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1 Continuous Quality Improvement Program Overview
1.1 PURPOSE
The Continuous Quality Improvement Program (CQI) is a coordinated, multi-disciplinary
approach designed to objectively and systematically monitor and evaluate the quality,
appropriateness and outcome of medical care and services and the processes by which they are
delivered to the THP enrollees. The program continuously pursues opportunities for improvement
within the organization and incorporates problem resolution.
The primary purpose of the CQI is to promote excellence in medical care through continuous
objective assessment of important aspects of care/service and the resolution and improvement of
identified problems. It is the goal and purpose of the CQI to achieve, using available resources,
best outcomes with continuous, incremental improvements which are consistently representative
of a high standard of practice in the community, minimize risk to the participant and organization
and promote cost-effective proper services.
The program also includes an annual work plan which defines the program's goals; the specific
activities that the committees and staff members will undertake to meet these goals, and sets up
the time frame for reporting. The work plan also gives a structure for measuring progress toward
achieving the defined goals.

1.2 MISSION STATEMENT
The mission of THP Health Plan (THP) is to become the Health Maintenance Organization of
choice by delivering quality care to our community; to ensure the provision of culturally sensitive
and linguistically competent services through our providers, by treating our enrollees and/or
customers with respect, consideration and dignity; by encouraging, developing and setting high
performance standards for our employees and provider community; and by controlling costs.
Philosophy and Values
The participant is the central focus of our plans, which makes the delivery of continuous, high
quality, and cost-effective services the primary goal of the plan. THP's commitment to the provision
of quality medical care is guided by the following values:
•

To foster an organizational culture that promotes excellence in health care delivery.

•

To perform our responsibilities as providers of health care in a professional, efficient and
safe manner.

•

To continually offer and implement methods of improving our service delivery.

•

To support our fellow staff members in an enthusiastic and fair manner.

•

To consider suggestions as challenges for improvement and innovation.
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•

To pursue professional growth and development through ongoing education.

•

To set quality performance as a personal and professional goal.

•

To promote continual commitment to customer satisfaction (both internal and external).

•

To promote the dignity of our patients by giving them the opportunity to take part in
decisions involving their health care.

Consistent with the commitment to promote excellence medical service delivery, THP has created
and adopted this CQI Plan. This Plan serves as a guide in the coordination of quality improvement
activities to aid in the assessment, evaluation, and identification of opportunities to improve and to
implement corrective actions where improvement is needed.

1.3 GOALS AND OBJECTIVES
THP strives to continuously improve the care and service provided by our care delivery systems.
The CQI establishes the standards that encompass all quality improvement activities within THP.
THP’s goals are:
Goal 1: Meet CQI requirements set up
by District of Columbia- DHCF.

Goal 3: Provide Health Education/Outreach Programs
to THP enrollees, providers, and communities.

Goal 2: Improve the care and service
received by plan members.

Goal 4: By providing excellent care and service to our
constituencies, to increase enrollment in THP through
reputation with providers, enrollees and potential
enrollees as an HMO with dedication to quality health
care.

To ensure achievement of these goals, the following goals have been set up:
A.

Promote and incorporate quality into organizational structure and processes.
1. Facilitate a partnership between members; practitioners, providers and health
plan staff for the continuous improvement of quality care delivery.
2. Define roles, responsibilities and accountability for the quality program.
3. Continuously improve communication and education in support of these
efforts.
4. Consider and facilitate achievement of public health goals in the areas of
health promotion and early detection and treatment.
5. Foster collaboration with other departments and aid in the integration of
continuous quality improvement processes and facilitate projects as necessary.
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B.

Give effective monitoring and evaluation of patient care and services to ensure that care
provided by contracted practitioners/providers meets the requirements of safe, evidencebased practice.
1. Evaluate and send clinical and preventive practice guidelines.
2. Monitor performance of practitioners and providers against evidence-based
guidelines.
3. Develop and monitor performance standards for service activities (e.g. access
and availability, credentialing/re-credentialing, peer review, telephone service,
etc.).
4. Survey plan members and practitioners’ satisfaction with the quality of care
and services provided.
5. Conduct and report data annually to regulatory entities as requested.
6. Develop, define, and support data systems to support quality improvement
activities and encourage data-driven decision-making.
7. Monitor use management programs for proper use of services.

C.

Ensure prompt identification and analysis of opportunities for improvement with
implementation of actions and follow-up.
1. Find and check important aspects of care and services, quality indicators,
problems, and concerns about services provided to members.
2. Implement and conduct a comprehensive Continuous Quality Improvement
Program.
3. Give feedback to health plan members and practitioners about the
measurement and outcome of quality improvement (clinical and non-clinical)
activities.
4. Support re-measurement of effectiveness and continued development and
implementation of improvement interventions.

D.

Coordinate quality improvement and risk management activities.
1. Aggregate and use data to develop quality improvement activities.
2. Give a regular means by which risk management and patient safety are
included in the development of quality improvement initiatives.
3. Find, develop and check key aspects of patient safety

E.

Support compliance with local, state and federal regulatory requirements and
accreditation standards.
1. Monitor compliance with regulatory requirements for quality improvement
and risk management opportunities and respond as needed.
2. Ensure that reporting systems give right information for meeting the
requirements of external regulatory review and accrediting bodies.
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1.4 SCOPE OF CONTINUOUS QUALITY IMPROVEMENT PROGRAM
THP has established a CQI program which includes quality management functions and quality
improvement activities in compliance with 42 C.F.R. § 438.240, the D.C. HMO Act, D.C. Code
§ 31-3406, the Quality Improvement System for Managed Care (QISMC), and DHCF‘s CQI
Plan. At a minimum, THP CQI program will:
•

Include a Continuous Quality Improvement Plan (CQI Plan).

•

Be consistent with the utilization control requirements of 42 C.F.R. Part 456 and THP’s
Utilization Review and Care Coordination requirements.

•

Support review by right health professionals and Providers of THP policies, procedures
and processes for giving health services.

•

Support systematic collection of data concerning performance and enrollee outcomes.

•

Maintain a health information system that collects analyzes and integrates the data
necessary to implement the CQI program.

•

Support interpretation of data concerning performance and Enrollee outcomes to Network
Providers.

•

Find and evaluate methods for finding enrollees with multiple or sufficiently severe
chronic conditions that would benefit from participate in a chronic care improvement
program.

•

Give mechanisms for monitoring enrollees that are taking part in the chronic care
improvement program.

•

Give a mechanism for making necessary changes to THP operations, policies and
procedures.

•

Annually measure and report to DHCF its performance under the CQI program.

As part of its larger CQI program, THP will develop, annually update, and send to DHCF a
written CQI Plan that includes, at a minimum, a description of THP’s performance goals and
aims including measurable goals for:
•

Improving performance because of information obtained through analysis of HEDIS
performance measures, survey results including CAHPS surveys and chart reviews.

•

Improving health outcomes for enrollees with chronic preventable health conditions.

•

Reducing racial, socioeconomic and ethnic disparities in health care utilization and in
health outcomes shown by baseline data, comparing health care utilization data for
enrollees by enrollee subgroups, against prior year performance and where possible,
against national benchmarks.

•

Improving performance in response to information obtained through the EQRO report.
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Continuous quality improvement activities are integrated with quality improvement
reviews and address trends that call for review. Furthermore, these activities address
diagnoses, and treatments.
THP’s Special Needs Plan Quality Improvement Program is designed to address the potential
healthcare-related issues faced by beneficiaries. There is a focus on the most vulnerable
members, such as the disabled, high-risk pregnancies, multiple complex chronic conditions, HIV
AIDS, etc. A formal evaluation of the Quality Improvement Program is performed annually.
Specifically, program activities include the following:
•

Measure performance against key monitors for quality improvement as found by the
CQI and activities shown in the Work Plan.

•

Review of the quality and utilization of services.

•

System interventions, including the establishment or alteration of practice guidelines.

•

Improving performance.

•

Systematic and periodic follow-up on the effect of the interventions.

•

Implement an annual CQI that is relevant to the population and that can be expected
to have a favorable effect on health outcomes and/or member satisfaction.

•

Ensure compliance with applicable regulatory and contractual requirements including
state and federal regulations as well as accreditation standards.

•

Find, analyze, and address continuity and coordination of care within treatment plans.

•

Find, analyze, and address areas of under and over-utilization, if applicable.

•

Find, monitor, and investigate potential Quality of Care/Quality of Service
(QOC/QOS) issues. Implement improvement actions as needed.

•

Find, analyze, and address areas that will improve patient safety.

•

Find, analyze, and address member and practitioner satisfaction information.

•

Find, analyze, and address access to and availability of care.

•

Solicit member and provider input on performance and QI activities.
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2 Organizational Structure and Responsibility
The THP Board of Directors (BOD) names the QEC as the committee that oversees all quality
improvement activities in the organization. The Chief Quality Officer (CQO) chairs the QEC.
The QEC handles the annual evaluation of the effectiveness of the CQI and is actively involved
in the review, analysis and enhancement of THP’s services and quality improvement program.
Under the direction of the Chief Quality Officer (CQO), the CQI Work Plan is reviewed and
updated annually. The QEC Committee reports directly to the BOD. The BOD has assigned
responsibility for overseeing quality improvement, care coordination, utilization management,
peer review and any delegated functions to the QEC. The QEC evaluates the results of quality
improvement activities, utilization results, and outcomes and takes actions based on the
information. The QEC has distinct goals and objectives to accomplish its primary function of
oversight of the medical and operational systems as they affect care provided by its providers to
its enrollees.
Quality Reporting and Staffing Structure
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3 Authority and Accountability
3.1 GOVERNING BODY
THP's Governing Body is the Board of Directors (BOD). The BOD assumes overall legal
authority and responsibility for all quality assessment and improvement activities. The BOD sets
up, maintains. and supports the CQIP. The ongoing responsibility for the development and
implementation of the Program is delegated by the BOD to the QEC. The BOD gives oversight of
the QEC and its activities. It reviews, approves and makes recommendations on the CQI Program
and the CQI Plan at least annually.
The QEC derives its authority from the BOD. The BOD has delegated the responsibility to oversee
the CQI Program to the QEC.
The CEO, COO, CMO, CQO, and program directors have the authority to approve Trusted’s
programs, policies and procedures.

3.2 CHIEF EXECUTIVE OFFICER
The Chief Executive Officer (CEO) has organizational responsibility for the CQI Program,
ensures Program implementation, function and results and gives adequate resources and staffing.
The CEO assigns responsibility for the CQI Program to the Chief Quality Officer (CQO).

3.3 CHIEF MEDICAL OFFICER
The CMO is a physician who works with the CQO to ensure that the CQI Program is properly
developed, implemented and coordinated and is involved in the function of the Program,
including membership on the QEC. The CMO supports the Chairman of the QEC and reports to
the CEO.
The CMO’s responsibilities include, but are not limited to:
• Manages THP's peer level functions
• Assists CQO in planning and implementation of the annual CQI Work Plan
• Gives help in review of member and provider grievances and appeals and
• Participates in the evaluation of the THP's provider network

3.4 CHIEF QUALITY OFFICER
The Chief Quality Officer (CQO) is the highest level of authority as it pertains to the
development, coordination and integration of quality management activities and chairs the QEC.
The CQO in collaboration with the CMO handles the QEC and its subcommittees and has
oversight of the Quality Management Staff in implementing the CQI Program. He/she is
accountable for the CQI activities for the MCO’s providers, as well as the subcontracted
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providers and takes part in monthly CQI meetings with DHCF and the EQRO. The CQO reports
to Trusted’s CEO.
The CQO has oversight of the monitoring and analysis of internal and external data trends and
patterns that affect the quality of care and service delivery and reviews quarterly reports for the
QEC. Quality management activities include annual HEDIS data collection and reporting, access
and availability monitoring and analysis, member satisfaction assessment, and patient safety
initiatives. The CQO is responsible and accountable for the progress of CQI activities
throughout the organization and ensures proper and prompt reporting of study and project results
to internal and external audiences.

