
State of California—Health and Human Services Agency 
Department of Health Care Services 

JENNIFER KENT EDMUND G. BROWN JR. 
DIRECTOR GOVERNOR 

Managed Care Quality and Monitoring Division 
1501 Capitol Avenue, P.O. Box 997413, MS 4400 

Sacramento, CA 95899-7413 
Phone (916) 449-5000     Fax (916) 449-5005 

www.dhcs.ca.gov 

August 24, 2016 

John Grgurina Jr., CEO 
50 Beal St, 12th Floor 
San Francisco, CA 94105 

RE:  Department of Managed Health Care 1115 Waiver Seniors and Persons with 
  Disabilities Survey 

Dear Mr. Grgurina: 

The Department of Managed Health Care conducted an on-site 1115 Waiver Senior and 
Persons with Disabilities (SPD) Survey of San Francisco Health Plan, a Managed Care 
Plan (MCP), from March 9, 2015 through March 13, 2015.  The survey covered the 
period of January 1, 2014 through December 31, 2014. 

On August 23, 2016, the MCP provided DHCS with additional information regarding its 
Corrective Action Plan (CAP) in response to the report originally issued on February 3, 
2016. 

All items have been reviewed and found to be in compliance.  The CAP is hereby 
closed.  The enclosed report will serve as DHCS’ final response to the MCP’s CAP.  

Please be advised that in accordance with Health & Safety Code Section 1380(h) and 
the Public Records Act, the final report will become a public document and will be made 
available on the DHCS website and to the public upon request. 

If you have any questions, feel free to contact Farzaneh Aflatooni, Analyst, Compliance 
Unit, at (916) 319-9714 or CAPMonitoring@dhcs.ca.gov.  

Sincerely, 

Jeanette Fong, Chief 
Compliance Unit 

Enclosures:  Attachment A CAP Response Form 

mailto:CAPMonitoring@dhcs.ca.gov
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cc:      Jonathan Prince, Contract Manager 
 Department of Health Care Services 
 Medi-Cal Managed Care Division 
 P.O. Box 997413, MS 4408 
 Sacramento, CA 95899-7413 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



  
  

 
  

 
 

              

 

 
 

 
 

 
 

 
 
 

 
 

 

 
  

 
 

  

 
 

 
 

 
  

 

 
   

 
 

 
 

 
  

  
  

 
 

 
     

 
  

  
   

    
 

 
 

 

 

 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

    
  

 
  

 
 

 
 

 
 

 
 
  

ATTACHMENT A 
Corrective Action Plan Response Form 

Plan Name: SAN FRANCISCO HEALTH PLAN 

Review/Audit Type: DMHC Medical SPD Survey Report Review Period: 01/01/2014-12/31/2014 

Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

Utilization Management 

Potential deficiency #1: 
The Plan’s Notice of Action 
(NOA) denial letters do not 
consistently include: 
• A clear and concise

explanation of the
denial;

• A description of the
criteria or guidelines
used to make the
decision; and

• The clinical reasons for
the decision regarding
medical necessity.

SFHP recognizes the opportunity to 
improve NOA letters to facilitate 
better member understanding. It is a 
difficult balance to meet the 
requirement to be transparent about 
the medical criteria and factors that 
contributed to the decision making 
and also convey a clear and concise 
reason for the clinical decision at a 
6th grade reading level. 

To correct this deficiency, template 
NOA letters have been revised. 
SFHP has implemented the following 
processes to correct this deficiency. 

• Notice of Action rationale
templates for denial of plan
excluded drugs were updated
to clarify the requested
medications are denied due
to not being a covered
benefit. (implemented

2015 Survey 
Deficiency NOA 
Rationale 

Monitoring 
and Auditing 
Implemented 
November 
2015 

Template 
language 
changes 
partially 
implemented 
in May 2015; 
full 
implementatio 
n expected by 
04/31/2016. 

04/26/2016 - SFHP submitted 
the following documentation: 

-A revised NOA template
letter which requires the plan
to input criteria/guidelines
and clinical reason.

-An audit titled “UM Denied
Inpatient Audit” as evidence
that NOA letters were
reviewed for compliance with
1367.01(h)(4).

This deficiency is closed. 



   

 
 

 

 
 

 
 
 

 
 

 

 
  

 

  

 
 

  
  

 
 

 
  

  
 

 

  
 

 
  

  
    

 
  

 
  

  
 

Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

04/27/2015) 

• Concurrent Review denial 
letter templates were updated 
to state which dates are 
approved and which dates 
are denied. (April 2016) 

• Denial Letters will state 
specific subset of criteria 
used (i.e. 2015 InterQual 
Acute Care subset XXX) in 
the NOA, along with a 
statement directing members 
to contact SFHP for a copy of 
the specific criteria. 
(Statement regarding 
requests for criteria added in 
May 2014, subset criteria 
language effective April 2016) 

In addition, effective November 2015, 
SFHP implemented the following 
processes for oversight of the NOA 
letter content: 

• The UM department 
established a quarterly audit 
process of denial letters. 

• The Compliance Department 
will conduct audits of NOA 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

letter content for Pharmacy 
and UM 

1.1 The Plan fails to 
consistently include a clear 
and concise explanation of 
the denial. 

SFHP recognizes the opportunity to 
improve NOA letters to facilitate 
better member understanding. It is a 
difficult balance to meet the 
requirement to be transparent about 
the medical criteria and factors that 
contributed to the decision making 
and also convey a clear and concise 
reason for the clinical decision at a 
6th grade reading level. 

To correct this deficiency, template 
NOA letters have been revised. 
SFHP has implemented the following 
processes to correct this deficiency. 

• Notice of Action rationale 
templates for denial of plan 
excluded drugs were updated 
to clarify the requested 
medications are denied due 
to not being a covered 
benefit. (implemented 
04/27/2015) 

This deficiency is closed 
(as above in Deficiency #1). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

• Concurrent Review denial 
letter templates were updated 
to state which dates are 
approved and which dates 
are denied. (April 2016) 

• Denial Letters will state 
specific subset of criteria 
used (i.e. 2015 InterQual 
Acute Care subset XXX) in 
the NOA, along with a 
statement directing members 
to contact SFHP for a copy of 
the specific criteria. 
(Statement regarding 
requests for criteria added in 
May 2014, subset criteria 
language effective April 2016) 

In addition, effective November 2015, 
SFHP implemented the following 
processes for oversight of the NOA 
letter content: 

• The UM department 
established a quarterly audit 
process of denial letters. 

• The Compliance Department 
will conduct audits of NOA 
letter content for Pharmacy 
and UM 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

1.2 The Plan fails to 
consistently include the 
clinical reason and the criteria 
or guidelines used to make 
the decision. 

SFHP recognizes the opportunity to 
improve NOA letters to facilitate 
better member understanding. It is a 
difficult balance to meet the 
requirement to be transparent about 
the medical criteria and factors that 
contributed to the decision making 
and also convey a clear and concise 
reason for the clinical decision at a 
6th grade reading level. 

To correct this deficiency, template 
NOA letters have been revised. 
SFHP has implemented the following 
processes to correct this deficiency. 

• Notice of Action rationale 
templates for denial of plan 
excluded drugs were updated 
to clarify the requested 
medications are denied due 
to not being a covered 
benefit. (implemented 

This deficiency is closed 
(as above in Deficiency #1). 
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 Deficiency Number and 

 Finding 

 
 Action Taken 

 
 Implementation 
 Documentation 

 Completion/ 
 Expected 

Completion 
Date  

 
DHCS Response   

 04/27/2015) 

 •  Concurrent Review denial 
letter templates were updated 
to state which dates are 

 approved and which dates 
 are denied. (April 2016) 

 • Denial Letters will state 
  specific subset of criteria 

 used (i.e. 2015 InterQual 
 Acute Care subset XXX) in 

 the NOA, along with a 
  statement directing members 

  to contact SFHP for a copy of 
 the specific criteria. 

(Statement regarding  
requests for criteria added in 
May 2014, subset criteria 

  language effective April 2016) 
 

 In addition, effective November 2015, 
 SFHP implemented the following  

  processes for oversight of the NOA 
 letter content:    

 
 • The UM department  

established a quarterly audit  
 process of denial letters.  

 •  The Compliance Department 
 will conduct audits of NOA 
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Deficiency Number and  

Finding  

 
Action Taken  

 
Implementation  
Documentation  

Completion/  
Expected  

Completion 
Date  

 
DHCS Response   

letter content  for Pharmacy  
and UM   

 
 

Potential Deficiency #2:   
The Plan does not have 
adequate oversight  
mechanisms in place to  
ensure that delegated entities
comply with the Plan’s  
contract with DHCS.  
 

SFHP disagrees with this  finding. At  
the time of  the audit, SFHP had in 
place policy and procedure PR-12 
Oversight of Functions Delegated to  

  Medical Groups, which had been in 
effect since 1997. Annual audits of  
delegated  functions  were conducted  
and results of  the 2014 delegated  
groups were provided to auditors.    
 
In November  2014,  the Delegated  
oversight program was expanded to 
include the development  of  a 
committee dedicated to  Delegated  
Provider issues.  The Delegated 
Network Oversight  Committee  
(DNOC) was  formed in November  
2014 and fully operational in 
February 2015.   In addition,  SFHP 
developed and implemented 
additional policies and procedures  to 
sustain SFHP’s structure  for delegate  
oversight.  Please see attached.    
 
   
 

DO-01 Delegated 
Network Oversight  
Committee  
DO-02 Oversight  
of Delegated 
Functions  

 

Additional  
Delegated  
Oversight 
Policies fully  
implemented  
by February  

 2015 

04/26/2016  - SFHP submitted  
the following examples of  
delegation oversight, including  
but not limited to:  
 
-P&P “DO-01: Delegated  
Network Oversight  
Committee”  (03/22/16) that  
established the Delegated 
Network Oversight  Committee  
(DNOC) and outlines its  
responsibilities and oversight 
functions.   
 
-P&P “DO-02 O versight of  
Delegated Functions” 
(03/22/16)  which defines the  
process and scope of  
oversight activities.   
 
-“SFHP Oversight  2016 Audit  
Schedule” which indicates the  
projected audit schedule for  
each delegate including  
required CAP responses.  
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 Deficiency Number and 

 Finding 

 
 Action Taken 

 
 Implementation 
 Documentation 

 Completion/ 
 Expected 

Completion 
Date  

 
DHCS Response   

-The December 10, 2015 Peer  
 Advisory Committee Minutes 

which includes discussion of  
the results of the credentialing  

 audit for medical groups. 
 

 -The December 10, 2015 QIC 
 meeting minutes which 

 include documented 
 discussion of Beacon. 

 
-The 09/10/2014 CAP issued 

  to NEMS as evidence that the 
Plan requires corrective action 
from delegates.   
 
-Copies of delegation 

 agreements which specifies 
 remedies and penalties for not  

 meeting delegated 
 responsibilities. 

