 
claims/encounters with the following cardiac procedure codes in any field: 

 

ICD-9 Narrative 

00.50 Implant pacemaker -r sys 

00.51 Implant defibrillator 

00.52 Implant Lead 

00.53 Implant pacemaker - general 

00.54 Implant/replace defib genat 

00.56 Implant lead sensor 

00.57 Implant subcutaneous device 

00.66 PTCA 

35.00 Closed valvotomy 

35.01 Closed aortic valvotomy 

35.02 Closed mitral valvotomy 

35.03 Closed pulmonary valvotomy 

35.04 Closed tricuspid valvotomy 

35.10 Open valvotomy 

35.11 Open aortic valvotomy 

35.12 Open mitral valvotomy 

35.13 Open pulmonary valvotomy 

35.14 Open tricuspid valvotomy 

35.20 Replace heart valve 

35.21 Replace aortic heart valve 

35.22 Replace aortic heart valve NEC 

35.23 Replace mitral heart valve 

35.24 Replace mitral heart valve NEC 

35.25 Replace pulmonary heart valve 
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ICD-9 Narrative 

35.26 Replace pulmonary heart valve NEC 

35.27 Replace tricuspid heart valve 

35.28 Replace tricuspid heart valve NEC 

35.31 Papillary Muscle Ops 

35.32 Chordae tendineae ops 

35.33 Annuloplasty 

35.34 Infundibulectomy 

35.35 Trabecul carnea cord op 

35.39 Tissue adj to valve ops NEC 

35.41 Enlarge existing septal defect 

35.42 Create septal defect 

35.50 Prosthe repo heart septal defect 

35.51 Pros rep atrial defect OPN 

35.52 Pros rep atrial defect CL 

35.53 Pros repair ventricle defect 

35.54 Pros repair endocar cushion 

35.55 Pros rep ventrc def CL 

35.60 Graft repair HRT sep NOS 

35.61 Graft repair atrial def 

35.62 Graft repair ventric def 

35.63 Graft repair  endocarp cushion 

35.70 Heart septa repair NOS 

35.71 Atria septa def rep NEC 

35.72 Ventr sept def rep NEC 

35.73 Endocar cushion rep NEC 

35.83 Tot rep truncus arterios 

35.84 Tot cor transpose grt ves 

35.91 Interat ven retrn transp 

35.92 Conduit rt vent-pul art 

35.93 Conduit left ventr-aorta 

35.94 Conduit atrium-pulm art 

35.95 Heart repair division 

35.96 Perc heart valvoloplasty 
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ICD-9 Narrative 

35.98 Other heart septa ops 

35.99 Other heart valve ops 

36.01 PTCA 1 vessel w/o agent 

36.02 PTCA 1 vessel w agent 

36.03 Open coronary angioplasty 

36.04 Intrcoronary thromb infus 

36.05 PTCA multiple vessel 

36.06 Insert cor art sten 

36.07 Ins drug-elut coronary st 

36.09 Rem of cor art obstr NEC 

36.10 Aortocoronary bypass NOS 

36.11 Aortocoronary bypass 1 cor art 

36.12 Aortocoronary bypass 2 cor art 

36.13 Aortocoronary bypass 3 cor art 

36.14 Aortocoronary bypass 4+ cor art 

36.15 1 int mam-cor art bypass 

36.16 2 int mam-cor art bypass 

36.17 Abd coron art bypass 

36.19 Hrt revas byps anas NEC 

36.2 Arterial implant revasc 

36.3 Other heart revascular 

36.31 Open chest trans revasc 

36.32 Oth transmyo revascular 

 

Step 4. Calculate the Numerator 

 

Subtract the encounters identified in Step 3, above, from those identified in Step 2.  These are the numerator 

events. 

 

Step 5. Calculate the Rate of Adverse Chronic Disease Outcomes 

 

The annual rate of Adverse Outcomes of Chronic Disease is calculated by dividing the number of numerator 

events by the number of individuals in the denominator. 