3.5 BEHAVIORAL HEALTH
Trusted Health Plan delegates selected QI activities to Beacon Health an NCQA-Accredited
Managed Behavioral Health Organization. A designated Beacon [psychiatrist] is involved in the
implementation of the behavioral health QI Program. The Beacon practitioner serves on the
Trusted QEC.
In addition, Beacon works collaboratively to implement QI activities, review data and find
opportunities for improvement. The Beacon QIP is reviewed annually and approved by the
QEC.

3.6 QUALITY EXECUTIVE COMMITTEE
The BOD has delegated responsibility for the oversight of THP’s quality improvement activities
to the QEC. The QEC is the decision-making body that handles the implementation, coordination
and integration of all quality improvement activities for the health plan. It is an interdisciplinary
committee that includes administrative staff involved in monitoring quality of service as well as
practitioners that are representative of the provider network.
The mission of the QEC is to ensure quality services are provided by the provider network. This
mission is achieved through ongoing monitoring and evaluation of the care/services delivered and
the implementation of corrective actions where an opportunity for improvement exists. The QEC
meets at least quarterly.
The CQO serves as the QEC Chairperson is responsible for the following:
• Establishing Committee Agenda
• Reporting performance assessment activities to QEC monthly
• Validating review recommendations in relation to priority and impact on patient care
• Communicating recommended plans of action to the providers for implementation
• Evaluating the results of corrective actions implemented in conjunction with review
committee
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3.6.1 QEC Structure/Membership
1. CMO
2. CQO
3. CEO or designee
4. Sr. Quality lead (Quality Improvement Manager)
5. Physician members including Specialty Providers
6. Representative from the Credentialing Committee
7. Representative from the Utilization Management Committee
8. Representative from Health Promotion/Education
9. Allied Health Providers (Physician Assistants, Nurse Practitioners)
10. Designated Beacon Health Practitioner
Members are rotated bi-annually to assure broad representation but serve staggered terms to
ensure continuity within the committee structure.
The QEC, under the direction of the CQO, shall handle integrating and resourcing all quality
activities throughout the entire organizational structure of THP. The sole purpose of this
committee is to continuously evaluate and improve the appropriateness and quality of care and
services given to THP's participants.
Additionally, the QEC handles coordinating quality management activities, and ensuring that the
goals contained in the annual work plan are met. Specifically, the Committee handles:
•

Developing and keeping the CQI Program description and developing an annual CQI
Work Plan.

•

The choice of routine monitoring and evaluation topics and special studies that are
relevant to the demographic and epidemiological characteristics, and potentially will
have an impact on the participant population served. Topics may include resources
used as shown by claims and encounter data.

•

The development and approval of practice guidelines that are based on scientific
evidence, with quality indicators to watch provider performance, and methods to
communicate guidelines as well as individual and group performance to providers.

•

Assuring that the information and findings of quality management activities are used to
detect trends, patterns of performance or potential problems and to develop and
implement corrective action plans. It assures that necessary information is
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communicated to individuals, departments, providers or institutions when problems or
opportunities to improve care/service are found.
•

The review, necessary research and response when a grievance is filed. After analyzing
findings pertinent to grievances, the Committee takes action as appropriate.

•

Allocating resources to activities that will have the greatest potential impact on the
care and service provided to participants, employers and providers.

•

Providing annual reports to the BOD that includes conclusions and recommendations
for action and follow-up on identified opportunities to improve care and problems. A
standardized format is used for reporting.

•

Reporting findings of appropriate quality management activities for inclusion in
Provider Quality Profiles (Re-credentialing).

•

Promotion/Education programs.

•

Reviewing the scope, goals, organization and effectiveness of the CQI Program at least
annually and revises as necessary, reporting to the CEO, Professional Staff and the
BOD.

The following sub-committees report to the QEC (Exhibit A). Charters for the QEC and each
subcommittee can be found in Attachment A.
1.

The Grievance and Appeals Committee

4.

Credentialing Committee

2.

Pharmacy & Therapeutics Committee

5.

Utilization Management Committee

3.

Member Advisory

6.

Delegated Oversight Committee

7.

Provider Advisory

Exhibit A: THP QEC Committee Structure
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4 Quality Improvement Department and Resources
Quality Improvement Staff and Accountability for CQI Functions
Trusted has quality professionals who ensure that we support an organizational structure, lines of
authority and accountability for CQI functions which includes but is not limited to:
•

Chief Quality Officer (CQO): accountable for the administrative success of the QAPI
program and CQI Plan. Also, responsible for the CQI activities of the Contractor’s Network
and Non-Network Providers, as well as the subcontracted or delegated Providers.

•

Quality Improvement Manager (QIM): responsible for the development, implementation and
evaluation of the QAPI program and the CQI plan under the guidance of the Chief Quality
Officer.

•

Chief Medical Officer (CMO): has significant involvement in QAPI activities to include
review of adverse clinical events, chairing the Quality Executive Committee and oversight of
Trusted’s clinical enterprise.

The Chief Quality Officer works in collaboration with the Chief Medical Officer and the Quality
Improvement Manager, and they take part in monthly CQI meetings with DHCF and the EQRO.
Trusted will send staff with an appropriate level of decision-making authority to take part in
planning meetings that may involve DHCF, other contracted managed care plans, other District
of Columbia agencies, the DHCF QI Collaborative, and other stakeholders.
The qualifications, staffing level and available resources will be enough to meet the goals and
goals of the CQI Plan and related activities. Such activities include, but are not limited to,
checking and evaluation of services, monitoring provider performance, provider credentialing,
involving Enrollees in CQI initiatives, conducting performance improvement projects, and data
collection and related statistical analyses.
We have written documentation listing our staffing resources that are directly under the
organizational control of the Chief Quality Officer and are dedicated to the implementation of
the QAPI program, that is available to DHCF and the EQRO upon request. Any changes to this
staffing plan will be approved by the DHCF.
CQI Roles and Responsibilities
• Resources directly allocated to CQI
o Clinical Adherence Manager (CAM) – The Clinical Adherence Manager, a
licensed nurse, focuses upon operationalizing CQI and care management
programs including accreditation activities. The CAM conducts clinical
quality audits for compliance with regulatory and NCQA requirements,
analyzing and reporting member care quality documentation. The CAM also
collaboratively develops and plans and programs to support CQI using HEDIS
and other tools. The CAM works with the internal team and network, nonnetwork, subcontracted and delegated providers in CQI activities for services
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provided to members. The CAM works collaboratively with the CQO, CMO,
Clinical Quality Manager, and Quality Program Manager to oversee the
development of clinical strategies including the development clinical
programs and health initiatives. He/she also works collaboratively with the
compliance auditor to perform internal monitoring activities using the plan’s
performance dashboard.
o Clinical Quality Manager (CQM) – The Clinical Quality Manager monitors
adult wellness, and EPSDT to assist with meeting HEDIS measures. He/she
collaborates with the EPSDT/Adult Wellness PI Manager to conduct QI
studies and initiatives. This includes annual HEDIS rates analysis,
coordinating, implementing, and performing analysis on annual survey
findings. These may include CAHPS, access and availability, and provider
satisfaction surveys. The CQM manages the flow of medical records and other
documentation as needed for the HEDIS medical record review process,
performance reporting and related interventions to find opportunities for
improvement. The CQM monitors and evaluates quality of care/patient safety
related activities manages monthly outreach/care coordination activities using
monthly HEDIS refreshed data (Gaps in Care Report).
o Quality Project Manager (QPM) – The QPM manages the QI Committee
and Subcommittee meetings, distributes agendas, minutes, presentation
materials and other attachments. He/she also helps coordinate NCQA survey
preparation including policy and procedure maintenance in the health plan
central repository and works with the IT Department to coordinate annual
HEDIS audit activities and submission of all required data and forms
associated with the annual CAHPS survey. The QPM coordinates activities to
improve CAHPS response rates and address areas of dissatisfaction. Works
collaboratively with internal/external business owners to ensure HEDIS
Roadmap completion and submission and annual HEDIS compliance audit
preparation. Shares activities with the CQM to coordinate initiatives to
improve HEDIS gaps in care. Partners with compliance to coordinate the
annual EQRO audit and associated audit activities.
•

Supporting Resources for Trusted QI Program activities:
o Chief Medical Officer (CMO) – Board-certified Medical Doctor gives
executive level collaboration, development, and implementation of QM
processes, criteria, and program outcomes. Acts as liaison to the medical
community for UM program operations. Clinical consultant for UM decisions:
approves and denies care for medical necessity according to medical criteria
and policies and procedures. Reports to the Chief Executive Officer (CEO)
and supervises all other medical directors. Chairs the UM, Grievance &
Appeals, and Pharmacy & Therapeutics (P & T) Committees.
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o EPSDT/Adult Wellness Outreach/Care Coordination Specialists –
EPSDT/Adult Wellness Outreach/Care Coordination Specialists implement
member engagement and health improvement activities. Work collaboratively
with the CQI department to find improvement opportunities through analysis
of monthly outreach results. With CQM guidance, monthly HEDIS reports
that show gaps in care, annual CAHPS analysis, member access and
availability, and complaints and appeals analyses, the specialists target areas
where the greatest result occur. Member-level detail associated with the
monthly gaps in care report is used to decide the focus and caseload for each
specialist.
o Trusted staff including subject matter experts (SME) in quality management
program design, project management, health informatics, and statistical
analysis work collaboratively to achieve program goals and objectives
o Provider Operations/Credentialing Department
o Appeals & Grievances and related committees
o Medical Management including: Disease Management, Case Management,
Care Coordination, Pre-certification, Pharmacy Benefit Management,
Wellness, and Outreach
o Executive leadership team
o Membership and Enrollment
o Legal and Regulatory Compliance.
Exhibit B: Quality Department Organizational Chart
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4.1 MONITORING AND EVALUATION OF ACTIVITIES
4.1.1 Development of tools/criteria used for monitoring and evaluation
1. Criteria for use in the monitoring and evaluation process are developed by the QEC using
current regulatory and contractual requirements, industry standards as well as the opinion
of recognized experts in the field of study.
2. Practice Guidelines are adopted and adapted with the help of members of the provider
panel and are communicated to providers. The guidelines are reviewed and updated as at
least annually at the Provider Advisory Committee. Guideline sources include but are not
limited to:
•

Institute for Clinical Systems Improvement (ICSI)

•

American College of Obstetrics & Gynecology (ACOG)

•

American Academy of Pediatrics (AAP)

•

Early and Periodic Screening Diagnosis and Treatment Standards (EPSDT)

•

US Preventive Task Force

•

Center for Disease Control and Prevention

4.1.2 Clinical monitoring and evaluation
Clinical monitoring and evaluation are conducted over time for services provided by THP. This
may include, but not be limited to, care provided in institutional (acute and long term) and
outpatient care settings, primary care provider offices, home care, often used specialty services,
ancillary services (laboratory and radiology), mental health and substance abuse services, drug
use, as well as critical pathway and preventative services monitoring. High volume, high-risk
services (which include under-utilization of preventative and care not provided) are watched and
evaluated. The care of acute and chronic conditions is also watched. Customer/ Enrollee service
issues found through this process are referred for service review. Clinical monitoring and
evaluation is completed the QI Department and Medical Management. Enrollee Services monitors
service issues with monthly reporting of member services indicators

4.1.3 Focused Quality Improvement (QI) Activities
Trusted’s Quality Improvement Department leads the Quality Improvement Projects that focus
on clinical and non-clinical areas. QI activities are designed to objectively and systematically
check and evaluate the quality and appropriateness of care and service provided to members.
Topics for routine monitoring and focused activities are chosen based on the demographic and
epidemiological characteristics of the population, and those assigned by regulatory agency as
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mandated by contract. Data are collected, reviewed, and analyzed for trends and improvement
opportunities. These data are documented and presented to the proper committee for review and
recommendations. Focused activities are completed by the QI department and Medical
Management.