 
 -Sample “2014 Annual 

  Oversight Audit Results” for 
 four delegates. 

 
 This deficiency is closed. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

2.1 Quality Improvement 
Committee 

A review of the Quality 
Improvement Committee 
(QIC) Meeting Minutes for 
2014 revealed no active 
discussion regarding 
oversight of delegated 
groups.  Delegate utilization 
data was not presented, 
reviewed, or discussed. A 
delegated medical group 
audit was conducted in 2013. 
The audit included a variety 
of operational areas, such as 
credentialing, utilization 
management, health 
education, culture and 
linguistics, facility sites, timely 
access, and claims. The 
results, dated January 27, 
2014, were presented in the 
June 2014 meeting of the 
QIC. However, the minutes 
do not show that there was 
any discussion regarding the 
results of the audit. 

Although the 2014 Delegated 
Oversight audit results were 
presented to QIC, the discussion was 
not thoroughly documented in the 
meeting minutes. To correct this 
deficiency in the following audit year, 
2015, a detailed analysis of all 
delegated medical group Quality 
Improvement, Utilization 
Management, and Case 
Management audit results was 
submitted to and discussed in Quality 
Improvement Committee (QIC), 
Utilization Management Committee 
(UMC) and also Physician Advisory 
Committee (PAC) meetings. 

Subsequent audits will continue to be 
presented to QIC, PAC, and UMC. 

2.1_Audit_Calend 
ar_2016 
2.1_Health Plan 
Encounters 
CHI_201410 
2.1_PAC 12-2015 
Meeting Minutes 
2.1_QIC 12-2015 
Meeting Minutes 
2.1_SFHP UM 
Dashboards Q3
2014 (CCHCA) 
2.1_UMC 12-2015 
Meeting Minutes 
2.1_Utilization – IP 
and OOMG 
External 
CHI2014-10-14 
00.00.08.043 

Fully 
Implemented 
by 12/17/2015 

This deficiency is closed (as 
above in Deficiency #2). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

2.2 Staff Interviews  
 
Plan staff  stated in interviews  
that the Plan has  just begun,  
in recent months,  laying the 
foundation for  a more 
responsive delegation  
oversight—  admittedly in 
large part because of  the  
corrective activities required 
by the Department.  Plan staff  
stated that no Delegation  
Oversight Committee existed 
prior  to December 2014.   
Plan staff  cited high staff  
turnover as a complicating 
factor to inadequate 
delegation oversight.     
 

2.3 Plan  Policy: Oversight  
of  Delegated UM Function  
 
Plan Policy  DO-02,  Oversight  
of Delegated UM Functions,  
effective November 1, 2014,  
outlines the Plan’s monitoring 
of delegated entities.  Plan 
policy  DO-04, Oversight of  

At  the  time of  the audit,  SFHP had in 
place policy and procedure PR-12 
Oversight of Functions Delegated to  
Medical Groups, which had been in 
effect since 1997. Annual audits  of  
delegated  functions  were conducted  
and results of  the 2014 delegated  
groups were provided to auditors.    
 
In November 2014, the  Delegated  
oversight program was expanded to 
include the development  of a  
committee dedicated to  Delegated  
Provider  issues. The Delegated 
Network Oversight  Committee  
(DNOC) was  formed in December  
2014 and fully operational in 
February 2015.   In addition, SFHP  
developed and implemented 
additional policies and procedures  to 
sustain SFHP’s structure  for delegate  
oversight.  Please see attached.  
SFHP does not believe that  this is a  
valid finding.  At  the time of the audit,  
SFHP had in place policy and 
procedure PR-12 Oversight  of  
Functions Delegated to  Medical  
Groups, which had been  in effect  
since 1997. Annual audits of  
delegated functions  were conducted  
and results of  the 2014 delegated  
groups were provided to auditors.   

Documentation 
provided at the 
time of  the DMHC 
audit in 2015.  

2014 NEMS UM  
Audit  

Fully  
implemented  
by January  
2015  

This process  
has been in 
effect since 
1997,  
however,  
improvements  
to the 
program were  
fully  
implemented  

This deficiency is closed  (as 
above in Deficiency  #2).  
 

This deficiency is closed  (as 
above in Deficiency  #2).  
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

Delegated UM Functions, 
effective January 2, 2015, 
replaced this policy. 
However, Plan policy DO-04, 
Oversight of Delegated UM 
Functions, was the policy 
effective during the survey 
review period of January 1, 
2014 – December 31, 2014 
and states: 

MONTHLY AND 
QUARTERLY 
MONITORING: SFHP 
receives encounter 
data, prior 
authorization data, 
UM, and CM reports. 
SFHP staff reviews 
and processes the 
data and reports, and 
provide feedback or 
request additional 
information or 
corrections from the 
delegate as needed. 

During interviews, Plan staff 
stated that this policy was 
implemented after the 2013 
delegated medical group 
audit. 

In 2014, weekly, monthly and 
quarterly monitoring reports for 
DMGs, including encounter data, 
Prior authorization metrics, and UM 
and CM reports, were received and 
reviewed according to the standing 
delegation agreement.  In 2014, 
SFHP audited UM functions and 
requested a CAP from the delegated 
medical group NEMS. Please see 
the results of the NEMS 2014 UM 
audit, section UM 12: Emergency 
Services, Page 21, for the corrective 
action plan description, 
implementation dates, and SFHP 
comments indicating fulfillment of the 
CAP. Evidence of this process was 
provided to the auditors, both onsite 
and also in response to their draft 
findings.  SFHP will continue this 
process. 

In November 2014, the Delegated 
oversight program was expanded to 
include the development of a 
committee dedicated to Delegated 
Provider issues. The Delegated 
Network Oversight Committee 
(DNOC) was formed in December 
2014 and fully operational in 
February 2015. In addition, SFHP 

by February 
2015 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

developed and implemented 
additional policies and procedures to 
sustain SFHP’s structure for delegate 
oversight.  Please see attached. 

2.4 Delegation Agreements 

The Plan created Delegation 
Agreements after the 2013 
delegated medical group 
audit and will be upgrading 
them as the Plan 
communicates with providers 
on how to proceed with 
corrective action plans. 

Please refer to the attached 
executed contracts between SFHP 
and its delegates including signature 
pages indicating mutual agreement 
for delegated functions. These 
contracts describe the functions that 
have been delegated (QI, UM, 
Credentialing, Claims, and Appeals 
and Grievances), as well as 
remedies and penalties for not 
meeting the responsibilities 
associated with delegated functions. 

2.4 NEMS  
Contract Fully  
Executed 4.1.2000  
 
2.4 BTP Contract  
Fully Executed 
9.1.2010  
 
2.4 CCHCA  
Contract Fully  
Executed 1996  
 
2.4 HILL Contract  
Fully Executed 
6.1.2010  
 
2.4 Kaiser  
Contract Fully  
Executed 05 01 
2012  
 
2.4 CPG Contract  
Fully Executed 
2003  

This deficiency is closed (as 
above in Deficiency #2). 

- 12 



   

 
 

 

 
 

 
 
 

 
 

 

 
  

 
 

 
 

 
  

  
  

  
 

 
   

 
 

  
 

  
  

 
 

  
 

 
 

  

  
  

  
  
  

 
   

  
  

 
 

 
 

 

 
  

 
 

  
 

 
 

 

 
 

 

 
 

 

 
 

 
 

 

 
  

 

Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

2.4 UCSF 
Contract Fully 
Executed 10.01.02 

2.5 Delegates’ Utilization 
Management Data 

The Plan delegates UM 
functions to five provider 
groups.  Policy DO-04, 
Oversight of Delegated UM 
Functions, describes the 
mechanisms used by the 
Plan to oversee the 
delegates: 

(1) Review and evaluation of 
monthly or quarterly reports 
and data submission; 
(2) Annual audits; 
(3) A combination of monthly 
or quarterly reviews in 
addition to an in depth review 
at the annual audit; and 
(4) Review of referral logs, 
denial logs, evaluation of 
trends, determination of the 
appropriateness of referrals 
and denials, and providing 

SFHP does not believe that this is a 
valid finding.  At the time of the audit, 
SFHP had in place policy and 
procedure PR-12 Oversight of 
Functions Delegated to Medical 
Groups, which had been in effect 
since 1997. Annual audits of 
delegated functions were conducted 
and results of the 2014 delegated 
groups were provided to auditors. 

In 2014, weekly, monthly and 
quarterly monitoring reports for 
DMGs, including encounter data, 
Prior authorization metrics, and UM 
and CM reports, were received and 
reviewed according to the standing 
delegation agreement.  In 2014, 
SFHP audited UM functions and 
requested a CAP from the delegated 
medical group NEMS. Please see 
the results of the NEMS 2014 UM 
audit, section UM 12: Emergency 
Services, Page 21, for the corrective 
action plan description, 
implementation dates, and SFHP 

2014 NEMS UM 
Audit 

This process 
has been in 
effect since 
1997, 
however, 
improvements 
to the 
program were 
fully 
implemented 
by February 
2015 

This deficiency is closed (as 
above in Deficiency #2). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

feedback when timeframes  
are not met.    
 
However, the Plan concedes  
that they are  just beginning to  
undertake these activities.   
Plan staff stated that  
delegates’ UM data was  
reviewed for only the  first time  
in 2014.   The Plan will begin 
reviewing delegates’ UM data  
at least twice a year,  
including UM denials  

comments  indicating fulfillment  of the 
CAP. Evidence of  this process was  
provided to the auditors,  both onsite  
and also in response to their draft  
findings.  SFHP will continue this  
process.  
 
In November 2014, the  Delegated  
oversight program was expanded to 
include the development  of a  
committee dedicated t o Delegated  
Provider issues.  The Delegated 
Network Oversight  Committee  
(DNOC) was  formed in December  
2014 and fully operational in 
February 2015.   In addition, SFHP  
developed and implemented 
additional policies and procedures  to 
sustain SFHP’s structure for  delegate 
oversight.  Please see attached.  