 

Step 6. Calculate the Death Rate
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Appendix 4 – HEDIS/CAHPS Measures 
 

2008 and 2009 
Validated HEDIS 

Measures 

CHP 
2008 

CHP 
2009 

HRI 
2008 

HRI 
2009 

HSCSN
2008 

HSCSN 
2009 

UHP 
2008 

UHP 
2009 

DC 2009
Weighted
Average 

Effectiveness of Care Measures          

Adult BMI Assessment (ABA) 6.57% 19.95% 20.92% 13.14% 19.19% 31.11%  NA 18.96% 

Weight Assessment and 

Counseling for Nutrition and 
Physical Activity for 
Children/Adolescents (WCC) BMI 

27.49% 27.98% 48.91% 5.60% 15.82% 44.77% 

 

0.24% 26.54% 

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

56.93% 63.50% NR 18.49% 52.80% 62.77% 

 
0.49% 49.39% 

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

44.77% 48.66% 56.20% 14.60% 36.50% 56.93% 

 

0.00% 38.38% 

Childhood Immunization Status- 

(CIS) DTaP 85.67% 85.16% 83.21% NR 84.78% 88.57%  67.22% 83.50% 

Childhood Immunization Status- 

(CIS) IPV 91.90% 95.13% 90.51% NR 91.30% 92.86%  80.50% 93.63% 

Childhood Immunization Status- 

(CIS) MMR 94.39% 95.13% 84.91% NR 86.96% 97.14%  83.82% 94.08% 

Childhood Immunization Status- 

(CIS) HIB 95.95% 97.32% 93.92% NR 95.65% 97.14%  85.89% 96.20% 

Childhood Immunization Status- 
(CIS) Hepatitis B 92.83% 95.38% 91.00% NR 89.13% 94.29%  81.33% 93.97% 

Childhood Immunization Status- 

(CIS) VZV 93.77% 94.89% 75.67% NR 82.61% 95.71% 
 

82.99% 93.75% 

Childhood Immunization Status- 

(CIS) Pneumococcal Conjugate 84.11% 83.94% 80.54% NR 78.26% 92.86%  62.24% 82.08% 

Childhood Immunization Status- 
(CIS) Hepatitis A  48.42%  NR  42.86%  28.63% 46.33% 

Childhood Immunization Status- 

(CIS) Rotavirus  62.29%  NR  34.29%  44.40% 59.73% 

Childhood Immunization Status- 

(CIS) Influenza  51.34%  NR  68.57%  34.44% 50.18% 

Childhood Immunization Status- 

(CIS) Combo 2 82.55% 83.70% 67.40% NR 69.57% 84.29%  64.73% 81 .86% 

Childhood Immunization Status- 

(CIS) Combo 3 77.26% 80.54% 63.75% NR 63.04% 82.86%  58.09% 78.41% 

Childhood Immunization Status- 
(CIS) Combo 4  44.77%  NR  42.86%  24.48% 42.73% 

Childhood Immunization Status- 

(CIS) Combo 5  55.96%  NR  28.57%  36.51% 53.27% 

Childhood Immunization Status- 
(CIS) Combo 6  47.69%  NR  62.86%  29.05% 46.30% 

Childhood Immunization Status- 

(CIS) Combo 7  
33.09% 

 
NR 

 
18.57% 

 
19.50% 31.34% 

NA - Small denominator 

NR - Not Reported (N<30) 
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2008 and 2009 
Validated HEDIS 