Clinical and Non-Clinical InitiativeS
As part of our QAPI program, we will undertake clinical and non-clinical initiatives that discuss
the following, but are not limited to:
LOW ACUITY NON-EMERGENT ED VISIT (LANE)
Our Care Coordination and Case Management teams organize around primary diseases, with an
added care team dedicated to reducing ER visits – our Low Acuity Non-Emergent (LANE)
team.
Key LANE measures that will be monitored by Trusted’s QAPI program:
1. No added ED visits 90 days after the
last discharge
2. Verbal understanding of member’s
PCP is and how to access care after
hours
3. Member’s PCP or specialist visit
scheduled within 2 weeks of the
recent ED visit

4. Knowledge of where and how to
fill/refill member’s prescriptions
5. Compliance with medications (first
fills/refills on time)
6. Participation and engagement in at
least 1 self-care/educational event at
our Wellness Center

POTENTIALLY PREVENTABLE ADMISSIONS (PPAS)
To reduce PPAs, we are using our Care Coordination and Case Management services with
targeted Outreach Services programs.
Key PPA measures that will be checked by Trusted’s QAPI program:
1. For members, no repeat admission for PPA within 90 days of education and outreach
2. For members, follow up with PCP and/or specialist(s) within 2 weeks of identification of
PPA
3. For super utilizer members, participation in at least 1 ICT meeting, preferably inperson at our Wellness Center; for low acuity members, Participation and engagement
in at least 1 self-care/educational event at our Wellness Center
4. For members, a verbal understanding of outpatient care, Nurse Advice Line and
community support options available
5. For members, compliance with medications (first fills/refills on time)
6. For members found in concurrent review, completion of 30% of the Care Plan goals as
decided by the ICT
7. For providers, no repeat admission for assigned members’ PPA within one year of
outreach, education and contract review / update
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30-Day Readmissions AND 48 Hour Follow-Up Post ED/ Inpatient Admissions
We have discussed the challenge of reducing ED use, Inpatient Admissions, and 30-day
Readmissions with an innovative “Quick Call Program”.
Key 30-Day (all cause) Readmissions AND 48-Hour Follow-up Post ED/Inpatient Admissions
measures that will be checked by Trusted’s QAPI program:
1. No readmission for 30 days post discharge
2. Follow up with PCP and/or specialist(s)
within 2 weeks of discharge
3. Participation in at least 1 ICT meeting,
preferably in-person at our Wellness
Center
4. Member has a verbal understanding of
medications and rationale for the
prescription

5. Compliance with medications
(first fills/refills on time)
6. A verbal understanding of the
Care Transition Plan
7. Completion of 30% of the Care
Transition Plan goals as
determined by the ICT
8. 48-hour follow-up (ED and IP) by
member of Care Coordination
team

HIV VIRAL LOAD<200/COPIES/ML BLOOD
We provide case management services to many of our members living with HIV/AIDS or
Hepatitis C. Our efforts to serve members with these infectious diseases are centered around
effective pharmacy management.
Key HIV Viral Load measures that will be monitored by Trusted’s QAPI program:
1.
2.
3.
4.

HIV Viral Load <200/copies/ML Blood
Hospital admissions with HIV or sepsis as the primary diagnosis
Medication access (scripts filled)
Medication adherence

OTHER CLINICAL INITIATIVES
Trusted undertakes other key clinical initiatives. Through our Targeted High Touch approach to
care, we engage in targeted Care Coordination, Case Management, Outreach Services and
Clinical Programs for our “super high utilizer” population as well as members with the following
conditions or social issues:
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Key measures that will be monitored by our QAPI program (at a minimum) for all clinical
programs include:
1. Case/Disease Management program participation rates
2. Current HEDIS proxy measures (with associated benchmarks)
Please reference our “Care Coordination and Case Management” programs for details on clinical
undertakings.

Racial/Ethnic/Health Disparities
Trusted will find significant disparities in health services and health outcomes between ethnic
and racial groups, find the causes for disparities and develop a plan of action and timeline to
remediate those disparities through targeted interventions and send to DHCF as part of the CQI
Plan. This plan of action will include a performance measurement and evaluation component, in
coordination with EQRO activities and will include but not be limited to the following areas 1)
Childhood and Infant Mortality 2) Childhood Immunizations 3) HIV Disease 4) Cardiovascular
Disease 5) Diabetes 6) Cancer Screening and Management. We will consult with DHCF prior to
undertaking clinical initiatives.
1. To address racial, ethnic, cultural, and literacy disparities we use the information derived
from our monthly population assessments and the health plan demographic findings, to tailor
our programs to engage enrollees in culturally and linguistically proper programs in a manner
which will significantly affect their beliefs of their healthcare and Trusted Health Plan
overall. Trusted is planning to open a new Wellness Center in Ward 4 because of this
strategy. Additionally, our staff has received cultural sensitivity training about ways to
appropriately engage members of the LGBTQ community.
2. To address the “Health Promotion and Education” components, we keep a monthly schedule
of events and we host monthly English-speaking and Multicultural New Member
Orientations to educate members about how the Plan works, how to access services etc.
These sessions are conducted in the community at Trusted’s Health and Wellness Outreach
Centers.

4.1.4 Selection of Quality Indicators
Each indicator is well defined for ease and reliability of data collection and is a variable relating
to the structure, process or outcome of care/service.
1. Structure - measures compliance with conditions, and mechanisms needed to use and
control the system (e.g. policies, organizational and management characteristics,
qualifications of personnel, staffing, environment and equipment).
2. Process - measures a care activity done for a participant (e.g. functions carried out by
staff)
3. Outcome - measures what happens [or does not happen] to a participant after something is
done [or not done] (e.g. the results of staff activities).
The indicators are objective, measurable, and are based on current knowledge and experience.
Indicators will be used as tools to assess specific performance areas and participant outcomes.
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Indicators are not direct measures of quality, but serve as "flags" for finding areas within the
organization that needs further review. Indicators address all key components of quality care and
may include the following:
1. Accessibility of care
2. Appropriateness and efficiency of care
3. Continuity of care
4. Competency
5. Safety/risk management
6. Effectiveness of care
7.

Timeliness of Care

8. Customer satisfaction
4.2

CLINICAL MEASUREMENT ACTIVITIES AND QUALITY PERFORMANCE REPORTING

THP uses data collection and analysis to track clinical issues that are relevant to our population.
At a minimum, THP adopts and set up quantitative measures to assess performance and to find
and prioritize areas for improvement in at least (2) Performance Improvement Projects Annually
(PIPs).
1. Health Plan Effectiveness Data and Information Set (HEDIS®) and Structure and
Process Measures THP actively takes part in annual Health Plan Effectiveness Data
and Information Set (HEDIS) and Structure and Process measures. THP CQI
Department collects HEDIS and Structure and Process measure data through multiple
sources:
a. Claims and encounter data
b. Proactive medical record review
c. Disease Management and Complex Case Management Programs
d. Proactive Measure Review
i.
Specialized NCQA Certified software program that runs each measure
proactively every month during the measurement year.
ii. Member listings of care gaps are provided to primary care practitioners
monthly.
iii. Clinical Quality Manager and Provider Network Representative will
visit primary care practitioners’ offices quarterly to discuss the
importance of these services
iv.
Primary care practitioners are given a quality profile report and member
care gap lists monthly via Trusted’s Health X provider portal detailing
their specific rates compared to their peers, THP overall and National
benchmarks
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e. HEDIS Hybrid Medical Record Review Process
THP utilizes an NCQA Certified software program to generate proactive reports and HEDIS
sample frames for the hybrid pursuit process and reporting requirements. THP contracts with an
NCQA Certified HEDIS auditor to annually review data systems, such as encounter and claims
systems, supplemental data systems, eligibility, pharmacy, lab repository, and all HEDIS
processes related to medical record review and data collection efforts to assure they conform to
specific NCQA standards. THP must pass this audit process to be able to report HEDIS measures
publicly. The certified software program generates final measure reports for reporting to NCQA,
which are audited by the NCQA certified auditor and signed off prior to submission. These
reports are uploaded through a web based portal to NCQA and the plan applies a lock. When the
plan locks the reports the auditor can then access these reports through the NCQA portal to audit
and approve these reports. The auditor will apply the auditor lock and the reports then are
marked as final. Specific Non-HEDIS specialty measures can be developed within the software
program but are not considered certified by NCQA.
All HEDIS® performance measures will be submitted to DHCF and DHCF‘s agents as required
by DHCF per contractually mandated time frames. THP is NCQA accredited entity and therefore
will send these measures following NCQA established timeframes for submission. THP systems
in place for analyzing its performance on these measures and will report to DHCF any
continuous quality management projects planned in response to THP’s performance on the
measures.
Every measure is compared to national benchmarks (or if a benchmark is not available a goal is
set up) and final rates are reported through the QEC. All measures that do not meet minimum
performance levels (75th percentile of the HMO national rate, or not meeting goal) or have a
significant drop in rate will have a formal corrective action plan developed. All other measures
will be prioritized and those selected for improvement will have an improvement plan written
that details specific actions or processes aimed at improving rates.
2.

Consumer and Family Surveys

Trusted directly contracts with a NCQA certified CAHPS® vendor and submits the data to
NCQA, to the National CAHPS Benchmarking Database (NCBD) according to the technical
specifications and timeline established by the NCBD and to DHCF‘s agent as required by
DHCF. The information is made available to DHCF and the EQRO.
Trusted will provide NCQA summary and enrollee level data to DHCF annually. We will also
provide an electronic and hard copy of the final survey analysis report to DHCF and the EQRO
upon request. Trusted will conduct three (3) CAHPS® surveys per year: Adults; Children, and
Children with Chronic Conditions. Additionally, Trusted will conduct the Agency for Healthcare
Research and Quality (AHRQ) Experience of Care and Health Outcomes (ECHO) survey. We
will include in such surveys any specific questions requested by DHCF and the EQRO.
Trusted will conduct at least one more survey per year of its enrollees, or a subpopulation of
enrollees as requested by DHCF. This may include, but is not limited to, focus groups, consumer
advisory councils, enrollee participation on the governing board, or task forces related to
evaluating services. All efforts to ask for feedback will first be presented to and approved by
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DHCF. Trusted has systems in place for acting on survey results and will report to DHCF any
CQI projects planned in response to survey results.
Trusted Incorporates Results of the CAHPS Surveys into Our QAPI Program
We assess member satisfaction through our member satisfaction surveys (CAHPS) and
complaint data. Annually, we conduct member satisfaction surveys and use the survey data to:
• Measure organizational performance,
• establish benchmarks against national performance data and monitor performance,
• assess overall levels of satisfaction to find if the health plan is meeting member expectations,
and
• assess service performance compared to competitors.
We specifically include opportunities for member satisfaction improvement into the annual CQI
work plan and progress is tracked no less than quarterly to ensure full implementation of planned
activities. Our high touch, targeted approach and method of health care delivery affords us the
ability to be responsive and develop meaningful member-driven services and programs that keep
step with evolving preferences, health and functional support needs and personal goals. We also
cover member satisfaction ratings with emphasis placed on whether there have been shown
improvements in the quality of care and service we provided to them over the past year.
3.