2.6 Interrater Reliability 
Assessment among Staff  
 
Interrater reliability (IRR)  
assessment among 
delegated providers’  
authorization reviewers and 
quality  
improvement/assurance 
auditors is a mechanism  

SFHP disagrees with this  finding and  
would like to note that IRR  
assessments  are not a regulatory or  
contractual requirement of the Medi-
Cal program; the  finding i s without a 
contractual basis.  This finding  
should be removed.    
However,  SFHP does  review 
delegates’ IRR practices  during its  
annual audits. Please refer  to section 
“NCQA UM 2: Clinical Criteria  for UM  
Decisions; Element C: Consistency  

2.6 
BTP_2014_UM_A 
udit_Summary_of_ 
Results_Final  
 
2.6 
CCHCA_2014_U 
M_Audit_Summar 
y_of_Results  
 
2.6 
Hill_2014_UM_Au 

This deficiency is closed  (as 
above in Deficiency  #2).  
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

widely used in the health care  
industry to promote  
consistent application of  
standards set by health  plans.  
Plan staff conceded that the 
Plan has not conducted any  
IRR assessment among i ts  
auditors who conduct  
delegate audits.  Nor had the  
Plan investigated whether  
delegates  conduct IRR  
assessment among their own 
nurse  and physician 
reviewers.   Plan staff stated 
that while it confirms  that  
delegates have IRR policies  
and procedures in place, it  
does not review delegates’  
IRR  assessment results.  

in Applying Criteria” in the 2014 UM  
audit  reports for each medical  group.  
This information was provided during  
the onsite audit.     
During  the audit period and beyond,  
SFHP  auditors conducted file review  
work in pairs.  In addition, Delegation 
Oversight Manager reviews each 
audit report;  these practices allow for  
agreement, or concordance, among  
reviewers.   In addition, SFHP will  
include an IRR assessment of  
auditor  findings to the delegated 
oversight audits in 2016.  A detailed 
review of IRR  results will be included 
in the SFHP’s 2016 Oversight Audit  
of its delegates.   The audit tool is  
under development and is expected 
to be completed by 4/30/2016.  

dit_Summary_of_ 
Results_Final  
 
2.6 
NEMS_2014_UM_ 
Audit_Summary_o 
f_Results_Final  

2.7.   Monitoring of Under- 
and Over-Utilization  
 
Rule 1300.70(b)(2)(H)(1) -(2)  
requires plans that have 
capitation or risk-sharing 
contracts to  “have systems in  
place to monitor QA  
functions” and to “[h]ave a 

During t he audit period, the plan 
monitored overutilization of inpatient  
metrics by medical  group and 
SPD/non-SPD  population.  The plan 
also reviews utilization of services  
with SFHN to  identify trends and 
actionable items  to ensure proper  
coordination of care of members  in  
medical groups.  Analysis of over and 
underutilization is provided to the  

2.7_Utilization –  IP 
and OOMG   
External   
NEM_2015-07  
 
2.7_Utilization –  IP 
and OOMG   
External   
HIL_2015-10  
 

This deficiency is closed  (as 
above in Deficiency  #2).  
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

mechanism to detect and 
correct under-service by an 
at-risk provider  …, including  
possible underutilization of  
specialist services and 
preventive health care  
services.”   Rule 
1300.70(b)(2)(G)(5)  requires  
plans  “[e]nsure that for  each 
provider  the quality  
assurance/utilization review  
mechanism will encompass  
provider  referral and 
specialist care patterns of  
practice …”   The Plan 
conducts HEDIS audits and it  
measures  emergency room  
readmission rates  on an 
annual basis, as required by  
the Department.  When  
queried what other  
mechanisms were in place to  
monitor under- and over-
utilization of  services at the 
delegate level, Plan staff  
stated that  the Plan is  
currently developing these 

Delegated Medical Groups on a  
quarterly basis and is a regular  
agenda item in both UM Committee 
and the Delegation Network  
Oversight Committee.   
 
As stated in the SFHP Corrective 
Action Plan from  the 2014 DHCS  
audit, which was approved in 
December 2014, benchmarking  
criteria was developed and 
implemented on January 15, 2015.  
The benchmarking was  developed 
and implemented according to the 
DHCS-approved Corrective Action 
Plan.  SFHP adopted utilization 
benchmarks for  ALOS, Inpatient  
Days, Readmits, ED Visits based on  
HEDIS and DHCS metrics.  These  
benchmarks were integrated into  
internal reports and various  
delegated medical  group reports.  
The internal  review, calibration and  
methodology  evaluation, of  the 
benchmarks has been  fully  
implemented.  
 
As stated above, the CAP related to  
the DHCS medical audit  was  
approved in December 2014.  At the  
time of  the onsite audit in March 
2015, some corrective actions, such 

2.7_Utilization –  IP 
and OOMG   
External   
NMS_2015-07  
 
2.7_Utilization  IP 
and OOMG   
External   
BTP_2015-10  
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

mechanisms as part of  
monitoring activities it will 
undertake.   Plan staff further  
stated that  referral tracking is  
under “exploratory  review.”  

as the referral tracking r eport, were 
in the process of being implemented.   
Staff did not state that referral  
tracking was “under exploratory  
review.”   With the timing of  back-to
back audits, health plans have little 
time to implement corrective actions  
between the approval of  a corrective 
action plan and the next  onsite audit.  
 
Utilization  data regarding PCP  visits, 
Specialists, OOA  referrals, urgent  
care, and outpatient visits per 1000 
visits  were added to the monthly  
utilization report  throughout 2015 and 
have been fully incorporated  as of  
3/2016.  

Availability and Accessibility   
Potential Deficiency #3:   
The Plan does not ensure 
that its  contracted provider  
network has adequate 
capacity and availability  of  
licensed health care providers  
to  offer members  
appointments that  meet  
required appointment wait  
time standards.  Specifically,  
the Plan does not have 
adequate compliance 
monitoring procedures in  

In early 2015, prior  to the onsite 
audit,  SFHP began dev eloping the 
Access  to Care Committee (ACC)  to  
monitor and review timely access  
and network  management data on a 
regular  basis.   The committee  
became operational in July 2015.   
Priorities  of  the ACC include:  
•  Development of a  dashboard that  

represents key  access measures,  
particularly  appointment access  

•  Review of  the dashboard  

QI-05  
 
QI-14  
 
QI-06  
 
PR-07  
 
PR-20  

11/10/15 04/26/2016- SFHP submitted 
the following  documents:   
 
-P&P “QI-14: Access to  Care 
Committee” (01/04/16) which 
describes  the establishment of  
the plan’s Access  to Care 
(ATC) Committee  to monitor 
network access and 
availability data, including 
requesting CAPs as  
necessary.   
 

- 17 



   

 
 

 

 
 

 
 
 

 
 

 

 
  

   
 

 
  

 
 
  

  
 

 
 

 
  

 
    

 
 

 
 

 

 
 

 
  

   
 

  
   

 
 

   
 

  

 

 
 

 

 
  

 
 
  

  

 
  

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 
 

Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

place and does not ensure 
that effective action is taken 
to improve care where 
deficiencies are identified. 
3.1. The Plan’s contracted 
provider medical 
groups/provider network are 
not consistently meeting 
timely access standards for 
primary care and specialty 
appointments. 

quarterly to identify non
compliance with timely access 
regulations in the SFHP provider 
network 

• A request for proposals for a 
telemedicine contract to increase 
access to urgent care 
appointments 

• Development and distribution of a 
provider communication to 
remind providers about the 
access standards 

See attached Policy and Procedure, 
QI-14 regarding the responsibilities 
of the Access to Care Committee. 

The ACC reviews provider-to
member ratios and provider capacity 
on a quarterly basis. SFHP’s 
provider-to-member ratios policy, 
PR-07, was rewritten in October 
2015 to include additional monitoring 
standards. 

In 9/2015, SFHP revised QI-05, 
SFHP’s access policy, to indicate 
that timely access appointment wait 
times will be monitored using the 
Provider Appointment Availability 
Survey (PAAS).  Various types of 
appointments will be reviewed 

-The December 10, 2015 QIC 
Minutes (page 8) which 
includes documented 
discussion of the 
establishment of the ATC 
Committee. 

- “San Francisco Health Plan 
2015 Program Evaluation” of 
Beacon (12/10/15) which 
demonstrates monitoring of 
appointment wait times for 
routine and urgent 
appointments within the Plan’s 
standard of 80% (slide #9). 

-The plan has submitted 
samples of CAPs that were 
issued to providers that were 
found to be non-compliant 
with appointment wait time 
standards for primary and 
specialist appointments. 
Which aligns with the 
requirement outlined in the 
P&P QI-05 

This deficiency is closed. 
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Documentation 

Completion/ 
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Completion 
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DHCS Response 

including primary care, specialty, 
ancillary, etc.  Any performance by a 
medical group that is below 80% in a 
given appointment type category will 
initiate investigation and possible 
corrective action pursuant to PR-20. 

SFHP also continues to monitor 
grievances related to wait times in 
provider offices through the 
Grievance Review Committee 
(GRC). GRC is comprised of a 
cross-functional team of SFHP staff 
members, including the Chief 
Medical Officer and Medical 
Directors, who review all grievance 
resolutions twice a week. The GRC 
requests follow up with providers 
regarding individual grievances. 

System grievances, defined as three 
or more grievances in three months 
in the same grievance category for 
the same provider site, are 
investigated further as potential 
trends. Based on individual 
grievances or indication of system 
issues, GRC may also initiate 
investigations and request corrective 
action plans pursuant to PR-20. 

- 19 
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DHCS Response   

 3.2 The Plan fails to 
 implement prompt 

investigation and corrective 
action when compliance 

  monitoring discloses that the 
 plan’s provider network is not 

 sufficient to ensure timely 
 access. 

 

   SFHP identifies patterns of non
 compliance with the Timely Access 

Regulation through activities of the 
  Access to Care Committee (ACC), 

 described in Finding #3 above, and 
 the Grievance Oversight Committee.   

 The GOC is comprised of many of  
  the same staff members as the 

 Grievance Review Committee.    The 
 GOC meets monthly and discusses 

 trends identified in grievances.    
 

   The ACC and the GOC may request  
investigation and corrective action as  
a result of deficiencies identified in 

 access data pursuant to PR-20,  
SFHP’s policy and procedure 
regarding External Corrective Action 
Plans.    PR-20 (attached) was 

  implemented in October 2015. 
 
SFHP utilized the following 

  methodologies and tools to identify 
patterns of non-compliance with the 
appointment wait times standards in 
Rule 1300.67.2.2 specifically:    
 

 QI-05 (see 
documents under  

 #3) 
 

 QI-14 (see 
documents under  

 #3) 
 

 QI-06 (see 
documents under  

 #3) 
 

 PR-20 (see 
documents under  

 #3) 
 
Non-Compliance 

 Methodology  
 
Patterns of Non-

 Compliance 

  This deficiency is closed (as 
  above in Deficiency #3). 
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1.  Provider Appointment Availability  
Survey (PAAS) results  

Pursuant to Policy and Procedure  
QI-05, SFHP requests corrective  
actions from  provider groups  that  
have a compliance rate  of less than  
80%.  Results  from  the survey  will  
be shared with each provider group  
and any provider  group not  meeting  
SFHP’s standards outlined in the  
policy QI-05 Monitoring Accessibility  
of Provider Services will  be subject  
to corrective action.   Based on the 
Measurement Year 2015 results,  
SFHP will be requesting c orrective 
action plans  from all provider  
groups.  
 
2.  Grievances and Appeals data  
SFHP identifies patterns  of non
compliance through review  of  
grievance and appeal data.   In 
addition to grievances and appeals  
filed by or on behalf of SFHP  
members, SFHP also examines  
exempt grievances,  Decline-to-File  
grievances and Potential Quality  
Issues  (PQIs) for  provider trends.   
 