Measures 

CHP 
2008 

CHP 
2009 

HRI 
2008 

HRI 
2009 

HSCSN
2008 

HSCSN 
2009 

UHP 
2008 

UHP 
2009 

DC 2009
Weighted
Average 

Childhood Immunization Status- 
(CIS) Combo 8  28.22%  NR  34.29%  12.45% 26.85% 

Childhood Immunization Status- 

(CIS) Combo 9  36.50%  NR  25.71%  19.50% 34.53% 

Childhood Immunization Status- 

(CIS) Combo 10  22.38%  NR  15.71%  10.79% 21.05% 

Immunizations for Adolescents 
(IMA) Combo 1  64.72%  16.71%  67.74%  66.50% 56.67% 

Lead Screening in Children (LSC) 81 .93% 73.97% 87.35% 81 .02% 68.09% 74.29%  61 .83% 74.87% 

Breast Cancer Screening (BCS) 53.40% 58.57% 47.05% 48.71% NR NA  NA 56.32% 

Cervical Cancer Screening (CCS) 75.00% 78.91% 72.02% 60.83% NR NA  44.04% 74.58% 

Chlamdyia Screening (CHL) - 
16 to 20 72.49% 73.96% 70.62% 75.03% NR NR  72.80% 60.89% 

Chlamdyia Screening (CHL) - 
21 to 24 75.66% 75.27% 72.55% 71.23% NR NR  75.08% 64.48% 

Chlamdyia Screening (CHL) - Total 73.69% 74.46% 71.34% 73.79% NR NR  73.68% 62.23% 

Appropriate Treatment for Children 
With Children With Pharyngitis 
(CWP) 

64.32% 64.84% 52.03% 54.79% 33.33% 29.03% 
 

61 .96% 61 .70% 

Appropriate Treatment for Children 
With Upper Respiratory Infection 
(URI) 

94.11% 94.37% 97.00% 96.59% 91.54% 95.71% 
 

96.19% 95.15% 

Avoidance of Antibiotic Treatment 
in Adults with Acute Bronchitis 
(AAB) 

25.17% 26.97% 22.37% 38.46% NR NA 
 

34.00% 29.27% 

Use of Spirometry Testing in the 
Assessment and Diagnosis of 
COPD (SPR) 

22.41% 34.48% NA NA NR NR 
 

NA 
 

Pharmacotherapy Management of 
COPD Exacerbation (PCE) 
Systemic Corticosteroid 

NA NA NA NA NA NR 
 

NA 
 

Pharmacotherapy Management of 
COPD Exacerbation (PCE) 
Bronchodilator 

NA NA NA NA NA NR 
 

NA 
 

Use of Appropriate Medications for 
People With Asthma (ASM) 
5-9 Years 

91.67% 
 

96.36% 
 

93.48% 
    

Use of Appropriate Medications for 
People With Asthma (ASM) 
10-17 Years 

90.23% 
 

89.39% 
 

94.32% 
    

Use of Appropriate Medications for 
People With Asthma (ASM) 
18-56 Years 

90.85% 
 

89.74% 
 

84.21% 
    

Use of Appropriate Medications for 
People With Asthma (ASM) Total 
(5-56 Years) 

90.84% 
 

91.46% 
 

91.86% 
    

Use of Appropriate Medications for 
People With Asthma (ASM) 
5-11 Years 

 
90.03% 

 
84.00% 

 
94.29% 

 
NA 89.69% 

Use of Appropriate Medications for 
People With Asthma (ASM) 
12-50 Years 

 
89.61% 

 
90.65% 

 
91 .89% 

 
NA 90.17% 

Use of Appropriate Medications for 
People With Asthma (ASM) Total 
(5-50 Years) 

 
89.78% 

 
87.91% 

 
92.82% 

 
NA 89.97% 
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2008 and 2009 
Validated HEDIS 

Measures 

CHP 
2008 

CHP 
2009 

HRI 
2008 

HRI 
2009 

HSCSN
2008 

HSCSN 
2009 

UHP 
2008 

UHP 
2009 

DC 2009
Weighted
Average 

Persistence of Beta-Blocker 
Treatment after a Heart Attack 
(PB H) 