NCQA and Case Management Accreditation

Trusted earned First Survey accreditation (Health Plan Accreditation) from
the National Committee for Quality Assurance (NCQA) and will for the
Case Management Accreditation per the requirements of this next
contract. We have kept our accreditation for our current contract and will
keep it throughout the period of the next contract. We acknowledge that
failure to do so will result in the immediate freezing of enrollment in our
Managed Care plan, and may result in termination of our contract. We
also, per 42 C.F.R. § § 438.332, authorize private accreditation organizations, such as NCQA, to
provide DHCF Division of Quality and Health Outcomes (DQHO) with a copy of our most
recent accreditation review, including
(1) accreditation status, survey type, and level (as applicable)
(2) accreditation results, included recommended actions or improvements, Corrective Action
Plans and summaries of findings and
(3) end date of accreditation
We will provide DHCF DQHO with a copy of all NCQA Accreditation findings within seven (7)
days of our receipt of it from NCQA. We also acknowledge that if we achieve provisional
NCQA accreditation status, it will need us to send a CAP to DHCF within thirty (30) calendar
days of receipt of notification from NCQA and may result in freezing of enrollment in our
Managed Care or termination of our contract.
4.

Assessing Provider Performance
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Trusted will assess satisfaction of providers in its network at least once per year, using a
nationally recognized and validated provider satisfaction tool that discusses concerns of
importance to providers in treating enrollees, unless otherwise agreed to in writing by DHCF.
Trusted measures the performance of network providers and finds practices that do not meet our
standards including but not limited to:
• Quality of care expectations.
• Access standards as defined in the provider network section.
• Use of clinical practice guidelines.
• Adoption of health information technology.
• Health education efforts and disease management programs implemented by the provider (if
applicable
Trusted recommends proper actions to correct these deficiencies, and checks corrective actions
by network providers. We give performance feedback to providers on a quarterly basis,
including detailed discussions of clinical standards and expectations. Trusted sends copies of this
feedback to DHCF upon request.

4.2.1 Finding Opportunities for Improvement
All our initiatives are based on scientifically sound research design, method, and analytical
framework. Our method is based on P.D.S.A., Plan, Do, Study, Act.
Exhibit C: Plan, Do, Study, Act Model

We set up goals to measure improvement. Our attention to metrics that matter combined with
our flexibility and adaptability have enabled us to adjust our approaches and interventions and
obtain meaningful results quickly. We benchmark our HEDIS and other measures, including,
where possible, our health disparities by Ward to continually evaluate our performance and align
our intervention investments and, where possible, to assure reasonable investment returns.
Additionally, we conduct Performance Improvement Projects (PIPs), designed to achieve
improvement, sustained over time in clinical care and nonclinical areas, that we expect to have a
favorable effect on health outcomes and our members’ satisfaction. In addition, if CMS specifies
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performance measures and PIPs per 42 C.F.R. § 430.330(a)(2), we do and will continue to report
such performance measures to DHCF and conduct such PIPs. Imperative to assessing the
efficacy of these PIPs, we conduct ongoing measurements and interventions. We
report the status and the results of each PIP to DHCF at least annually, adhere to specified
practices, including these elements in the PIPs:
• objective quality indicators that measure performance
• performance goals and finding benchmarks
• planning and initiation of activities for increasing or sustaining improvement

4.2.2 Monitoring of Performance (Internal Monitoring Protocols)
Trusted uses a performance dashboard to watch performance against published industry
standards, contract requirements, and NCQA standards.
Exhibit D: A Sample Performance Dashboard

We meet a monthly data analysis work group that looks for trends and variances, and when
shown, the Compliance Department formally document them. Our follow up actions can include:
• Placing a department on a corrective action plan (CAP), that we watch for three (3) months
for improvement;
• Implementation of system interventions to achieve improvement in the access to; availability
of and quality of care;
Quarterly, we send performance improvement data and our analysis of that data to DHCF and/or
EQRO in the timeframe and format specified by DHCF or its contracted EQRO as applicable.
We present our dashboard and CAPS to Trusted’s QEC quarterly. We also ask for
recommendations from providers and other committee participants and incorporate them into
CAPS as considered proper.
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Gathering and Sending Performance Measurement Data
We annually collect and send performance measurement data per 42 C.F.R. § 438.330(c)(2) and
use performance measures including, but not limited to, HEDIS®, CAHPS®, Provider surveys,
satisfaction surveys, CMS specified Core Measures, EPSDT, Clinical and Non-Clinical
Initiatives, Practice Guidelines, Focused Studies, Adverse Events and all External Quality
Review Organization (EQRO) activities as part of our QAPI program. Our mechanisms detect
both underutilization and overutilization of services, and include mechanisms to assess the
quality and appropriateness of care given to Enrollees with Special Health Care needs as defined
by DHCF.
Utilizing Program Data to Support the Development of the CQI Plan
We analyze available data to find opportunities for quality and performance improvement
initiatives, for low performing indicators as proper. We use an internal steering group to manage
our quality improvement initiatives. Our group meets weekly to assess progression with
activities geared towards improving health outcomes and reported rates. During one such
meeting, the team discussed how best to use the Wellness and Outreach Center to create a “One
Stop Shopping” approach to meeting the needs of our members, engaging members one-on-one
to address care gaps, and giving educational opportunities about improvement of health statuses.
Utilizing a Four Action Framework model, the steering group customized the tool to address
barriers to member access, staff collaboration, data integration, and reporting of outcomes. Based
on actions associated with Eliminate, Reduce, Raise, and Create, our Four Action Framework
Model applies to a variety of challenges, and helps our Clinical and Outreach Teams to address
these challenges with initiatives that result in improved HEDIS, EPSDT, and other ratings and
results.
Exhibit E: Four Action Framework
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We implemented a PCP collaborative, targeting the EPSDT population – specifically
adolescents, encouraging them to attend clinic days at several high volume primary care
practices. We offer gift cards as an incentive to encourage adolescent participation. Gift card
distribution is a part of Trusted’s healthy incentive program (HIP).
Achieving Organization-wide Improved Quality Performance and Outcomes
Trusted is proud of being the “Targeted, High-Touch Health Plan” and we find opportunities to
engage our members early and often throughout the lifetime of their affiliation with our
organization. Our Targeted High-Touch engagement model illustrates how and when we assist
members in accessing needed care, benefits, and services by: 1) immediately assessing the
members health status via health assessment tools; 2) ensuring that there is a primary care doctor
selected and assigned; 3) encouraging and assisting with arranging a visit with the primary care
provider within the first 90 days of membership; 4) referring members to case and/or disease
management programs (as warranted); and 5) providing a robust orientation to the health plan.
We ensure engagement” claims and encounters are placed in our data warehouse officially
integrating the engaged member in the “quality lifecycle”. Our quality lifecycle consists of our
use of programmed queries to refresh data monthly for the identification of care gaps. We send
care gap lists monthly to our community health workers, care managers, care coordinators, and
EPSDT coordinators to coordinate care/ services to members and close the gaps. Additionally,
we actively reach out to members, informing them about programs and services at our Health
and Wellness Outreach Centers.
Exhibit F: Trusted’s High-Touch Member Engagement Model – Offers our Members
Numerous Opportunities to Take part in Our Initiatives and Improvements to Health Care
Delivery
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One Brand One Sound
Trusted uses a communication strategy to address the reasons that members do not visit their
PCP, get preventive services, and engage in behaviors to improve their health status. The issues
are as follows:
• Lack of knowledge about PCP
• Apathetic consumers that rely on
assignment/mistaken PCP assignments
Emergency Department for “care as
• Appointment availability/access issues
needed” including prescription refills
• The PCP is booked/evening and weekend
• Competing socio-economic issues
hours are limited
• PCP unable to see more than two family
• Lack of transportation/not aware of the
consumers at the same time
transportation benefit or how to access the • Lack of Urgent Care/After- hours
services/ no shows
providers
• Lack of awareness of importance of a PCP
visit
.
In addition to coordinated messaging, Trusted provides all member-touching staff (e.g. member
services, outreach workers, and medical management staff) access to Trusted’s case management
platform, Care Connect, which provides real-time “gaps-in-care.” Therefore, when any staff
member is engaging with a member, they can find gaps in care, and attempt to address them by
setting PCP appointments, arranging transportation, and/or making referrals to Case
Management. Trusted personnel have been trained to document in the same system so there is no
overlap in the service coordination activities taking place throughout the organization.
PCP Collaborative – “Clinic Days”
Trusted’s EPSDT and Outreach teams are committed to ensuring that members receive help in
any way possible to connect with a primary care provider to set up a relationship with a
healthcare home. The leadership team (inclusive of meets with high volume practitioners to set
up a working relationship on behalf of our members. These providers open their practices on
specified days called “clinic days” for the exclusive accommodation of Trusted’s members.
Trusted’s outreach efforts are geared towards providing a concierge type of service model in
which we: schedule the visit for the member, arrange transportation, meet the member(s) on the
specified clinic day event, manage the flow of Trusted’s members in the providers waiting room,
provide the member with a Trusted Health Plan branded reusable shopping bag holding healthy
snacks and Trusted branded promotional items. Additionally, members receive a gift card as a
way for Trusted to say, “thank you” for taking control of their health status.
Member and Provider Incentives
Trusted gives incentives to members to follow EPSDT well child visits, immunization schedules,
adult HEDIS measures and perinatal visit standards. Incentives include but are not limited to gift
cards, school uniforms, car seats, and pack-n-plays. For providers, Trusted gives an enhanced
payment for completed EPSDT-eligible physicals and other preventive health services to include
prompt and correct completion of obstetrical needs risk assessment forms, HIV screenings for
pregnant members, and referrals for other preventive services such as breast cancer screenings,
cervical cancer screenings, and annual dental visits.
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Wellness and Outreach Center Events and Programs
Annually, Trusted obtains approval from our regulator to implement programs and initiate
wellness activities in the community either at our Wellness and Outreach Centers or in
conjunction with other community stakeholders.