SFHP Grievance Review Committee  
reviews grievance data on a twice  
weekly basis and the GOC reviews  
grievance data on a monthly basis.   
Three or more grievances  regarding 
an issue and a particular  provider  
(individual, clinic, or medical group)  

- 21 
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Completion/ 
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Completion 
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DHCS Response 

that are identified within the 
preceding three months will trigger 
analysis and discussion by SFHP’s 
GOC.  The GOC discuss grievance 
trends and recommend corrective 
action plans pursuant to PR-20. 

Based on this review of grievance 
trends, SFHP identified access-
related concerns for two providers 
during Measurement Year 2015. 
Descriptions of the corrective actions 
taken are included in the attached 
document, “Patterns of Non-
Compliance.” 

3.3 The Plan fails to monitor 
timely access for mental 
health providers. 

SFHP has not failed to monitor timely 
access to mental health care 
services. SFHP’s policy and 
procedure, QI-05, regarding 
Monitoring Accessibility of Provider 
Services was revised in March 2014 
to include the access standards for 
mental health services, to assist with 
monitoring of psychiatrist and non-
physician mental health 
appointments. SFHP participates in 
the Industry Collaborative Effort 
(ICE) for administering the Provider 
Appointment Availability Survey 
(PAAS), which monitors appointment 
wait times for mental health care in 
compliance with the methodology 

QI-05 (see 
documents under 
#3) 

Patterns of Non-
Compliance 

Process was 
fully 
implemented 
11/10/15 

This deficiency is closed (as
above in Deficiency #3). 
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developed by DMHC. 

Beginning in June 2015, SFHP 
provides non-specialty outpatient 
mental health services to Medi-Cal 
members through a contracted 
vendor, Beacon Health Strategies 
(“Beacon”).  Beacon is an NCQA-
accredited entity which provides 
utilization management of mental 
health services and manages a 
network of mental health providers 
on SFHP’s behalf. In 2015 SFHP 
reviewed Beacon Health Strategies’ 
Quality Improvement Plan and 
Evaluation which includes monitoring 
providers’ appointment wait times. 
SFHP reviews Beacon’s Quality 
Improvement Plan and Evaluation on 
an annual basis. 

Potential Deficiency #4:   
The Plan did not report valid 
rates of compliance with 
appointment availability time 
elapsed standards  for each of  
its contracted provider  groups  
for Reporting Year 2014.   
Because the Plan provided 
erroneous sampling data to 
the vendor  that conducted its  
appointment availability  
survey, it was unable to  

As stated in the Measurement Year  
2014 Annual  Timely Access Report  
(submitted to DMHC on March 31,  
2015), SFHP  reported the survey  
flaw immediately upon discovery  and 
committed  to  the following  report 
submission to the DMHC:  
1.  Ensure SFHP staff  members  

have a correct understanding of  
the survey  requirements prior to 
implementing the survey  with the  
vendor.  

QI-05 (see 
documents under  
#3)  
 
Patterns of Non-
Compliance  

March 31,  
2016  

04/26/2016- SFHP submitted  
a memo to the Q IC  and  
Access  to Care Committee 
(03/28/16)  which included a 
description of  the Provider  
Appointment Availability  
Survey methodology and  
results.  The memo indicated 
that  SFHP selected a 
randomized sample of each 
type of provider  for each  
medical group.   SFHP 

- 23 
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submit a valid rate of 
compliance with time elapsed 
appointment wait time 
standards for each of its 
contracted provider groups in 
its annual Timely Access 
Report as required by Rule 
1300.67.2.2(g)(2)(B) and 
Rule 1300.67.2.2(d)(2). The 
Plan could not ensure that it 
had identified and reported 
any patterns of non
compliance because it lacked 
valid data on appointment 
wait times, as required by 
DHCS-SFHP Contract Exhibit 
A, Attachment 9, Provision 3 
and Rule 
1300.67.2.2(g)(2)(C)(2).  As a 
result of this failure, the Plan 
was unable to implement 
prompt investigation and 
corrective action as required 
by Rule 1300.67.2.2(d)(3). 
Therefore, the Department 
finds the Plan in violation of 
these contractual and 
regulatory requirements. 

2. Follow the DMHC methodology 
requirements to segment 
provider data by provider group 
to ensure a meaningful sample 
sizes for each. 

3. Oversample primary and 
specialty care to account for 
physician office refusal to 
participate in the survey. 

4. Monitor ICE-contracted survey 
vendor weekly to remediate 
potential low response rates, 
identify any issues, and allow 
sufficient time for analysis. 

SFHP was also monitoring 
grievances for any related to timely 
access to mental health services 
during the audit period in 2014. 

For Measurement Year 2015, SFHP 
correctly implemented the DMHC 
Provider Appointment Availability 
Survey Methodology including the 
provider sample size selection 
requirements.  As a result, SFHP 
returned valid results for the 
Measurement Year 2015 Provider 
Appointment Availability Survey 
(PAAS), and the results were part of 
the Annual Timely Access Report 
submitted to DMHC on March 31, 
2016. Please see attached 

determined its sample size 
from DMHC’s measurement 
year 2015 PAAS 
methodology. 

This deficiency is closed. 
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document, “Patterns of Non-
Compliance.” 

Potential Deficiency #5:   
The Plan does not adequately  
oversee and monitor  its 24 
hours per day,  7 days per  
week,  triage or screening 
services by telephone.  

This  finding is contradictory  to the 
one issued by DHCS  for  the same 
March 2016 Audit.  DHCS  found that  
“[t]he Plan Monitored  Nurse Advice 
Line (NAL) but not all 24/7 telephone 
triage services.  Therefore,  SFHP  
disagrees with this  finding in part as  
it had mechanisms in place to  
monitor the Nurse Advice Line.   
SFHP’s contract with NurseWise 
obligates the advice nurse line to 
submit monthly and quarterly reports  
of  the telephone triage and screening 
services provided by NurseWise.   
SFHP’s contract documents  the 
required reporting to enable SFHP to 
monitor NurseWise’s performance.   
SFHP reviews the reports and 
determines whether  there are any  
issues, trends  or need  for corrective  
action.   
 
To summarize, SFHP  monitors 24/7 
triage and screening services per the  
following two methodologies:  

QI-05 (see 
documents under  
#3)  
 
PR-20 (see  
documents under  
#3)  
 
After Hours  
Survey 
Methodology  
 

Policies  
revised 
11/9/15  
 
Process 
implemented  
by 12/30/15  

04/26/2016- SFHP  submitted 
the following  documentation 
as  evidence  of  monitoring of  
after-hours calls:  
 
- “Nurse Advice Line Quarterly  
Performance Review: Quality  
Q4 2015”  report  as evidence 
that the Plan receives and 
reviews  NurseWise reports  on 
a quarterly  basis.  The report  
indicates a 90%-95%  
satisfaction rate for callers.  
 
-A memo (02/03/16)  
describing the  Plan’s survey  
methodology and results of its  
After Hours Survey.  The 
survey  measured compliance 
with triage r esponse times for  
nine provider groups.   
 
-The “ After Hours Survey  
Results Meeting Minutes”  
(02/05/16) as evidence that  
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1. Nurse Help Line Reports 
SFHP provides telephone screening 
and triage services to members 
through NurseWise, a contracted 
Nurse Help Line (NHL). The NHL 
allows members to access 
screening or triage services 24 
hours a day, 365 days a week. 

SFHP ensures that telephone triage 
or screening waiting times do not 
exceed 30 minutes, as required by 
the Timely Access Regulation, by 
monitoring monthly and quarterly 
reports provided by NurseWise. The 
NHL performance goal is 80% of 
calls are answered within the 30
minute standard.  The Access to 
Care Committee reviews NHL 
performance quarterly. A copy of the 
2015 NurseWise report is attached. 

2. After-Hours Survey 
SFHP also monitors the triage and 
screening services provided by 
SFHP-contracted providers through 
the annual After-Hours Survey.  In 
9/2015, SFHP revised QI-05, SFHP’s 
access policy and procedure, to 
indicate providers’ triage and 

the results of the After Hours 
Survey were discussed, 
including five provider groups 
that did not meet the Plan’s 
threshold of 80% in all 
surveys conducted. 

-The plan has submitted the 
Provider CAP update as 
evidence of the monitoring of 
the 5 provider groups 
identified as non-compliant in 
the After Hours Survey. 

This deficiency is closed. 
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screening services will be monitored 
using the After-Hours survey.  SFHP 
participates in the Industry 
Collaboration Effort (ICE) Timely 
Access Workgroup to develop and 
administer the survey. 

Specifically, the After-Hours survey 
monitors the following elements: 

1. Functioning phone number; 
2. Instructions on how to access 

emergency services; 
3. Existing telephone triage; and 
4. Triage provider response 

within 30 minutes. 

SFHP conducted the Provider After 
Hours Survey from October 2015 to 
December 2015 after business 
hours, between 8 p.m. and 11 p.m. 
Upon completion of the survey, 
SFHP reviewed results annually by 
provider medical group. All medical 
groups receive their survey results. 
Corrective actions are requested 
from any medical group where less 
than 80% of providers surveyed were 
not compliant with the after-hours 
requirements. The policy PR-20: 
External Corrective Action Plan 
outlines the process to request and 
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close a corrective action for medical 
groups. 

The results of the After-Hours survey 
can be viewed in the attached 
document, “Patterns of Non-
Compliance.” Five provider groups 
were found to be out of compliance 
with the triage and screening 
requirements of Rule 1300.67.2.2. 
SFHP requested corrective action 
plans from these provider groups, 
pursuant to Policy and Procedure 
PR-20, and is still working with all 
five groups to negotiate and finalize 
corrective actions. 

Potential Deficiency #6:   
The Plan’s policy does not  
include written standards in 
the policy pertaining t o 
physician-to-member ratios  
that are consistent with 
contractual requirements.  

Although the version of  QI-05 that  
the auditors  reviewed in March 2015 
stated that  the “Primary  care provider  
to Member  ratio does not exceed 1 
PCP: 2000  members,” this was not  
SFHP’s intent.  SFHP continues to  
monitor provider-to-member ratios to 
ensure SFHP has  sufficient PCPs 
such that there are no  fewer than 
one PCP per 2,000 members and no 
fewer than one physician (PCPs and  
specialists combined) per 1,200 
members.  
 
In October 2015, SFHP  revised its  

PR-07 (see 
documents under  
#3)  

2015-11-09 04/26/2016  - SFHP submitted  
PNO-PR-07:  Provider  
Network Composition and 
Capacity  showing their  
physician-to-member ratios  
are consistent with contractual  
requirements:  
 
This deficiency is closed.  
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access and availability policies. The 
geographic and provider-to-member 
ratio standards were removed from 
QI-05 and moved to Policy and 
Procedure PR-07 – Provider Network 
Composition and Capacity (PR-07). 
The provider-to-member ratios stated 
in PR-07 no longer contradict DHCS 
contractual requirements. 