NA NA NA NA NR NA 
 

NA 
 

Disease Modifying-Rheumatic 
Drug Therapy for Rheumatoid 
Arthritis (ART) 

NA NA NA NA NR NA 
 

NA 
 

Use of Imaging Studies for Low 
Back Pain (LBP) 81 .43% 87.48% 72.94% 76.51% NR NA  73.87% 83.08% 

Controlling High Blood Pressure 
(CBP) 33.33% 42.82% 29.56% 18.93% NR NA  28.47% 30.23% 

Cholesterol Management for 
Patients With Cardiovascular 
Conditions (CMC) - Screening 

86.49% 81 .25% NA NA NR NA 
 

NA 
 

Cholesterol Management for 
Patients With Cardiovascular 
Conditions - (CMC) 
Control LDL-C <100

43.24% 43.75% NA NA NR NA 
 

NA 
 

Comprehensive Diabetes Care- 
(CDC) HbA1 c Testing 76.82% 80.11% 76.67% 68.84% NA NA 

 
63.47% 

76.39% 

Comprehensive Diabetes Care- 
(CDC) HbA1c Poor Control 
(>9.0%) 

55.29% 46.72% 51 .90% 68.15% NA NA 
 

77.25% 
53.27% 

Comprehensive Diabetes Care- 
(CDC) HbA1c Poor Control 
(<8.0%) 

 43.43%  29.11%  NA 
 

17.37% 
38.30% 

Comprehensive Diabetes Care- 
(CDC) HbA1c Poor Control 
(<7.0%) 

 25.93%  18.07%  NA 
 

13.16% 
23.24% 

Comprehensive Diabetes Care- 
(CDC) Eye Exam 67.52% 54.01% 30.95% 28.08% NA NA 

 
46.11% 

48.37% 

Comprehensive Diabetes Care- 
(CDC) LDL-C Screening 74.09% 77.37% 69.52% 69.52% NA NA 

 
57.49% 

73.72% 

Comprehensive Diabetes Care- 
(CDC) LDL-C Level <100 
mg/dL 

35.22% 32.66% 31.90% 30.48% NA NA 
 

19.16% 
30.76% 

Comprehensive Diabetes Care- 
(CDC) Medical Attention for 
Nephropathy 

79.93% 81.39% 76.67% 75.68% NA NA 
 

67.07% 
78.63% 

Comprehensive Diabetes Care- 
Blood Pressure Controlled 
<130/80 mm Hg 

25.00% 26.46% 21.90% 19.86% NA NA 
 

19.16% 
24.63% 

Comprehensive Diabetes Care- 
(CDC) Blood Pressure 
Controlled <140/90 mm Hg 

51.09% 52.19% 35.24% 38.36% NA NA 
 

35.93% 
48.15% 

Annual Monitoring for Patients 
on Persistent Medications 
(MPM) - Ace Inhibitors 

80.59% 84.46% 86.93% 88.58% NR NR 
 

84.75% 
84.96% 

Annual Monitoring for Patients 
on Persistent Medications 
(MPM) - Digoxin 

NA NA NA NA NR NR 
 

NA 
 

Annual Monitoring for Patients 
on Persistent Medications 
(MPM) - Diuretics 

77.64% 79.90% 84.89% 80.44% NR NR 
 

79.39% 
79.85% 

Annual Monitoring for Patients 
on Persistent Medications 
(MPM) - Anticonvulsants 

44.74% 53.06% NA NA NR NR 
 

NA 
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2008 and 2009 
Validated HEDIS 

Measures 

CHP 
2008 

CHP 
2009 

HRI 
2008 

HRI 
2009 

HSCSN
2008 

HSCSN 
2009 

UHP 
2008 

UHP 
2009 

DC 2009
Weighted
Average 

Annual Monitoring for Patients 
on Persistent Medications 
Acute Phase (MPM) - Total 