Monitoring Performance to Improve Outcomes
When we show members as having a care gap based on various HEDIS measures our Trusted
Care Coordinator, Care Manager, or Community Health Worker will contact the member. The
goal of this outreach is to encourage certain self-management behaviors to close known care
gaps resulting in better health outcomes and improvements in reported HEDIS rates. Trusted
strives to meet and exceed the DHCF required benchmark of the 75th percentile for all HEDIS
and CAHPS rates.
Monitoring of selected indicators is based on systematic ongoing collection and analysis of valid
and reliable data. Interventions implemented to improve performance, must achieve demonstrable
improvement and the results of each PIP will be communicated to DHCF and CMS as needed. At
a minimum the following, in addition to the QIAs will be watched:
Enrollee service monitoring and evaluation is conducted for all THP customers and includes
service provided to enrollees, employers and providers. Important aspects of service for routine
monitoring, evaluation and special study are found through member satisfaction surveys,
complaints/grievances and appeals reviewed by THP, and provider site visit findings. Clinical
issues found through these processes are referred for clinical review.
a) THP assures member satisfaction and is assessed by:
i) Member satisfaction surveys
ii) Patient complaint and appeal evaluations
iii) Evaluation of requests to change providers or sites
iv) Evaluation of voluntary dis-enrollments
b) Appropriate methods are used to collect data for the assessment activities:
i) The right population is shown
ii) Appropriate samples are drawn from the affected population
iii) Valid and reliable data are collected
Continuity and coordination/access to care and service members receive, health promotion
activities and performance on approved practice guidelines is included in monitoring and
evaluation.
a) THP establishes standards for appointment accessibility:
1.Timeliness of preventive care appointments
2.Timeliness of routine primary care appointments
3.Timeliness of urgent care appointments
4.Timeliness of emergency care
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5.Access to after hour care
6.Key elements of telephone service (responsiveness)
b) THP gives Health Education Programs that addresses issues relevant to the enrolled
member population. Health promotion activities are designed to meet the needs of various
populations.
c) Transitions of care or settings. Trusted monitors and takes action to improve continuity
and coordination of care across the health care network.
Credentialing/Re-credentialing- All participating practitioners and providers undergo a careful
review of their qualifications. Practitioner review includes but is not limited to; education and
training, board certification status, license status, hospital privileges, and malpractice and
sanction history. Provider review includes but is not limited to licensure, accreditation and
certification. All practitioners undergoing initial credentialing and triennial re-credentialing are
reviewed and approved by the QEC.
Peer Review- is the mechanism used to review potential substandard/inappropriate care or
inappropriate professional behavior by a practitioner while giving care to a member. If the
findings of an independent investigation show that a practitioner has given substandard or
inappropriate care, has shown inappropriate professional conduct, or has been sanctioned, THP
will take proper action, as defined by policies addressing quality of care referrals as well as the
Health Care Quality Improvement Act of 1986, including the applicable appeal process. The
scope of actions that may be taken if a quality issue is found include, but are not limited to,
development of an improvement action plan with time frames for improvement, education,
counseling, checking and trending of data, de-credentialing, and referral to the proper state
and/or federal agencies. All peer review information is confidential.
Provider Accessibility and Availability Monitoring-Provider accessibility, and availability
monitoring is conducted annually to ensure that established standards for reasonable geographic
location of practitioners, number of practitioners, appointment availability, provision for
emergency care, and after-hours services are measured. The cultural, ethnic, racial, and
linguistic needs of members for general needs and as they relate to the practitioner network are
assessed at least annually. The goals for serving a culturally and linguistically diverse
membership include:
•

Ending disparities in health care services

•

Promoting communication between members and their health care providers so language
is not a barrier to achieving best health and receiving health care services

•

Giving culturally competent services to our diverse membership to end alienation of these
populations from the health care system
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Monitoring activities may include practitioner and member surveys, on-site visits, evaluation of
member satisfaction, and evaluation of complaints and geo-access surveys. Specific deficiencies
are addressed with an improvement action plan, and follow-up activity is conducted to reassess
compliance. THP’s Quality Management staff present data for review to the QEC for final
recommendations.
Utilization Management-The QEC oversees the implementation of comprehensive, systematic,
continuous processes, which make the Utilization Management Program effective. The QEC
monitors quality, continuity, and coordination of care as well as over-use and under-use of
services. Treatment guidelines on which UM decisions are made are evidence-based, and are
reviewed, revised, approved and used by the QEC.
Appeals and Grievances review goals are to:
•

Monitor, evaluate, and effectively resolve member concerns promptly.

•

Find opportunities for improvement in the quality of care and service provided
to members.

•

Find opportunities for improvement in the appeal and grievance process.

•

Assure that health plan member’s grievances and appeals are managed per
state and CMS established regulations and THP policies on the subject.

Quality of care and service concerns can be found by any health plan department, member, or
practitioner. Data related to quality of care, quality of service, and administrative issues are
collected, reviewed, and trended to find opportunities for improvement. Analysis is presented to
the QEC for review of aggregate trends and identification of actions for improvement.
Member Satisfaction is assessed through member satisfaction surveys (CAHPS) and complaint
data. Member satisfaction surveys are conducted annually. Member survey data are used to:
•

Measure organizational performance

•

Establish benchmarks against national performance data and monitor
performance

•

Assess overall levels of satisfaction to decide if the health plan is meeting
member expectations

•

Assess service performance compared to competitors

Based on the findings, a Corrective Action Plan or PIP may be developed to improve
performance. All Corrective Action Plans or PIP are approved and checked by the QEC.
Practitioner/Provider Satisfaction surveys are designed to:
•

Assess which services are important to providers
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•

Determine provider satisfaction with THP’s processes, including the
utilization management process.

Provider Satisfaction
Trusted will assess satisfaction of providers in its network at least once per year, using a
nationally recognized and validated provider satisfaction tool that addresses concerns of
importance to providers in treating enrollees, unless otherwise agreed to in writing by DHCF.
Assessing Provider Performance
Trusted measures the performance of network providers and finds practices that do not meet our
standards including but not limited to:
• Quality of care expectations.
• Access standards as defined in the provider network section.
• Use of clinical practice guidelines.
• Adoption of health information technology.
• Health education efforts and disease management programs implemented by the provider (if
applicable
Trusted recommends right actions to correct these deficiencies, and checks corrective actions by
network providers. We give performance feedback to providers on a quarterly basis, including
detailed discussions of clinical standards and expectations. Trusted sends copies of this feedback
to DHCF upon request.
Our Partnership with Providers Includes Cooperation with CQI Activities
We are proud of our partnership with our providers, one that contributes to how effective we are
when applying analysis of our CQI activities. Thus, we are committed to keeping our
participating Physicians and other Network Providers informed about the QAPI Program and our
related activities. In each of our provider contracts we include a requirement to cooperate with
the QAPI, and include language that requires them to allow DHCF or its designees reasonable
access to records and files for CQI activities.
Designing and Implementing Quality Improvement Plans for Providers
For providers who receive a high denial rate for pre-service, concurrent, or post-service
authorization requests, we design and implement Quality Improvement Plans, that include
referral of those Providers to our Network management staff for education and technical aid.
To conduct multi-dimensional assessments of our providers’ performance, we use providerspecific reports. Care Analyzer is the system we use to produce Provider Profiles shown below,
and CareConnect is used to manage our delivery of health care and services.
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Exhibit G: Sample Provider Profiles

Using the results of our Provider profiles created with CareAnalyzer, we find areas of
improvement for each provider, and/or groups of Providers, and using benchmarking data to find
and manage outliers we:
•

Establish Provider-specific quality improvement goals for priority areas in which a Provider
or Providers do not meet set up our very high standards or set improvement goals, and we
take proper action when we decide a provider’s performance is out of compliance;
• Recommend proper action to correct identified deficiencies, and we closely watch the
corrective action taken by Providers.
• Develop and implement incentives, which may include financial and non-financial
incentives, including alternative payment models to motivate our Providers to improve their
performance on the profiled measures;
• Conduct on-site visits to Network Providers for quality improvement purposes including in person as well as telephonic secret shopper visits; and
• At least annually we name, set up improvement goals, with periodic measurement and report
to DHCF on the Provider Network’s progress, or lack of progress, towards meeting such
improvement goals.
Provider and Member Portal
Our Provider and Member Portal – provisioned by Health X – is an integral part of our MIS and
aligns with our goals to improve provider satisfaction, as well as the efficiency of our Plan
overall. We give self-service capabilities for our providers and members to include but not
limited to referrals and authorizations, claims information, and access to health information
inclusive of care gaps. This type of access supports quality improvement activities.
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Exhibit H: Provider and Member Portal Service examples (Health X)

Establishing Benchmarks for Areas Profiled including DHCF Medicaid-Specific Benchmarks
if Appropriate
We set up benchmarks for areas that we choose to profile, and include DHCF Medicaid-specific
benchmarks, as they have been provided. We give feedback to our Providers, at least quarterly,
communicating about the results of their performance and the overall performance of our
Provider Network. We will send copies of this feedback to DHCF when asked.

4.2.3 Health Management Systems/Encounter Data Reporting
Trusted’s health information management system is built on best-in-class enterprise solutions to
support our core business needs and health plan functions. Our core platforms are industryleading, highly configurable applications which include robust health information reporting and
analytics solutions supporting our delivery of high-quality, cost effective managed care. Our core
platforms give information on utilization, claims, grievances and appeals, as well as enrollment
and disenrollment for reasons other than loss of Medicaid eligibility. Our core platforms give
actionable information to drive proactive care coordination and case management and outreach
to our members, as well as to support provider network and pricing agreements, and to manage
enterprise performance.
We use innovative technologies and advanced data analytics to support a range of quality
management requirements from the District and accrediting organizations. We combine process
and outcome measures, utilization data and experience of care measurements to support our
QAPI Program. We use this information to prioritize opportunities for quality improvement
activities on a continuous basis.
We have shown our ability to easily adjust to changes in the District’s contract requirements and
NCQA standards since our start. We have improved our encounter data management and
reporting processes, implemented changes in case management outcome reporting, and
addressed changes in quality measures and approaches to quality monitoring and management.
We will continue to use our experience, our commitment to operational excellence, quality and
innovation to collect, analyze, integrate and report data to follow all the District’s contract
requirements and the aims of 42 C.F.R. §§438.242.
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Trusted’s Health Information Management System for the next generation of
Managed Care in the District
Our strategic emphasis on Quality as a core, system-wide objective and capability is essential to
deliver our next generation Medicaid managed care program in the District. We have already
enhanced our health information management systems, processes and tools to enable information
to be collected, analyzed, integrated and reported more efficiently and effectively and with
greater internal and external transparency. Trusted’s robust health information management
system is made up of a broad array of integrated systems.
Trusted’s Core Systems
Our vendor partners provision core systems having primary information sources, as follows:
DST for medical information, Beacon for behavioral health information; MeridianRx for
pharmacy information; and Avesis for dental and vision information. Each partner’s systems
components are internally integrated supporting auto-adjudication through standard edits that
check claims data against the other data stored in the system, allowing for greater claims
processing accuracy and efficiency. Each system then gives data to our central data warehouse
where it is integrated and made available to multiple functions to perfect their operations and
continually improve their performance.
We use DST Health Solutions’ industry-leading core administration, care management and care
analytics platforms – MHC, CareConnect and CareAnalyzerTM. DST is the largest health plan
claims BPO supplier in the United States, with extensive Medicaid health plan experience.
DST’s systems and services give health claims processing and support for more than 250 payers
standing for 23 million lives. DST clients include Trusted Health Plan, and other health plans
ranging in size from 10,000 members to more than one million covered lives. DST Health
Solutions provisions health information management systems, claims processing and encounter
data collection, maintenance and submission services for Trusted.
DST automates core business processes, enhances efficiency and provides Trusted with
analytical capabilities needed to administer and meet the requirements of the District’s Medicaid,
Alliance and ICP Programs. DST is the primary source for Trusted’s utilization, claims,
grievances and appeals and enrollment and disenrollment (for reasons other than loss of
Medicaid eligibility) information. DST also is the primary source for Trusted’s member
eligibility and clinical information; on provider network, pricing agreements and performance;
and care coordination, case management and outreach to our members, among others.
Trusted evaluated the Exeter version of DST’s system and found that the functionality was
insufficient for our needs. In place of Exeter, DST enhanced its reporting systems with
customized information, allowing Trusted to obtain and report detailed information that informs
about all aspects of our member population.
CareConnect: CareConnect is our comprehensive case, disease and utilization management
platform. It gives insight to manage populations, effectively use benefits, and show those who
will receive help from interventions that promote better self-management. Care managers can
access and assess member's health care gaps, contributing to improved quality of life and clinical
outcomes. We use CareConnect to support care management activities across a member's entire
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continuum of care with real-time integration with administration systems housing the critical
medical, drug and utilization information that care managers use daily to make informed
decisions.
Exhibit J: CareConnect Integrated CM Model

CareAnalyzer: CareAnalyzerTM combines elements of patient risk, care opportunities, and
provider performance to meet operational and regulatory reporting requirements.
CareAnalyzerTM allows us to be proactive in our care management approach and supports our
targeted, high-touch engagement model, giving the tools to evaluate patient risk and make
recommendations for better participant care.