SFHP would also like to point out a 
typographical error in the SPD 
Medical Survey Report. The Report 
states that the Plan should have 
“sufficient physicians (specialists and 
PCPs combined) such that there are 
never fewer than one physician per 
2,000 members.”  This statement 
should be revised to “one physician 
per 1,200 members” to be consistent 
with contractual requirements. 

Members’ Rights 
Potential Deficiency #7: 
The Plan does not 
consistently process all 
expressions of dissatisfaction 
by enrollees as grievances to 
ensure adequate 
consideration and rectification 
when appropriate. 

SFHP disagrees in part with this 
finding. The SPD Medical Survey 
Report states that the auditors 
examined an “Inquiry Log,” which 
contained only cases where a 
member declined to file a grievance 
during a phone call. The Report 
further states that SFHP did not 
provide a written resolution to 
complainants. 

QI-06 8/1/15 04/26/2016- SFHP submitted 
the following documentation: 

-A desktop procedure related 
to P&P QI-06 which is a 
guideline created by the plan 
for “Decline to File Grievance” 
cases. 
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SFHP categorizes “Decline-to-File” 
grievances as grievances where the 
member expressly opts out of the 
SFHP member grievance process 
(see attached QI-06 Member 
Grievance Policy and Procedure). 
SFHP Customer Service 
representatives encourage members 
to file grievances and remind 
members that providers are 
prohibited from retaliating against 
them for filing a grievance. However, 
some members still decline to have 
their complaint processed by the 
SFHP.  SFHP cannot process a 
grievance without the member’s 
express consent. If a member does 
not give consent for SFHP to 
investigate a complaint on their 
behalf, SFHP would not be in a 
position to use their information in an 
investigation nor would SFHP be 
able to send a written resolution 
letter to the complainants. 

SFHP reviews “Decline-to-File” 
grievances on a routine basis for 
provider trends.  All complainants 
who decline to file a grievance 
receive a letter acknowledging that 
the member did not want to file a 

08/17/2016 – SFHP submitted 
the additional document: 

-Grievance Oversight 
Committee Minutes from 
8/10/2016 meeting as 
evidence that the committee 
discussed 22 “Decline to File” 
(DTF) grievances since 
06/20/16 and is in discussions 
on how to track and trend that 
data. As an action item, the 
minutes indicate the plan will 
conduct a monthly analysis. 

This deficiency is closed. 
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grievance.  The letter reminds the 
member that they can change their 
mind and call Customer Service to 
file a grievance in the future. 
Previously, all “Decline-to-File” 
grievances were categorized as non
clinical and no further action was 
taken. This process has been 
rectified.  All “Decline-to-File” 
grievances are reviewed by the 
Quality Review Nurse, who is 
supervised by the Associate Medical 
Director.  The Quality Review Nurse 
determines whether there is a non
clinical component. If the case has a 
clinical component, the Quality 
Review Nurse then determines 
whether a potential quality issue 
(PQI) exists.  If a PQI exists, the 
Quality Review Nurse then 
investigates the case as a PQI case 
(per Policy and Procedure UM-56) 
and makes best efforts not to 
disclose any member-identifying 
information to applicable external 
parties during the investigation. 
However, SFHP still asserts that for 
any “Decline-to-File” case, the 
member will not receive a written 
resolution letter as the member did 
not consent to the grievance 
process.  Both clinical and non
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clinical “Decline-to-File” cases are 
reviewed for provider trends by the 
Clinical Quality staff and trends are 
reported to the Grievance Oversight 
Committee. The Committee is 
comprised of the Chief Medical 
Officer, Medical Directors, and 
representatives from Compliance & 
Regulatory Affairs, Health Services, 
Provider Relations, and Customer 
Service. The Committee is charged 
with reviewing grievance trends and 
recommending corrective actions as 
necessary. 

Also, since the March 2015 Audit, 
SFHP has developed a process to 
capture grievances that are resolved 
during the call (and are not about 
coverage or medical necessity 
disputes).  These “exempt 
grievances” are tracked and trends 
are identified by the Grievance & 
Appeals staff and reported to the 
Grievance Oversight Committee for 
review. This process became 
effective on 6/23/2015. All Customer 
Service Representatives were also 
reminded to categorize and 
document any expressions of 
dissatisfaction as a grievance, 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

“exempt” grievance, or “Decline-to-
File” grievance. 

Potential Deficiency #8: 
The Plan does not have 
procedures in place to 
aggregate and analyze SPD-
specific grievance data and 
use this analysis for quality 
improvement purposes. 
The Department’s review 
found no evidence that the 
Plan collects, reports, and 
analyzes grievance data for 
its SPD population. In 
interviews, Plan staff 
confirmed that no SPD-
specific reports or trend and 
pattern analysis pertaining to 
member grievances have 
been generated or reported to 
Plan management, including 
the Quality Improvement 
Committee and the 
Governing Board. 

SFHP has been generating SPD-
specific grievance reports since 
implementation of the SPD transition 
in 2011. This report is provided to 
DHCS on a quarterly basis. A copy 
of that report is attached. 

After the March 2015 Audit, began 
performing trend analysis of SPD-
specific grievances. Trend analysis 
reports are shared with the 
Grievance Oversight Committee as 
well as SFHP’s Quality Improvement 
Committee (QIC).  

SPD Grievance 
reports for Q1 – 
Q4 2015 

QIC Agendas 

QIC Meeting 
Minutes 

GOC Agendas 

GOC Meeting 
Minutes 

Trend 
analysis fully 
implemented 
by 6/30/15 

04/26/2016- SFHP submitted 
the following documents: 

-2015 quarterly reports (Q1, 2, 
3, 4) that were sent as memos 
to the QIC. The memos 
provide evidence of 
aggregation of SPD 
grievances as well as tracking 
and trending. 

-The QIC meeting minutes 
(6/11/15, 10/8/15, 2/11/16) 
which included a discussion of 
grievances, two of which 
specifically reference SPDs. 

-The Grievance Committee 
meeting minutes (7/1/15, 
10/29/15) which included a 
discussion of grievance 
trends. 

-The “Cultural, Linguistic and 
Health Education Grievance 
Process” desktop procedure 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

which includes a separate 
category for C&L grievances 
for tracking purposes. 

This deficiency is closed. 

Potential Deficiency #9: 
The Plan does not 
consistently convey to its 
SPD members that language 
assistance services are 
provided at no cost to the 
member. 
The Plan’s grievance and 
appeals resolution letters do 
not indicate that translation 
services are free as required 
by DMHC-SFHP Contract 
Exhibit A, Attachment 9, 
Access and Availability, 14. 
Linguistic Services.  Several 
key Plan documents offer 
interpreter services free of 
charge (e.g., the Member 
Handbook correctly states, 
“You have a right to 
interpreter services at no 
charge, and may use one 
whenever you get medical 
care”).  However, the 
Department found that during 

All grievance letters will be updated 
to state, “If you would like free 
interpretation of this letter into any 
language, please contact San 
Francisco Health Plan at (800) 288
5555.” This statement will be 
provided in English, Chinese, 
Spanish, and Vietnamese at the top 
of each acknowledgement and 
resolution letter. 

SFHP would like to clarify its 
contractual obligations. The SPD 
Medical Survey Report states “The 
Plan noted that beginning 
September/October 2014, the 
resolution letter started to be 
translated into the member’s 
preferred language.” This statement 
should be qualified to state 
“member’s preferred language, if the 
language is a Medi-Cal threshold 
language.”  SFHP is only 
contractually required to provide 
written translation in the Medi-Cal 

6/30/16 04/26/2016- SFHP submitted 
the following document: 

-Grievance Letter Sample 
including the language that a 
free interpretation of the letter 
is available to the member by 
contacting the plan’s toll free 
number. This free service is 
listed in all threshold 
languages. 

This deficiency is closed. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

the review period, the Plan’s 
grievance acknowledgement 
and resolution letters included 
the following statement at the 
top of the page:  “If you need 
assistance to translate this 
letter in another language, 
please contact San Francisco 
Health Plan at (800)288
5555.”  This statement does 
not indicate that these 
services are free.  The Plan 
noted that beginning 
September/October 2014, the 
resolution letter started to be 
translated into the member’s 
preferred language. 

threshold languages (English, 
Spanish, Chinese, and Vietnamese). 
SFHP provides this written 
translation free-of-charge to 
members.  SFHP can provide 
interpretation services for non-
threshold languages over the phone 
rather than providing a written 
translation. 

Potential Deficiency #10: 
The Plan does not adequately 
monitor and make 
modifications to its Language 
Assistance Program. 
The Plan does not adequately 
monitor language and 
interpreter services and 
ensure interpreter services 
are coordinated with 
scheduled appointments. 
DMHC-SFHP Contract Exhibit 
A, Attachment 9, Provision 13 
requires plans to “monitor, 
evaluate, and take effective 

In absence of an annual review 
requirement, SFHP’s approach to 
oversight of the Language 
Assistance Program was to audit 
providers every two years, and did 
not audit the area in 2014. During the 
2015 audit process, SFHP conducted 
a review of the cultural competency 
training requirement for all provider 
groups. Groups that were unable to 
provide sufficient proof of training 
completion by providers were issued 
Corrective Action Plans. Please 
review the attached HECLS audit 
results for 2015. 

2015 HECLS final 
audit reports for 
BTP, CCHCA, Hill, 
NEMS, SFHN, 
UCSF (see 
documents under 
10.1) 

04/26/2016 - SFHP submitted 
the following documentation: 

-The “2015 Annual Oversight 
Audit Results – Health 
Education and Cultural and 
Linguistic Services” (HECLS) 
for all provider groups and 
corresponding CAPs for 
groups that were unable to 
provide sufficient proof of 
training completion by 
providers. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

action to address any needed 
improvement in the delivery  
of culturally and linguistically  
appropriate s ervices.”  The 
following  describes key  
aspects of the Plan’s  
Language Assistant Program  
that demonstrates the Plan’s  
failure to  monitor or otherwise 
comply with the regulations.  

SFHP  has fully  implemented the 
HECLS oversight audit process and 
will continue to conduct this review  
on an annual basis,  rather  than every  
two years.  The 2016 HECLS  
oversight audit will begin again in 
June 2016 and by December 2016,  
SFHP will have monitored 
compliance with the requirement for  
all provider groups via the 2016 
HECLS oversight audit process.  

-The updated “Phone 
Monitoring Template”  which 
now includes a field 
(“Language 
assistance/proficiency  
verified”)  to measure 
language proficiency.  
 
This deficiency  is closed  

10.1 Language 
Assistance/Cultural 
Awareness Training 
While the Plan requires that 
this annual training be verified 
through sign-in sheets, it was 
not able to provide the 
Department verification for all 
providers and provider staff. 
Plan staff conceded in 
interviews that it had not 
received verification of 
training from all its providers.  
Of additional concern, Plan 
staff confirmed that no 
corrective actions were 
implemented for individual 
providers who did not 
undergo training in 2013 and 
2014. DMHC-SFHP 
Contract, Exhibit A, 

In absence of an annual review 
requirement, SFHP’s approach to 
oversight of the Language 
Assistance Program was to audit 
providers every two years, and did 
not audit the area in 2014. During the 
2015 audit process, SFHP conducted 
a review of the cultural competency 
training requirement for all provider 
groups. Groups that were unable to 
provide sufficient proof of training 
completion by providers were issued 
Corrective Action Plans.  Please 
review the attached HECLS audit 
results for 2015. 