78.27% 81.55% 84.77% 83.55% NR NR 
 

81.01% 
81.33% 

Follow-Up Care for Children 
Prescribed ADHD Medication- 
(ADD) Initiation 

51.27% NR 0.00% 35.00% 45.76% 38.36% 
 

NA 
 

Follow-Up Care for Children 
Prescribed ADHD Medication- 
(ADD) Continuation 

NR NR NA NA NA NA 
 

NA 
 

Follow-up After Hospitalization 
for Mental Illness (FUH) - within 
7 days 

32.17% 31.22% 8.00% NR 23.81% 17.14% 
 

8.20% 
24.73% 

Follow-up After Hospitalization for 
Mental Illness (FUH) - within 30 
days 

49.57% 49.37% 22.00% NR 42.86% 40.00% 
 

16.39% 42.12% 

Antidepressant Medication 
Management (AMM) - 
Acute Phase 

27.00% 39.73% NA 34.38% NR NA 
 

NA 37.19% 

Antidepressant Medication 
Management (AMM) - 
Continuation Phase 

15.00% 23.29% NA 12.50% NR NA 
 

NA 19.60% 

Access/Availability of Care 
Measures          

Adults' Access 
Preventive/Ambulatory Health 
Services (AAP) 20-44 

79.04% 78.99% 72.50% 68.74% 76.51% 71.39% 
 

65.33% 75.40% 

Adults' Access 
Preventive/Ambulatory Health 
Services (AAP) 45-64 

78.88% 80.92% 73.98% 72.08% NA NA 
 

62.37% 76.58% 

Adults' Access 
Preventive/Ambulatory Health 
Services (AAP) 65+ 

NA 67.65% NA NA NA NA 

 
NA 

 

Children and Adolescents' Access 
to Primary Care Practitioners 
(CAP) 12-24 Months 

94.68% 96.01% 89.68% 81 .51% 97.92% 95.65% 

 
91 .65% 92.39% 

Children and Adolescents' Access 
to Primary Care Practitioners 
(CAP) 25 Months-6 Yrs 

94.68% 89.60% 81 .22% 70.15% 94.67% 95.69% 

 
80.90% 84.49% 

Children and Adolescents' Access 
to Primary Care Practitioners 
(CAP) 7-1 1 Yrs 

94.68% 92.60% 87.10% 83.56% 96.18% 96.70% 

 
NA 90.92% 

Children and Adolescents' Access 
to Primary Care Practitioners 
(CAP) 12-19 Yrs 

94.68% 86.11% 79.28% 74.84% 89.70% 90.09% 
 

NA 84.76% 

Prenatal Postpartum Care - (PPC) 
Timeliness 69.83% 70.56% 58.27% 48.91% 71.05% 58.54%  62.07% 65.53% 

Prenatal Postpartum Care - (PPC) 
Postpartum Care 52.31% 51.58% 44.96% 44.04% 57.89% 73.17%  47.13% 50.04% 

Annual Dental Visits - (ADV) 
2 to 3 Years Old 40.36% 44.00% 39.15% 44.44% 56.52% 63.09%  40.30% 44.09% 

Annual Dental Visits - (ADV) 
4 to 6 Years Old 64.63% 68.89% 65.31% 72.12% 69.50% 72.73%  63.88% 69.10% 

Annual Dental Visits - (ADV) 
7 to 10 Years Old 60.12% 65.31% 61.01% 68.64% 68.06% 74.57%  62.13% 65.97% 
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2008 and 2009 
Validated HEDIS 

Measures 

CHP 
2008 

CHP 
2009 

HRI 
2008 

HRI 
2009 

HSCSN
2008 

HSCSN 
2009 

UHP 
2008 

UHP 
2009 

DC 2009
Weighted
Average 

Annual Dental Visits - (ADV) 
11 to 14 Years Old 53.08% 60.44% 55.47% 62.90% 62.18% 68.70%  54.82% 60.78% 