MeridianRx
MeridianRx gives comprehensive pharmacy benefit management services including, but not
limited to: managing all covered pharmacy services based on required benefit plans, maintains
population and client specific formularies, prospective, retrospective and concurrent drug
utilization review, and support for Trusted’s in-house prior authorization determinations
(including prescription denial management). Meridian systems are configured to find any claim
that is processed with a 340B pricing indicator flag. If the claim is flagged as 340B, it will be
excluded from DHCF reporting to avoid duplication of discounts on these products.
MeridianRx’s commitment to transparency and the highest efficacy permeates all sides of our
organizational operations. Operating across multiple states and various markets, MeridianRx is
experienced in following all state and federal regulatory requirements and standards, including
coverage of outpatient drugs as defined in §1927 (k)(2) of the Act. MeridianRx maintains its own
proprietary, latest information management system, the MeridianRx Live Integrated Network
(MERLIN), MeridianRx, configured and updated to include District-specific Preferred Drug List
(PDL) or formulary to ensure each member has access to all covered outpatient drugs. To
balance access with cost containment, MeridianRx has contracts with over 66,000 pharmacies
nationwide, and 140 in the District market. Having contractual pricing arrangements with
pharmacies allows MeridianRx organization to give access to necessary medication at the most
cost-effective price for Trusted Health Plan. MeridianRx’s experience provides Trusted with the
systems capabilities and specialized ability needed to manage multiple benefit packages across
diverse populations and programs.
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Beacon Health Options
Beacon has successfully managed the behavioral health benefit for Trusted in the District since
the start of our work together. Beacon is experienced in administering behavioral health benefits
for Medicaid programs nationwide. Beacon manages Medicaid benefits on behalf of 15 million
individuals across the country, including work in partnership with 65 health plans in 28 states.
Beacon uses Flexcare as its primary health information management system, and is proven in the
District.
Trusted’s Enterprise Data Warehouse
Trusted has an enterprise data store using the latest data analytics platforms and toolsets. This
allows for trend analysis, resulting in improvements to member profiling, provider profiling, and
claims validation, while also detecting fraud and abuse, rate setting, and any other research and
reporting activities that may be asked. Data from all Trusted’s care management services are fed
into our encrypted data warehouse. The data warehouse also played an instrumental role in the
creation of our Strategic Performance Management System. This system is Trusted’s
Performance Dashboard, giving Compliance and Oversight/Program Integrity Reporting as well
as Encounter Data Systems Reporting. As the integrity of our overall program is of upmost
importance, the analytics obtained from our data warehouse will ensure each member is able to
obtain the highest level of care at the most practical locations within the proper cost possible.
Quality Systems
The primary applications we use to support our QAPI Program include: Inovalon, our HEDIS®
software vendor; WBA Research, our CAHPS vendor; and our comprehensive, scalable
Enterprise Data Warehouse, which integrates data from multiple sources and includes claims,
encounter, lab, pharmacy, blood lead compliance, immunization, membership, enrollment,
provider, medical records and other data including 48-hour follow-up (post ED and inpatient
admissions) from our care management system.
Trusted has a data analytic method that supports the prompt and efficient gathering, analysis, and
reporting of data essential to the administration of our health care plan. By integrating data from
multiple sources, Trusted can monitor and improve member compliance and health status. We
aim to source other data going forward such as information about members’ initiation and
engagement in drug and alcohol treatment and other data as needed.
Our dedicated Chief Quality Officer will augment work already being done by our Clinical and
Provider Services leaders. Our CQO will lead engagement with Providers in our network to
continually improve the efficiency and effectiveness of health information used in the QAPI
Program, including measures such as Adults' Access to Preventive/Ambulatory Health Services
(NCQA), Well Child Visits - First 15 months of life (NQF #1392), and Well Child Visits – 3rd,
4th, 5th and 6th Years of life (NQF #1516) as part of our value-based purchasing arrangements.
Trusted’s IT Department partners with Inovalon to produce HEDIS® rates which are compared
against NCQA benchmarks. Because of our strong commitment to achieving and maintaining
HEDIS® rates at the 75th percentile or higher, Trusted has set up initiatives to continue to
improve these rates and our overall performance as a health plan.
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Trusted’s IT Department readily produces data needed to meet DHCF’s quality reporting,
performance reporting and annual audit requirements; support EQRO audits and program
integrity reviews; support accreditation; and monitor and analyze performance measures for
internal strategic management. For our Perinatal and Pediatric Asthma Performance
Improvement Programs, custom programs built by our IT Department are used to produce the
needed data. Our IT Department supports our EPSDT reporting, as well as CMS 416 and CMS
HH reporting. Monthly reports help track and manage Trusted’s outreach, disease management,
care coordination and case management activities. Our IT Department produces the source code
needed for the Performance Measured Validation Audit (PMVA), and completes the capability
statement and programming of specifications. We constantly review our processes and look for
opportunities to improve how we organize and use our resources.
The joint breadth of services supported by the toolsets and vendors discussed have provided
Trusted with the capability to previously support many prior initiatives needing similar levels of
effort and sophistication to remarkable success. This includes our work on Pay for Performance
programs, which needed rigorous management of VBP/PBP- based initiatives and leverage of
our provider network. Trusted – with the support of our vendor partners – has an array of
effective, integrated health information management systems which collect, analyze and
integrate data needed to produce encounter data reports. Each vendor successfully collects and
keeps the proper provider, member and related health information needed to produce high quality
encounter data reports. Trusted aggregates and integrates the information to deliver the results
expected by the District.

How Trusted Will Meet the District’s Needs Going Forward
Our overall strategy for enterprise management and system-wide engagement with our provider
partners and members needs constant adaption, innovation and optimization. We will continually
develop and routinize secure exchange and use of high quality, reliable, and correct health
information. We will continue to upgrade, align and integrate our systems, and increase
interoperability with our providers and partners. We will combine comprehensive data analytics
with comprehensive data quality management and assurance to drive an even more targeted,
high-touch, integrated approach to service delivery and quality: Precision Care Management. An
industry leading innovation in care management, this approach moves us past broad population
health management and to a more real-time, targeted – “precision” – way of caring for our
members and servicing our providers. Our sophisticated analytics empowers and drives our high
touch individual targeted model of care.
Precision Care Management
We will continue to collect data from multiple – and increasingly many – sources, including:
partners, providers, members, the District, community organizations, the industry, and MCO
staff. We will continue to collect data of multiple types, including: utilization, claims, grievance
and appeals, encounters, enrollment and disenrollment, clinical, social, environmental,
demographic, satisfaction, and more. Using multiple methods and tools, we will rigorously verify
and organize this data to assure it is correct, prompt, right, usable, and secure. We will use latest
data analytics techniques and tools to:
• understand and diagnose ours and our members’ and providers’ experience and performance
(descriptive analytics)
• predict how that experience and performance will evolve (predictive analytics)
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•

suggest specific initiatives, actions, and interventions targeted to specific outcomes for
specific individuals (prescriptive analytics)

Trusted Precision Care Management examples include:
• Connecting members to providers
Current industry practice is to offer members as a group a wide variety of choices with a
minimal amount of information to make those choices. Trusted recognizes that not every
provider is equally efficient and effective at managing specific individual clinical situations.
We further recognize that not every provider is a good match geographically or culturally to
an individual member. Trusted Precision Care Management supports matching individual
members to specific providers based on multiple factors including specific member needs at
specific times. This drives and informs case management steerage and provider assignment.
Member choice is always supported.
• Optimizing member care and transition plans
Giving both our case managers and our providers useful and actionable information about an
individual member’s current needs, predicted trajectory, and informed suggestions on
potential treatments and interventions supports the opportunity for optimized cost-effective
outcomes for our members.
• Targeted provider performance management
Giving detailed specific cost, outcome, and service level performance data by specific
clinical condition, by treatment or therapy type, and by patient demographic to our individual
providers offers a real opportunity to help them perfect their performance. Our approach
recognizes that a provider may be excellent at treating one clinical situation but less so at
another. Our data can help them target practice changes to member needs to perfect
outcomes, efficiency, and patient satisfaction.
• Targeted health promotion activities
Comprehensive descriptive, predictive, and prescriptive data analytics informs the design and
execution of our health promotion activities by allowing us to micro-target subpopulations by
geography, demographics, and types of conditions. We can design and execute health
promotion events and programs in target locations attracting targeted members and matching
them to providers ideally suited for each health promotion opportunity.
Our health information management system key priorities include optimizing support for:
• Utilization Management
o improving the efficiency of collecting, analyzing, integrating and reporting
performance-based incentive program data, including data needed to support LANE,
Readmissions, PPA, 48-hour follow up visits, among others
o enhancing collection and integration of HIV viral load data using LabCorp’s
Datalink, DHCF data and/or pharmacy data as supplemental sources for needed
reporting
o integrating CRISP data with Case Management data to find ED utilizers’ assigned
Case Managers and deploy them in near real-time
o leveraging other CRISP features to collect and analyze primary care electronic
medical record data as part of a more efficient virtual medical record review
o using HealthX to collect authorization requests and report results more efficiently
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•

•

•

•

•

o reporting more health information including care gaps and quality outcomes to
providers – especially those under performance-incentive programs and value-based
arrangements – to continually improve quality and performance, and system-wide
PPA rates
o enabling added data collection from innovative telehealth and telemedicine solutions
like Pacify, Propeller Health, and solutions used by McClendon Center and
ResponseMD to connect members with needed providers in real-time
Claims Administration
o strengthening our claims data management overall, using DST’s reports, and
continuing to improve the efficiency and effectiveness of our claims data collection,
processing, integration and reporting
o transitioning to a new dental vendor, Avesis, with a proven dental and vision
encounter management and reporting capability, to address known gaps in dental
encounter data and management
Grievance and Appeals
o enhancing the efficiency of our grievance and appeals information collection and
reporting to align with the District’s new grievance reporting requirements
o increasing grievance and appeals automation including data collection, management,
analysis, integration and reporting including adverse notification storage, distribution
and management
Enrollment and Disenrollment
o improving the efficiency and effectiveness of our enrollment and disenrollment
processes, to better collect, analyze and report on Alliance mothers who give birth as
they dis-enroll and enroll throughout their delivery process
o collecting and reporting data as found on the add newborn log form
o improving the efficiency and effectiveness of transitioning members to other
programs, including collecting and tracking the use of the long-term care
disenrollment form when applicable
Clinical information
o finding and adopting added means of collecting clinical information to increase the
efficiency of our utilization review processes
o transitioning to the latest versions of CareConnect and CareAnalyzerTM, to improve
our ability to analyze utilization information for members in care coordination and
case management
Provider network and pricing agreements
o implement a more robust provider credentialing system to increase the efficiency of
collecting, analyzing, and reporting provider credentials and “precision” target
providers for recruitment, especially dental providers in the District
o utilizing CareAnalyzer and other tools needed to analyze provider performance
against incentive plans and value-base purchasing arrangements
o tracking and reporting provider incentive payments
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Encounter Data
Trusted provides the needed health information management system capabilities to support
efficient and effective provision of managed care services for the District. Through our robust
Encounter Management Program, we will continue to provide complete Encounter Data for all
Covered Services in the format specified by DHCF, including the method of transmission and
submission schedule. Trusted’s submission of Encounter Data includes transmission of all
outbound encounters sent to DHCF’s MMIS system. These include all paid claims and any
adjustments processed by DST and our other vendor partners. Trusted’s Encounter Data quality
validation incorporates assessment standards – such as invalid taxonomy and others – developed
jointly with DHCF.
Exhibit K: An overview of encounter and reporting ecosystem