- BTP audit finalized on 10/12/15, 
CAP required for cultural 
competency training 

2015 HECLS final 
audit reports for 
BTP, CCHCA, Hill, 
NEMS, SFHN, 
UCSF 

12/31/15 This deficiency is closed (as 
above in Deficiency #10). 
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Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

Attachment 9, Provision 13, 
requires plans to “provide 
cultural competency, 
sensitivity, or diversity training 
for staff, providers and 
subcontractors at key points 
of contact.” 

- CCHCA audit finalized on 11/16/15, 
no cultural competency training 
CAPs 
- NEMS audit finalized on 12/21/15, 
no cultural competency training 
CAPs 
- Hill audit finalized on 12/21/15, no 
cultural competency training CAPs 
- UCSF audit finalized on 01/28/16, 
CAP required for cultural 
competency training 
- SFHN audit finalized on 01/28/16, 
CAP required for cultural 
competency training 

SFHP has fully implemented the 
HECLS oversight audit process and 
will continue to conduct this review 
on an annual basis. The 2016 
HECLS oversight audit will begin 
again in June 2016 and by 
December 2016, SFHP will have 
monitored compliance with the 
requirement for all provider groups 
via the 2016 HECLS oversight audit 
process. 

10.2 Language Assistance 
Services provided by Plan 
Call Center Staff 

During the audit period, SFHP had 
not yet developed a method to 
review language proficiency. 
Representatives were tested for 
proficiency only upon hire. The 
quality assurance process has been 

Monitoring Call 
Spreadsheet 

10/5/15 This deficiency is closed (as 
above in Deficiency #10). 
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Completion/ 
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Completion 
Date 

DHCS Response 

In pre-onsite materials and 
onsite interviews, the Plan 
offered no evidence that it 
monitors the performance of 
Call Center staff providing 
services directly in a 
member’s preferred language 
or working with an interpreter. 
Upon the Department’s 
request, the Plan provided 
the document, Monitoring Call 
Guide Line, a list of elements 
assessed during the Plan’s 
periodic internal monitoring of 
customer service 
representatives’ performance. 
The list included the following 
items:  offer accurate 
information, polite and 
courteous, and enter accurate 
note in QNXT/OEA data 
system.  However, no item 
specifically addressed 
language assistance: 
identification of caller 
language assistance needs 
when indicated; provision of 
service in a language other 
than English (for those 
representatives classified as 
having a skill in a language 
other than English); arranging 

revised to include a review of the 
Customer Service Representative’s 
language proficiency.  Please refer to 
the attached Monitoring Tool to see 
that it has been updated to include 
verifying language proficiency. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

for, and working with, an 
interpreter when indicated; or 
any other aspect of language 
services. 

The Department also 
confirmed during interviews 
that the Plan does not use 
any alternate approach for 
assessing Call Center staff 
performance in addressing 
language assistance needs 
(e.g., post-call member 
satisfaction surveys). 

10.3 Oversight of Language 
Assistance Services by 
Providers 

The Plan did not regularly 
perform monitoring activities 
regarding providers’ language 
assistance services (e.g., 
reports on volume/timeliness 
of interpretation requests, 
satisfaction surveys of 
members and providers who 
have used interpretation 
surveys).  Nor did the Plan 
require such monitoring by 
delegates and receive 
resulting reports from 

In absence of an annual review 
requirement, SFHP’s approach to 
oversight of the Language 
Assistance Program was to audit 
providers every two years, and did 
not audit the area in 2014. During the 
2015 audit process, SFHP conducted 
a review of the cultural competency 
training requirement for all provider 
groups. Groups that were unable to 
provide sufficient proof of training 
completion by providers were issued 
Corrective Action Plans.  Please 
review the attached HECLS audit 
results for 2015. 

2015 HECLS final 
audit reports for 
BTP, CCHCA, Hill, 
NEMS, SFHN, 
UCSF (see 
documents under 
10.1) 

Cultural Linguistic 
and Health 
Education 
Grievance 
Process document 

12/31/15 This deficiency is closed (as
above in Deficiency #10). 
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Completion 
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DHCS Response 

delegates regarding 
use/provision of these 
services. 

A) Monitoring of language assistance 
services – SFHP monitors the 
language assistance services 
provided by its provider groups 
through two mechanisms: 
1) Review of language access 
policies and procedures to ensure 
compliance with regulations 
- BTP audit finalized on 10/12/15, 
CAP required for interpreter services 
policies and procedures 
- CCHCA audit finalized on 11/16/15, 
CAP required for interpreter services 
policies and procedures 
- NEMS audit finalized on 12/21/15, 
no interpreter services policies and 
procedures CAPs 
- Hill audit finalized on 12/21/15, CAP 
required for interpreter services 
policies and procedures 
- UCSF audit finalized on 01/28/16, 
no interpreter services policies and 
procedures CAPs 
- SFHN audit finalized on 01/28/16, 
no interpreter services policies and 
procedures CAPs 

2) Monitoring of grievances related to 
interpreter services. 
- Since September 2015, the 
Program Manager of Population 
Health has reviewed all grievances 
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with cultural and linguistic 
components. This review occurs both 
as grievances arise to resolve the 
identified problem, and on a quarterly 
basis to identify trends, issue CAPs 
as needed, and provide 
recommendations to improve 
systems concerns. See Cultural 
Linguistic and Health Education 
Grievance Process document. 

B) Inconsistency of monitoring – 
SFHP acknowledges the finding that 
SFHP did not monitor the language 
access of its provider groups 
sufficiently during the audit period. 
See Cultural Linguistic and Health 
Education Grievance Process 
document. 
- Since September 2015, SFHP’s 
Program Manager of Population 
Health has been reviewing all 
grievances with any cultural or 
linguistic services components and 
providing feedback, assistance with 
investigation, and input on resolving 
systems issues. This includes 
attendance at SFHP’s Grievance 
Review Committee. 
- Since January 2016, SFHP’s 
Program Manager of Population 
Health has been conducting quarterly 
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analysis and trending of grievances 
with cultural and linguistic 
components. This information is then 
presented to the Grievance 
Oversight Committee. Together, the 
team determines when a CAP should 
be issued to a provider with trending 
cultural and linguistic grievances, 
how to better inform members of 
their rights to cultural and linguistic 
services, and how to train providers 
and improve systems issues. 

C) Quality of monitoring –SFHP 
ensures that language assistance 
policies and procedures are 
effectively implemented through its 
review of grievances related to 
interpreter services. 
- By December 31, 2016 SFHP will 
review and summarize grievances 
against provider groups related to 
cultural and linguistic services during 
the previous calendar year. SFHP 
will request additional evidence of 
implementation to resolve identified 
issues from its provider groups. 

10.4 Coordination of 
Language Assistance 
Services with Scheduled 
Appointments 

The audit tool used throughout 
SFHP’s 2015 audits helped to 
identify policies and procedures 
requiring that providers document 
member language preference in the 

2015 HECLS final 
audit reports for 
BTP, CCHCA, Hill, 
NEMS, SFHN, 
UCSF (see 

12/31/16 
Issue CAPS, 
if needed 

This deficiency is closed (as
above in Deficiency #10). 
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Providers are advised in 
provider training and in the 
Provider Manual that in-
person and phone 
interpretation services are 
available for limited English 
proficient members. 
However, the Plan has 
conducted no study, nor has 
it established a monitoring 
policy and procedure, to 
assess whether providers are 
consistently identifying 
members in need of 
interpreter services and 
whether the providers are 
consistently arranging for 
provision of these services at 
scheduled appointments. 
Rule 1300.67.2.2(c)(4) 
requires that interpreter 
services “be coordinated with 
scheduled appointments for 
health care services in a 
manner that ensures the 
provision of interpreter 
services at the time of the 
appointment.” 

medical record in order to flag those 
in need of language assistance 
services. In 2016, SFHP’s audit tool 
will collect evidence of 
implementation from its provider 
groups. 
- By December 31, 2016 SFHP will 
request additional evidence of 
implementation from its provider 
groups and issue CAPs for any 
providers not meeting the 
requirement. 

documents under 
10.1) 

04/30/16 for 
development 
of Revised 
Audit Tool 
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Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

Potential Deficiency #11:   
The Plan does not ensure 
adequate consideration and 
rectification of SPD  member  
grievances when appropriate.  

SFHP implemented t he Grievance 
Review Committee (GRC)  on 
6/23/2015.   GRC meets  weekly to 
review and discuss all  grievance 
resolutions. The GRC  committee  
consists of  the  following SFHP staff:  
•  Grievance and Appeal  Staff  
•  Chief Medical Officer  
•  Associate Medical Director  
•  SFHP Physician consultant  
•  Health Improvement Director,  

or delegate  
•  Provider  Network Operations  

representative  
•  Member Services Manager,  

or delegate  
•  Officer, Compliance &  

Regulatory Affairs  
•  Regulatory Affairs Program  

Manager  
 

The GRC ensures that  grievances  
are reported and escalated to  the 
appropriate staff. All grievance 
resolutions are discussed by the 
GRC, including input and  questions  
by SFHP  physicians.   The GRC 
ensures  that all member  issues and 
components of  grievances have 
been addressed. Discussions that  
take place at GRC are documented  

QI-06 6/23/15 04/26/2016- SFHP submitted 
the following  documentation:  
 
-P&P  QI-06 “Member  
Grievances and Appeals”  
(02/01/16) which describes  
the responsibilities  of the  
GRC. The GRC  is responsible 
for ensuring adequate  
resolution of grievances  
including  resolution letters.  
The GRC  meets weekly.   
 
-Desktop  procedure  titled  
“Grievance Review  
Committee”  (6/23/15).  This  
desktop procedure indicates  
that the committee members  
are responsible for  ensuring  
that all components of the 
grievance have been resolved 
and that the resolution letter  
reflects such.  
 
08/17/2016  –  SFHP submitted 
the additional document:  
 
-A written response indicating 
that the GRC meets  twice a 
week to discuss  select  
grievance cases including all  
supporting documentation and 
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within each grievance in SFHP’s care 
management system (Essette). 
Grievance and Appeal staff and/or 
Provider Network Operations 
representatives may be called upon 
to request responses from providers 
and key partners in SFHP’s provider 
network, including Medical Directors, 
Associate Medical Directors and/or 
the Quality Directors, as appropriate. 
The Associate Medical Director 
reviews all grievances to determine if 
a Potential Quality Issue (PQI) 
exists. The Associate Medical 
Director also reviews each case to 
ensure appropriate documentation is 
entered into Essette. The GRC may 
request investigations and/or 
external corrective action plans 
pursuant to SFHP’s PR-20 Policy 
and Procedure. 

provider responses. The plan 
attached evidence of sample 
grievance cases that were 
reviewed during weekly 
meetings for adequate 
resolution. 