Annual Dental Visits - (ADV) 
15 to 18 Years Old 43.81% 49.73% 42.04% 49.20% 53.78% 59.36%  41.55% 49.52% 

Annual Dental Visits - (ADV) 
19 to 21 Years Old 24.13% 31.23% 17.86% 29.78% 48.65% 52.40%  28.23% 32.38% 

Annual Dental Visits - (ADV) 
Combined 50.33% 55.44% 50.64% 57.49% 58.86% 64.08%  50.32% 55.70% 

Initiation and Engagement of 
Alcohol and Other Drug 
Dependence Treatment - (IET) 
Initiation Treatment Total 

29.98% 27.18% 17.74% 25.35% NR NR 

 
NA 26.81% 

Initiation and Engagement of 
Alcohol and Other Drug 
Dependence Treatment - (IET) 
Engagement Treatment Total 

1.36% 1.16% 0.00% 4.15% NR NR 

 
NA 1.76% 

Use of Services Measures 

      

 
  

Freq. of Prenatal Care - (FPC) 
<21 

9.00% 5.84% 21.22% 39.17% 13.16% 14.63% 

 
14.45% 12.85% 

Freq. of Prenatal Care - (FPC) 
21-40 

10.22% 10.95% 17.99% 17.52% 2.63% 19.51% 

 
10.40% 12.15% 

Freq. of Prenatal Care - (FPC) 
41-60 

22.14% 17.52% 18.35% 13.63% 13.16% 12.20% 

 
15.32% 16.48% 

Freq. of Prenatal Care - (FPC) 
6 1-80 

28.95% 24.57% 22.66% 14.60% 26.32% 24.39% 

 
19.94% 22.25% 

Freq. of Prenatal Care - (FPC) 
81+ 

29.68% 41.12% 19.78% 15.09% 44.74% 29.27% 

 
39.88% 36.29% 

Well Child Visits in the First 15 
Months of Life - (W1 5) 0 visits 

2.68% 1.39% 7.06% NR 3.03% 0.00% 

 
7.00% 1.67% 

Well Child Visits in the First 15 
Months of Life - (W1 5) 1 visit 

1.70% 1.94% 3.89% NR 0.00% 3.13% 

 
6.00% 2.18% 

Well Child Visits in the First 15 
Months of Life - (W1 5) 2 visits 

0.97% 2.22% 4.87% NR 0.00% 3.13% 

 
4.00% 2.33% 
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2008 and 2009 
Validated HEDIS 

Measures 

CHP 
2008 

CHP 
2009 

HRI 
2008 

HRI 
2009 

HSCSN
2008 

HSCSN 
2009 

UHP 
2008 

UHP 
2009 

DC 2009
Weighted
Average 

Well Child Visits in the First 15 
Months of Life - (W1 5) 3 visits 

5.35% 5.83% 7.79% NR 6.06% 9.38% 

 
8.00% 6.01% 

Well Child Visits in the First 15 
Months of Life - (W1 5) 4 visits 

8.52% 10.28% 14.36% NR 6.06% 12.50% 

 
22.00% 10.95% 

Well Child Visits in the First 15 
Months of Life - (W1 5) 5 visits 

11.68% 11.94% 19.71% NR 18.18% 9.38% 

 
22.00% 12.44% 

Well Child Visits in the First 15 
Months of Life - (W1 5) 6 or 
more visits 68.86% 66.39% 42.34% NR 66.67% 62.50% 

 
31.00% 64.42% 

Well Child Visits in the Third, 
Fourth, Fifth, and Sixth Years of 
Life - (W34) 77.70% 78.38% 73.72% 57.91% 86.14% 85.53% 

 
74.18% 73.63% 

Adolescent Well-Care Visits - 
(AWC) 

57.66% 50.37% 44.53% 37.23% 62.53% 67.40% 

 
45.74% 51.09% 

 

 

                                                      
 