Per 42 C.F.R.§§ 438.242(c) we support:

Collection and Maintenance of Enrollee Encounter Data that Identifies the Provider
delivering Items or Services to Enrollees
Trusted uses several high-quality, national vendors who help us in the collection and
maintenance of enough enrollee encounter data to show the Provider who delivers any item(s) or
service(s) to Enrollees. We follow every requirement of DHCF and CMS to report this data. Our
key partners are:
• DST Health Solutions
• MeridianRx
• Beacon Health Options
• Avesis Vision and Dental
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Trusted, in combination with our partners, has proven experience with health information
management systems supporting the processes of collecting and keeping enrollee encounter data
that names the Provider delivering items or services to District Medicaid, Alliance and ICP
enrollees. Each vendor understands the similarities and differences of the different covered
services within each program. Each vendors’ systems are configured, operationalized and
effectively support DHCF’s programs and associated encounter data collection and maintenance
requirements. Each of our vendors’ systems are built to receive claims information from
Providers. Systems are configured to confirm member enrollment, conduct quality and utilization
edits, and process claims information. Paid claims are used to generate encounter files submitted
to the District.
Exhibit L: Example of the processes used to collect and maintain enrollee encounter data

Encounters are produced based on paid
claims; encounter data finds the provider
delivering items or services to enrollees

Encounters are maintained on a routine basis. The encounter production lifecycle shown here
shows the methods used by DST to support – and submit – encounter data. Our process is
proven, compliant and fully integrated with our vendor partners and the District.
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Exhibit M: Trusted’s Encounter Production Lifecycle

To continue to improve the effectiveness of the collection, maintenance, and submission of
dental and vision encounter data, Trusted will be transitioning to Avesis as our Dental and Vision
Benefit Administration partner in early 2017. Since 1978, Avesis has been providing vision and
dental health coverage for millions of Americans. With decades of experience as a national
administrator of these essential healthcare programs, Avesis has the unique experience and
expertise to match exceptional products and providers – ophthalmologists, optometrists,
opticians, audiologists, and dentists – with the people who need them. Some of Avesis’ other
clients include WellCare of Georgia, UPMC, Aetna (Kentucky) and others. Avesis has shown
success with encounter data collection, maintenance, and submission. We will use Avesis to
close gaps experienced with our current dental vendor.

Encounter Data Submission
Trusted submits Enrollee Encounter Data regularly to the District, based on the District’s
program administration, oversight and program integrity needs. With our vendor partners, we
meet the DHCF requirement of submitting an encounter within 30 days of a claim’s payment.
We will send all Enrollee Encounter Data that the District is required to report to CMS under 42
C.F.R. § 438.818 in standardized ASC X12N 837 and National Council for Prescription Drug
Programs (NCPDP) formats. We will receive the ASC X12N 835 format in response to the 837s
we submit. Here is the list of standardized encounter transactions we will send:
• 837I Acute Care Hospital
• 837P Ambulance
• 837P Chiropractor
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•
•
•
•
•
•
•

837D Dental
837P Durable Medical Equipment (DME)
837I Home Health
837I Hospice Services
837I Long Term Care
837P Physician
Prescription Drug Records: proprietary format for reporting to meet pharmacy rebate
requirements and reporting needs

We have a proven, high-quality process for encounter submission. Each of our vendor partners,
on behalf of Trusted, create their own encounter files, run their files through their internal
validation systems and submit their encounter files using established protocols. Beacon,
Meridian (Medicaid), and Avesis Dental submit their files to DST, who then aggregates and
moves the files to ACS/Xerox (DHCF MMIS Contractor). MeridianRx submits Alliance files
directly to Mercer. We will support the District’s efforts to change Alliance MeridianRx
submissions to be submitted to ACS/Xerox. Vendor submissions are expected to adhere to the
file size, format specifications and submission schedule provided by DHCF.

District Review and Validation of Encounter Data
Encounter Data completeness and accuracy, timeliness of submission
Trusted confirms the completeness and accuracy of the reported Encounter Data. The data
submitted precisely reflects the services provided to the enrollees in the Medicaid, Alliance, or
ICP Programs under this contract. Trusted ensures Encounter data is submitted timely, accurately
and completely.
Monitoring Encounter Submissions, including Attestations
Trusted has policies and procedures to monitor data completeness, consistency, and validity
including an attestation process. Our process includes validation of data for completeness, logic
and consistency.
Vendors processing claims for Trusted are expected to report the paid claims to DC MMIS as
“encounters.” As part of validation of claims processing and encounter submission, Trusted
maintains a data warehouse containing paid claims as well as encounter submissions and
responses. Queries against the data warehouse will identify what paid claims were sent to DC
MMIS as encounters and if they were accepted, denied or rejected. The analysis is done at the
claim level as well as the line level and includes counts as well as dollars in the reporting. This
analysis happens on a weekly, monthly and quarterly basis. Trusted also submits a data
completeness attestation form signed off by the CEO, CMO and CFO with each encounter
submission to DHCF.
It is expected that in our vendors’ validation of the encounter submission process the vendor will
determine what paid claims were submitted as encounters and the DC MMIS status of the
encounters submitted. For encounters not accepted at DC MMIS (at the claim or line level), the
vendor will determine the cause and report all non-accepted claims/lines to Trusted. Encounters
denied at DC MMIS are categorized as “repairable” or “non-repairable” in the “Managed Care
Organization Instruction Manual for Encounter Data Submission through Omnicaid” from
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Mercer. The vendor will report the frequency of all “non-repairable” denials. The vendor
corrects and resubmits all “repairable” denials. Any paid claims which do not show up on DC
MMIS as either “paid” or “denied” are researched by the vendor, corrected and resubmitted as
encounters. The vendor keeps records of counts and dollar value of the claims encounter status
based on the vendor pay date for reconciliation against the THP data warehouse queries.
Key measures we watch include:
Exhibit N: Encounter Submission Performance Tool
Trusted Vendor Partner:
Encounter Submission Period:
Denied
Paid
Reversed
Missing
Total

Paid Claims

Percentage

Paid Dollars

Percentage

Trusted uses a Quality Strategic Opportunity Plan (QSOP) to help monitor the progress of
repairable denials and remediate encounter data issues related to timeliness, completeness and
accuracy.
Exhibit O: Quality Strategic Opportunity Plan (QSOP)

Quality Audit
Trusted conducts routine Quality Audits to support our QAPI Program and preserve our NCQA
accreditation. Rigorous audits have helped us improve our encounter data quality and the
strength of our Encounter Management Program. The improvements were instrumental in
enabling Trusted to baseline our HEDIS® measures and support a complete HEDIS® data
package submission to NCQA in 2018. The strength of our processes and program position us
for success in achieving NCQA accreditation for Case Management.
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4.2.4 Health Risk Assessment
THP created a standardized Health Risk Assessment questionnaire that evaluates the physical,
psychosocial, cognitive, and functional needs of all new members. The questionnaire is designed
to help identify key care needs. It does not replace the need for a comprehensive physical exam
conducted by the primary care practitioner. THP has a comprehensive health risk assessment
process in place, which assesses member health status and applies an acuity that helps direct
nursing staff to services the member might need or need. The assessment includes but is not
limited to:
•

Health history

•

Special care needs (DME, home health, social worker, etc.)

•

Specialty care needs

•

Living situation

•

Activities of daily living (ADLs)

•

Safety issues

•

Mental status

•

Functional assessment

•

Pain assessment

•

Medication history

•

Health educational needs

This information is entered into CareConnect Software, which directs the nurse on specific
actions (referrals), but is not limited to:
•

Case Management

•

Complex Case Management

•

Disease Management Programs

•

Utilization Management review

•

Pharmacist review

•

Health Education
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•

Cultural or linguistic support

•

Member Services or Benefit explanations

The main goal of the risk assessment process is to assess the member and identify specific needs
based on the individual responses. THP will contact newly enrolled and current THP dualeligible beneficiaries to perform the survey telephonically or via face-to-face home visits. THP
will start the survey calls based on a list of new enrollees provided shortly after the beneficiary’s
enrollment transaction is confirmed by CMS. If the vendor is unable to contact the beneficiary by
phone, the survey will be mailed to the beneficiary; last resort will be a home visit. All calls and
visits, successful and unsuccessful will be documented. Beneficiary responses to the survey calls
and responses to mailed surveys will be entered into the CareConnect system. THP will monitor
adherence to conducting all initial assessments within 90 days of enrollment.

4.2.5 Potential Quality Issues (PQI)
A major part of the CQI Program is the identification and review of potential quality issues and
the implementation of proper corrective action to address confirmed quality of care issues.
A PQI is a deviation or suspected deviation from expected Practitioner performance, clinical care
or outcome of care that cannot be found to be justified without more review. Such issues must be
referred to the Quality Improvement Department for review and investigation.
Peer Review
•

Peer review is conducted in any situation where peers are needed to assess the
appropriateness or necessity of a course of treatment, to review or monitor a pattern of
care provided by a specific practitioner or to review aspects of care, behavior or practice,
as may be considered inappropriate.

•

The Chief Medical Officer handles authorizing the referral of cases for peer review.

•

All peer review consultants (including members of the Credentials/Peer Review or adhoc Peer Review Committees) are duly licensed professionals in active practice.

•

At least one consultant will be a Practitioner with the same or similar specialty training as
the Practitioner whose care is being reviewed, except in those cases where there is no
applicable board certification for the specialty.

•

The Chief Medical Officer can send cases out for a specialty review and consultation to
be used for the peer review process.

•

The Chief Medical Officer will confirm that the peer review consultants have the
necessary experience and qualifications for the review at hand.
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•

The CQI prepares all materials for review by the Peer Review Committee and conducts
all follow-ups, as needed by the Committee.

4.2.6 Patient Safety
Patient safety issues are addressed in several ways:
1. Critical Incidents/ Sentinel Events P&P: Our CQI team tracks and trends all other
reportable incidents, and when necessary, investigates patterns or prevalence of incidents.
The investigation of sentinel events is the shared responsibility of the quality departments
of THP and all its subcontractors for root cause analysis, which is performed in
collaboration with THP’s clinical and network departments.
2.

Drug prescribing issues: all prescriptions are reviewed for member allergies,
polypharmacy and interactions with other drugs. When predefined prescribing criteria are
exceeded, a notice is sent to Trusted, the pharmacist and ordering physician.