This deficiency is closed. 

Potential Deficiency #12: 
The Plan does not 
consistently include an 
application for independent 
medical review (IMR), an 
addressed envelope, and 
instructions in its responses 
to members’ grievances 
involving delay, modification, 
or denial of services based on 

SFHP is contesting this finding. 
During the 2015 Audit, the auditors 
were presented with SFHP’s Member 
Grievances and Appeals Policy and 
Procedure, QI-06.  QI-06 states that 
a blank IMR application and 
envelope addressed to the DMHC is 
included with all grievance resolution 
letters. The Clinical Quality staff 
member who was interviewed 

QI-06 (see 
document under 
#11) 

9/30/15 04/26/2016 - SFHP submitted 
P&P QI-06 “Member 
Grievances and Appeals” 
(02/01/16) which reiterates 
that an IMR form and return 
envelope addressed to the 
DMHC is included with all 
grievance resolution letters 
involving a denial of medical 
services (page 7). 
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a determination in whole, or 
in part, that the service is not 
medically necessary. 

attested that this procedure is 
followed and described the process 
of stuffing the resolution letter 
envelopes with the blank copy of the 
IMR application. SFHP should not be 
cited merely because its Care 
Management System does not 
automatically print and save the IMR 
application as part of the case file. 
Based on the evidence that was 
presented to the auditors during the 
March 2015 Medical Survey, SFHP 
believes that this finding lacks merit. 

Nevertheless, to minimize any 
uncertainty about whether the IMR 
application and the DMHC-
addressed envelope are included 
with resolution letters, SFHP’s Care 
Management System now has the 
ability to generate a copy of the IMR 
form. The Care Management 
System also saves a blank copy of 
the IMR application as part of the 
electronic copy of the case file. This 
feature became effective on 
9/30/2015.  SFHP believes that no 
further correction action is necessary 
and reiterates that during the audit 
period the IMR form was provided by 
SFHP, but on a manual basis, as 
was discussed and demonstrated 

DHCS finds that interviews 
with staff regarding the 
process was consistent with 
the plan’s P&P. 

-SFHP’s written response 
indicates that as of 9/30/2015, 
its Care Management System 
now has the ability to 
generate a copy of the blank 
IMR form as evidence that the 
form along with the envelope 
is sent to the member.  

This deficiency is closed. 
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during the onsite audit. 

Potential Deficiency #13: 
For complainants who file 
urgent grievances, the Plan 
does not provide immediate 
notification to the complainant 
of the right to contact the 
Department regarding the 
grievance. 

SFHP’s policy and procedures, QI
06, clearly states that SFHP Clinical 
Quality staff contact members about 
their right to contact DMHC when a 
request for an expedited grievance is 
determined not to be expedited. 
SFHP Clinical Quality staff asserts 
they did contact members who filed 
urgent grievances with information 
about the right to contact DMHC (as 
stated in Policy and Procedure QI
06). SFHP did not, however, have a 
mechanism to document the phone 
call in the system.  In June 2014, 
Clinical Quality staff members were 
trained to inform members of their 
right to contact DMHC.  In order to 
ensure proper documentation, that 
the member was notified of their right 
via phone call that their grievance will 
not be expedited and the member 
has the right to file a grievance with 
DMHC, SFHP is in the process of 
updating the Care Management 
System.  SFHP will be adding this as 

QI-06 (see 
document under 
#11) 

IRR Tool 

4/30/16 08/17/2016 – SFHP submitted 
a screenshot as evidence that 
their Essette system has been 
updated to include a field for 
staff to indicate when a 
member has been notified of 
their right to contact the 
DMHC. 

The deficiency is closed. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

custom note in SFHP’s Care 
Management System by 4/30/16. 

In addition, whether a member who 
filed an urgent grievance received 
the proper notification will be 
reviewed during the SFHP monthly 
Grievance Inter-rater Reliability (IRR) 
review. This item was also added to 
the IRR template. 

Quality Management 
Potential Deficiency #14: 
In its handling of potential 
quality issues, the Plan does 
not consistently document 
that the quality of care 
provided is being reviewed, 
that problems are being 
identified, and that effective 
action is taken to improve 
care where deficiencies are 
identified. 

The PQI process has revised SFHP 
policy UM-56.  As of January 2016, 
this process has been implemented. 

Included in the revision of the PQI 
process was 
• Consolidation of PQI 

functions in all SFHP Policies, 
including UM-56, QI-06, QI
12; 

• The review of all Decline to 
File and Standard 
Grievances; 

• Development and 
implementation of a cross-
functional process, including 
CMO and Medical Director 
Review Requirements; and 

• Added field in CS Intake form 
within Care Management 

UM-56 08/17/2016 - SFHP submitted 
the following documentation: 

-Policy UM-56, “Potential 
Quality Issues” (07/18/16) 
which has been revised to 
include a detailed process 
regarding PQI handling, 
including but not limited to: 
Sources of PQIs, PQI criteria, 
PQI investigation process and 
Turnaround times, Severity 
levels, and CAPs. 

-Policy UM-56, “Potential 
Quality Issues” (07/18/16) 
which has been revised to 
includes a 60-day timeframe 
for processing PQIs from start 
to finish. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

System to identify potential 
quality issues, which is 
completed by the Quality 
Review Nurse. 

8/23/2016 - SFHP provided 
examples of two PQI cases as 
evidence that PQI cases are 
adequately investigated. Both 
cases included documented 
follow-up based on the results 
of the investigation. Both 
cases also were resolved 
within appropriate timeframes. 

14.1 Lack of clear, detailed 
procedures for reviewing 
PQIs 

The Department found that 
the Plan has not established 
a clear and detailed set of 
reasonable procedures to 
guide its review of PQIs. 
Rule 1300.70(b)(2)(A) 

The PQI process has been improved 
and updated in SFHP policy UM-56. 
As of January 2016, this process is 
fully functional. 

Included in the revision of the PQI 
process was 
• Consolidation of PQI 

functions in all SFHP Policies, 

UM-56 (see 
document under 
#14) 

This deficiency is closed 
(as above in Deficiency 
#14). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

requires that each plan have 
“a written QA plan describing 
… the methodology for on
going monitoring and 
evaluation of health services 
….”  Rule 1300.70(c) requires 
that each plan “design and 
implement reasonable 
procedures for continuously 
reviewing the performance of 
health care personnel .... The 
reasonableness of the 
procedures and the adequacy 
of the implementation thereof 
shall be demonstrated to the 
Department.”  [Emphasis 
added.] DHCS-SFHP 
Contract Exhibit A, 
Attachment 4, Provision 7(D) 
requires that the Plan 
“implement and maintain a 
written description of its QIS 
that shall include … A 
description of the system for 
provider review of QIS 
findings.” 

including UM-56, QI-06, QI
12; 

• The review of all Decline to 
File and Standard 
Grievances; 

• Development and 
implementation of a cross-
functional process, including 
CMO and Medical Director 
Review Requirements; 

• Turn Around Time 
requirements for investigation 
and response; and 

• Added field in CS Intake form 
within Care Management 
System to identify potential 
quality issues, which is 
completed by the Quality 
Review Nurse. 

In interviews, Plan staff 
recognized the need for a 
formal document to ensure 
consistency and effectiveness 
of the PQI process and had 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

drafted a policy; however, this 
document was not 
implemented until February 
2015, after the review period. 

Further, the Plan’s operation 
of its PQI process was 
inconsistent with Plan Policy 
QI-12 Peer Review Process 
which states, “all potential 
quality issues are 
investigated by SFHP staff 
and brought to the Peer 
Review Committee for 
objective review and scoring.” 
However, the Department 
found that while all nine (9) 
SPD PQI cases handled 
during the survey period were 
reviewed by a physician, 
none were elevated to full 
committee review. 
14.2 Failure to identify 
problems and implement 
corresponding corrective 
actions 
The Plan identified nine (9) 
PQI cases during the review 
period. The Department 
determined that all nine (9) 
cases were properly identified 
as PQIs.  However, the 

The PQI process has been improved 
and updated in SFHP policy UM-56. 
As of January 2016, this process is 
fully functional. 

Included in the revision of the PQI 
process was 
• Consolidation of PQI 

functions in all SFHP Policies, 

UM-56 (see 
document under 
#14) 

This deficiency is closed (as
above in Deficiency #14). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

Department found that in two 
(2) of the nine (9) cases it 
reviewed, the Plan failed to 
identify problems that should 
have resulted in 
corrective/educational 
actions, as required by Rule 
1300.70(a)(1) “… effective 
action is taken to improve 
care where deficiencies are 
identified” and Rule 
1300.70(b)(1)(B) “problems 
are identified and corrected 
for all provider entities.”  Rule 
1300.70(b)(1)(A) requires that 
“a level of care which meets 
professionally recognized 
standards of practice is being 
delivered to all enrollees.” 
These requirements are 
confirmed by DHCS-SFHP 
Contract Exhibit A, 
Attachment 4, Provision 1. 

including UM-56, QI-06, QI
12; 

• The review of all Decline to 
File and Standard 
Grievances; 

• Development and 
implementation of a cross-
functional process, including 
CMO and Medical Director 
Review Requirements; 

• Turn Around Time 
requirements for investigation 
and response; and 

• Added field in CS Intake form 
within Care Management 
System to identify potential 
quality issues, which is 
completed by the Quality 
Review Nurse. 

14.3 Delays in review of PQIs 
Failure to investigate and 
impose corrective action in a 
timely manner does not 
ensure corrective action is 
“effective” or ensure that 
care rendered by the provider 
in the meantime that meets 
professional standards of 

The PQI process has been improved 
and updated in SFHP policy UM-56. 
As of January 2016, this process is 
fully functional. 

Included in the revision of the PQI 
process was 
• Consolidation of PQI 

functions in all SFHP Policies, 

UM-56 (see 
document under 
#14) 

This deficiency is closed (as 
above in Deficiency #14). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

practice, as required by Rule 
1300.70(a)(1) and Rule 
1300.70(b)(1)(A).  The Plan 
must ensure that its review 
and corrective action process 
operate without unreasonable 
delays so that non-compliant 
behavior is not permitted to 
continue or recur.  The 
Department found that the 
Plan did not ensure that its 
PQI process operates without 
undue delays in two (2) of the 
nine (9) cases described 
below: 

including UM-56, QI-06, QI
12; 

• The review of all Decline to 
File and Standard 
Grievances; 

• Development and 
implementation of a cross-
functional process, including 
CMO and Medical Director 
Review Requirements; 

• Turn Around Time 
requirements for investigation 
and response; and 

• Added field in CS Intake form 
within Care Management 
System to identify potential 
quality issues, which is 
completed by the Quality 
Review Nurse. 