3. Administration of childhood vaccines: to minimize the possibility of delayed or missed
vaccines in childhood, Trusted monitors the prompt administration of vaccines from birth
to 18 years of age.
4. Review of all inpatient suicides, suicide attempts and elopements,
The Peer Review Committee is delegated the responsibility to monitor practitioner competency by
incorporating monitoring and evaluation activities which validate medical staff credentials. All
Peer Review findings will be summarized and reported to the QEC. Peer review issues are de-identified for provider/ member confidentiality.
The Risk Management/ Compliance Department handles finding sources of potential and actual
risks, evaluation and control, thus reduce the frequency and severity of adverse events, minimize
loss and contribute to quality care and safety for members, providers, employees and visitors.
The Appeals and Grievance Committee handles the monitoring of member issues. The grievance
process is outlined in detail in the grievance protocols. This Committee creates a forum for the
following:
• Grievance Resolution and calibration of health services on complex grievance issues;
•

Coordinating policy and developing and implementing action plans to correct
administrative and clinical deficiencies within THP which contribute to grievances;

•

Documenting and bringing deficiencies to the attention of the QEC and the BOD with
respect to clinical services provided by THP;
Final level of review prior to arbitration of Small Claims action for members or providers
dissatisfied with a THP grievance disposition.

•
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Adverse Events
Trusted has policies and procedures for documenting, reporting, investigating and addressing
Adverse Events, such as, Critical Incidents; Sentinel (as defined by The Joint Commission) and
Never Events; Health Care Acquired Conditions (HCAC); and Mortalities including responsible
parties for performing each activity. Our policies and procedures (P&Ps) are reviewed and
approved by DHCF and our P&Ps are included in Trusted’s Provider Manual. In addition, we
currently, and will continue to:
• Notify DHCF’s DQHO of all Adverse Events described in C.12.10 within twenty-four (24)
hours of their occurrence or knowledge of their occurrence. Should the event occur on a
Friday, during the weekend or a District holiday, we convey notification on the first workday
after the event.
• Report an Adverse Event follow-up within 30 days of notification to include a root cause
analysis, actions taken, and an evaluation of the corrective actions taken to about the
situation, reduce risk and prevent more occurrences.
Exhibit P: DHCF Sentinel Event/Unusual Occurrence Reporting Form
GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF HEALTH CARE FINANCE
DIVISION OF QUALITY & HEALTH OUTCOMES

ADVERSE EVENT REPORT
PART 1 - REPORTED BY:

MCO/PIHP Name:

1

Person first Reporting Incident:
a. Title/Position:
b. Phone Number:

c. Date Reported:

2

Person Reporting Event:
a. Title/Position:
b. Phone Number:

c. Date Reported:

3

Administration, Division, etc.

PART 2 - TYPE OF INCIDENT:
4
5
6
7

Type of Incident:
Date of Incident:
Location/Place of Incident:
Person(s) Involved:

PART 3 - DETAILS OF INCIDENT:
8
Member First Name:
Member Middle Name:
Member Last Name:
Medicaid ID Number:
Diagnosis, if applicable:

,

Gender:
Date of Birth:
9

(What, How, Why, Date of Follow-up, if applicable ):

PART 4 - ACTION(S) TAKEN AND BY WHOM
10

Note: If necessary, attach separate sheet for additional information.
DHCF (8/1/16)

Mortality Reviews
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Trusted follows all requirements of DHCF to conduct Mortality reviews. Specifically, we:
•

Conduct a mortality review on all Enrollees 0-20 years of age, regardless of whether the
death is a Sentinel Event, and we notify DHCF within twenty- four (24) hours of their
occurrence or knowledge of their occurrence. Should the event occur on a Friday, during the
weekend or a District holiday, we convey notification on the first workday after the event.
• Report a mortality review follow-up within 30 days of notification to DHCF that includes a
root cause analysis, corrective actions taken as well as an evaluation of the actions taken, as
applicable, and the outcome of the review.
• Summarize and report quarterly to DHCF’s Division of Quality and Health Outcomes per
section F.3 all Adverse Events described in C.5.24.9 and Trusted’s actions taken including
the identification of trends and the outcomes of such action.
• Designate a multi-disciplinary committee under the leadership of our Chief Medical Officer
to review Adverse Events as described in section C.5.24.9 as they occur, as well as to review
summary reports on a quarterly basis. The committee when proper, orders and monitors
needed corrective actions, if the action is remediable, and issues necessary protocols
designed to guide providers/practitioners in preventing or giving proper responses to
experienced events or found trends calling for opportunities for improvement activities.
Cooperation with EQRO
Per 42 C.F.R.§ §§ 438.350 and §438.358, Trusted does fully cooperates and collaborates with all
DHCF’s EQRO activities, personnel, and any requests for data/documentation/reports, as well as
any DHCF staff or contractors who are assisting DHCF in its EQRO and CQI efforts.
Auditing and Monitoring
We acknowledge that per Section E, DHCF, its designee, and the EQRO may perform reviews
and audits to ensure that Trusted follows the requirements in this Contract. We are in complete
compliance with this section for our current contract and will continue to be so for this next
contract. We have very clearly defined our auditing and monitoring policies and procedures in
the section Fraud, Waste, and Abuse, all of which follows Section E as noted above.
Corrective Action
Trusted will continue to comply by sending a CAP for approval within ten (10) Business days of
DHCF’s request, and it will include: Stated Goals; a definition of the problem; shown barriers;
our proposed course of action for eliminating barriers; timeframes for beginning and completing
the identified course of action; how to sustain compliance or improvement; assigned
responsibility parties; deliverables; and outcomes/results.

4.2.7 Delegation
If Trusted finds a vendor who wishes to assume selected responsibilities, the entity may be
considered for delegation. An initial delegation readiness assessment is performed on all potential
delegates. A site visit is conducted to verify that the entity is compliant with Trusted requirements
and NCQA standards. Materials which are reviewed prior to delegation include a written
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description of the delegated activity, policies and procedures, reports and other materials. In the
case of UM and CR processes, a file review of up to 30 UM and CR files is conducted using
NCQA’s 8/30 rule. If the delegate successfully passes the pre-delegation audit, the director who
manages the function at Trusted either approves or denies the delegation. S/he may seek the
approval of the QEC. If the delegation is approved, Trusted oversees the delegated activities. The
delegate must send performance and other reports to Trusted as specified in their contract. An
evaluation of the delegation occurs annually, including an annual audit of files, P&Ps and other
documents. If the organization is certified/ accredited by NCQA, Trusted may opt to forgo these
audit activities, as specified in the NCQA standards.
Trusted delegates selected behavioral health QI activities to Beacon Health including availability
of practitioners, accessibility of services, member experience, assessment of SPMI in population,
behavioral health related questions in the CM assessment and adoption of BH clinical practice
guidelines. In addition, Trusted delegates claims processing and utilization management
activities to Beacon, Avesis Dental and Eye, and Meridian PBM and credentialing activities to
Beacon Health, Medical Faculty Associates, Inc, Children’s National Medical Center, Mary’s
Center for Maternal and Child Care and Unity Health Care, Inc.

4.2.8 Communication of QI Program
Communication of QI Program activities to members, practitioners and providers is carried out
through various mechanisms, including but not limited to:
•

Member, provider newsletters and secure portals

•

Member and Provider Handbooks

•

Regulatory body reports and surveys
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5 CQI Work Plan and Evaluation
5.1 CQI WORK PLAN
A CQI Work Plan (attached) is developed and implemented annually by the QEC and approved by
the BOD. The Plan describes its scope and THP’s quality management goals and objectives, planned
projects and activities for the year including continued follow-up on previously found quality issues
and a mechanism for adding new activities to the plan as the need is found. It delineates who is
responsible and the time frame in which planned activities will be achieved. It provides a
mechanism for annual review, evaluation and revision of the Plan with quality management reports
on effectiveness and outcomes, including recommendations for approval, to the CEO and the BOD.

5.1.1 Measuring Effectiveness of Care Management Programs
Care Management Programs, such as Model of Care, PIPs, Disease Management Programs,
Complex Case Management, HEDIS, CAHPS, grievances and PQIs, are measured on a
consistent basis to show effectiveness of the interventions set up. These measurements are set up
through the QEC and specific timeframes for re-measurement and method vary. All
measurements and studies are presented to the QEC and summarized on the annual evaluations,
which are available for regulatory agency review. Quarterly reports are an evaluation of the
progress of the quality improvement activities, as outlined in the Work Plan, and are sent to the
QEC and Board of Directors for review, comment and approval annually.

5.2 ANNUAL EVALUATION
An annual evaluation of the CQI Program is conducted by the CQO or designee to assess the
overall effectiveness of THP’s quality improvement processes. The evaluation reviews all
aspects of the medical and service improvement initiatives, emphasizing whether there have been
shown improvements in the quality of care and service provided to members. The annual
evaluation includes:
•

An assessment of how the year’s goals and objectives were met

•

A review of human and technological resources

•

A summary of quality improvement activities

•

The impact the CQI process had on improving the care and service provided to
members

•

Potential and actual barriers to achieving established goals

•

Recommendations for CQI Program revisions based on the evaluation.

•

Evaluation of quality improvement activities with recommendations

•

Summary and trending of monitoring and evaluation activities

•

Follow-up on earlier studies and reports
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•

Actions taken

•

Effectiveness of those actions and shown improvement in the quality of care and
service provided

The annual evaluation is reviewed and approved by the QEC and the BOD. The results of the
annual evaluation are used to develop and prioritize the next year’s annual work plan.
The evaluation also makes recommendations on future CQI activities, Work Plan revision and
changes to the overall quality program. The report may include graphs, charts and narratives that
emphasize key findings and results. The Executive Committee reviews and approves the
evaluation and next year’s work plan.

5.3 CONFIDENTIALITY
The CQI program and documentation, an integral part of the program, is confidential. All data and
information gotten by this review body, in the exercise of its duties and functions, shall be held in
confidence, and not shown to anyone; except to the extent necessary to carry out the purpose of the
review organization. All data will be coded and identifiable patient information will be destroyed
once data is summarized.
All Committee meeting minutes are confidential and any person involved in their review must have
an oath of confidentiality on record. All members of the Committee shall be required to sign the
confidentiality agreement annually.
THP adheres to HIPAA Regulations. No voluntary disclosure of identifiable member information
or Personal Health Information (PHI) is made without obtaining prior consent from the member
except as required by law. Member information is used only as necessary to meet the
administrative and legal obligations of THP.

5.4 SANCTIONS
Trusted acknowledges that per42 C.F.R. § 438.702, DHCF may employ Contract remedies
and/or sanctions to address any Contractor noncompliance with the Contract and inferior
performance including, but not limited to:
•

Failure to take corrective action or adhere to a CAP;

•

Misrepresenting or falsifying information provided to the DHCF;

•

Failure to follow any reporting requirement and prompt submission

•

Failure to send any DHCF requested performance measure and data analysis; and

•

Additional areas of noncompliance for which DHCF may impose remedies and sanctions
to include, but are not limited to: Marketing Practices; Member Services; Provision of
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Medically Necessary Covered Services; Enrollment Practices, including but not limited
to, discrimination on the basis of health status or need for health services; Provider
Networks; Provider Payments; Financial Requirements including but not limited to,
failure to comply with physician incentive plan requirements or imposing charges that are
in excess of charges permitted under the Medicaid programs; Enrollee Satisfaction;
Performance Standards included in the Contract; NCQA Accreditation; and Violating any
of the other applicable requirements of §s 1903(m) or 1932 of the Act and any
implementing regulations.
Trusted acknowledges that DHCF will use a variety of means to assure compliance with Contract
requirements, and that DHCF will pursue remedial actions or improvement plans for the
Contractor to implement to resolve outstanding requirements. If the remedial action or
improvement plans are not right or are not successful, Contract sanctions will be implemented.
We also understand that DHCF may use intermediate sanctions as described in 42 C.F.R.§
438.700.

5.5 APPROVAL
______________________________________
Chief Quality Officer

_____________________________
Date

______________________________________
Chief Executive Officer

_____________________________
Date
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