Potential Deficiency #15:   
The Plan’s Quality Assurance 
Program does not ensure that  
the quality of care provided is  
being reviewed,  that  
problems  are being identified,  
that effective action is  taken  
to improve care  where 
deficiencies are identified,  

SFHP disagrees with this  finding. By  
the auditor’s own statement, there 
was no specific  finding f or any  
identified deficiencies, only  that the 
auditor was concerned quality issues  
may be missed due to a perceived 
lack of reports.    
 
DMHC provided examples of the  
types  of reports  that they  expected to 

15_SFHP
Prescriber CIV-CII  
Summary- 
Quarterly report  
summarizing top  
25 pre...  

04/26/2016  - SFHP submitted  
the following  documentation  
as evidence to support  
correction of  this deficiency:  
 
-A Comprehensive  Quality  
Improvement  Scorecard 2015 
as evidence that the Plan 
tracks progress on various  
measures for key  areas of  
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

and that follow-up is planned 
where indicated. 

see during the audit. In many cases, 
the reports were operational during 
the audit period, but were not 
specifically requested and therefore 
not provided to the auditors.  SFHP 
provides evidence of the reports by 
type, as suggested by DMHC 

review (UM, coordination of 
care, quality, etc.) and 
examines results on a 
quarterly basis to see if goals 
had been met. 

-Emergency Room 
Visit/Prescription Access 
Report (Q3 2015) as evidence 
that the Plan evaluates 
access to medications 
prescribed during ER visits to 
examine whether barriers to 
care exist. This report 
provides an example of the 
Plan’s efforts to identify 
problems for the purpose of 
quality improvement. 

-In addition, the Plan’s written 
response in the “Action 
Taken” section in 15.2 of this 
CAP document describes the 
generation and review of the 
following numerous reports 
(some operational during the 
2014 review period and some 
implemented during 
measurement year 2015): 
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Action Taken Implementation 
Documentation 

Completion/ 
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Completion 
Date 

DHCS Response 

• Analysis reports for 
patterns and trends in 
PQIs 

• Reports breaking 
down appointment wait 
time by specialty 
providers 

• Monitoring reports for 
under-and over-
utilization 

• Referral tracking 
reports 

• Provider-specific 
reports 

• Pharmacy tracking 

DHCS finds that the Plan’s 
efforts to generate various 
reports, as well as its 
commitment to elevate results 
to committee-level review for 
discussion and follow-up 
action are sufficient to 
demonstrate that continual 
quality improvement activities 
are in place. 

This deficiency is closed. 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

15.1 Quality of care is not 
being adequately reviewed 
With the exception of HEDIS 
and DHCS-mandated data 
(e.g., ER readmission rates), 
the Plan produces few reports 
to assist it in 
overseeing/detecting 
problems in quality, 
utilization, and timeliness of 
services it provides. The 
Plan conceded during 
interviews that it had not 
implemented the full battery 
of reports that were specified 
in the Quality Improvement 
Program and various Plan 
policies. 

SFHP disagrees with this finding. By 
the auditor’s own statement, there 
was no specific finding for any 
identified deficiencies, only that the 
auditor was concerned quality issues 
may be missed due to a perceived 
lack of reports. 

DMHC provided examples of the 
types of reports that they expected to 
see during the audit. In many cases, 
the reports were operational during 
the audit period, but were not 
specifically requested and therefore 
not provided to the auditors. 

However, the following revisions 
were made to the Quality 
Improvement Program in 2015: 
• SFHP implemented a 

quarterly scorecard to review 
reports identified in the 
Quality Improvement 
Program. Any findings were 
brought to the Quality 
Improvement Committee for 
review and guidance. 

• For measurement year 2015, 
SFHP monitored 
appointment wait time for 
various types of appointment 

QI Scorecard 2015 This deficiency is closed
(As above in Deficiency
#15). 
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Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

including primary care, 
urgent care, specialty care, 
mental health and ancillary 
care in compliance with the 
2015 DMHC Provider 
Appointment Availability 
Survey Methodology. 
Deficiencies identified 
through this monitoring 
activity results in corrective 
actions per PR-20 External 
Correction Action Plans. 
Results are also reviewed at 
the Access to Care 
Committee in conjunction 
with various key access 
measures including provider 
to member ratios in order to 
identify provider recruitment 
and other improvement 
needs. SFHP’s Quality 
Improvement Committee 
reviews results from SFHP’s 
access monitoring activities 
on an annual basis per QI-14 
Access to Care Committee. 

15.1.6 Pharmacy Tracking In addition to the Pharmacy reports 
requested and provided to the 
auditors, SFHP evaluates access to 
medications prescribed pursuant to 

15.1.6 Pharmacy 
Tracking-ER Rx 
Access 
Report_3Q15 

3rd Quarter 
2015 data 
analyzed in 

This deficiency is closed 
(As above in Deficiency
#15). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

an emergency room visit and 
determines whether any barriers to 
care exist.  SFHP developed a 
process to evaluate all claims and 
encounter records for an emergency 
room visit during a calendar quarter 
and consolidate the information into 
a unique record of each emergency 
room (ER) visit date by member. 
These unique ER visits are analyzed 
by SFHP network, facility site, 
primary diagnosis and member.  In 
addition, prescription claim history is 
evaluated to assess whether any 
medications were filled by the 
member within 72 hours of the ER 
visit date. Claims data is captured 
and associated with a high likelihood 
for a medication prescribed pursuant 
to an ER visit.  A claim-level analysis 
from the claim and online medical 
records is conducted to identify any 
barriers to care. In addition, 
throughout the audit review period in 
2014, the Pharmacy Benefit Manager 
(PBM), PerformRX,  provided 
quarterly reports to SFHP for 
analysis of prescribers and members 
who were identified as outlier 
prescribers or receivers of opiates. 

15.1.6_SFHP-
Prescriber CIV-CII 
Summary-
Quarterly report 

1st quarter 
2016 
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Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

15.2 The Plan cannot 
document that problems are 
not being identified 
DHCS-SFHP Contract Exhibit 
A, Attachment 4, Provision 
7(G) requires plans to 
“implement and maintain a 
written description of its QIS” 
which includes a “description 
of the mechanisms used to 
continuously review, 
evaluate, and improve access 
to and availability of 
services.”  Provision 7(D) 
additionally requires a 
“description of the system for 
provider review of QIS 
findings” and Provision 7(H) 
requires “a [d]escription of the 
quality of clinical care 
services provided.” Given the 
absence of detailed reports 
for the Department’s review, it 
is difficult to identify specific 
problems the Plan has 
missed; however, file review 
of PQIs provides an example 
of these problems.  The 
Plan’s failure to track and 
trend PQI case closure time 
led to the Plan not being 
aware that a significant 

SFHP disagrees with this finding. By 
the auditor’s own statement, there 
was no specific finding for any 
identified deficiencies, only that the 
auditor was concerned quality issues 
may be missed due to a perceived 
lack of reports. 

DMHC provided examples of the 
types of reports that they expected to 
see during the audit. In many cases, 
the reports were operational during 
the audit period, but were not 
specifically requested and therefore 
not provided to the auditors.  SFHP 
provides evidence of the reports by 
type, as suggested by DMHC, in the 
sections below. 

Analysis reports for patterns and 
trends in PQIs (e.g., by topic, 
condition, care setting and/or 
provider). 
SFHP has revised the PQI process 
to designate a dedicated Quality 
Review (QR) nurse to oversee the 
process. The QR nurse was hired in 
November 2015. SFHP revised the 
PQI process, as updated in UM-56, 
to include data from the “Decline to 
File” grievances, the standard 
grievance log, the Customer Service 

This deficiency is closed
(As above in Deficiency
#15). 
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Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

number of cases took more 
than 60 days to close.  Such 
delays in completing PQI 
review results in delay in 
sending an educational letter 
or implementing other 
corrective actions to address 
the confirmed quality of care 
issue.  The poor quality of 
care may, therefore, have 
reoccurred or continued while 
the Plan was investigating the 
case. 

Intake log, and the PQI log.  In 
addition, the Customer Service 
intake form was revised to provide an 
indicator to identify potential 
grievances and PQIs. The QR Nurse 
reviews the Customer Service intake 
log to identify potential grievances 
and PQIs.  As of January 2016, the 
revised PQI process has been fully 
implemented. 

Reports breaking down appointment 
wait time by specialty. 

For measurement year 2015, SFHP 
monitored access to three specialty 
services (allergy, cardiology and 
dermatology) in compliance with the 
2015 DMHC Provider Appointment 
Availability Survey Methodology. 
Deficiencies identified through this 
monitoring activity resulted in 
corrective action plans. Results are 
also reviewed at the Access to Care 
Committee in conjunction with 
various key access measures 
including provider to member ratios 
in order to identify recruitment and 
other improvement needs. 

Monitoring reports for under- and 
over-utilization. 
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Completion/ 
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Completion 
Date 

DHCS Response 

During the audit period, the plan 
monitored overutilization of inpatient 
metrics by medical group and 
SPD/non-SPD population.  The plan 
also reviews utilization of services 
with SFHN to identify trends and 
actionable items to ensure proper 
coordination of care members in 
medical groups. SFHP recognizes 
additional monitoring of under
utilization would be beneficial. 
Analysis of over- and underutilization 
is provided to the Delegated Medical 
Groups on a quarterly basis and is a 
regular agenda item in both UM 
Committee and the Delegation 
Network Oversight Committee. 
Benchmarking criteria for over and 
underutilization monitoring was 
developed and implemented on 
January 15, 2015.The benchmarking 
was developed and implemented 
according to the DHCS-approved 
Corrective Action Plan, which was 
approved in December 2015. 
SFHP adopted utilization 
benchmarks for ALOS, Inpatient 
Days, Re-admits, ED Visits based on 
HEDIS and DHCS metrics. These 
benchmarks were integrated into 
internal reports and various 
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Action Taken Implementation 
Documentation 

Completion/ 
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Completion 
Date 

DHCS Response 

delegated medical group reports. 
The internal review, calibration and 
methodology evaluation, of the 
benchmarks have been 
implemented. 

Utilization data regarding PCP visits, 
Specialists, OOA referrals, urgent 
care, and outpatient visits per 1000 
visits were added to the monthly 
utilization report throughout 2015 and 
have been fully incorporated as of 
3/2016. 

Referral tracking reports 

As part of SFHP’s corrective action 
plan for DHCS, which was approved 
in December 2014, SFHP’s specialty 
referral tracking report was still in 
development in March 2015, at the 
time of the audit. The report was 
fully implemented by mid-2015. 
DMGs on a quarterly basis. 

Provider-specific reports 

SFHP produces a quarterly utilization 
report that is sent to the delegated 
medical groups, UCSF and SFGH. 
This report provides a view of 
utilization trends by PCP and the 
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Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

respective network as a whole. 
These reports have been produced 
and distributed on a quarterly basis 
since 2013. In addition, in mid-2014, 
during the audit review period, SFHP 
added discussion of these reports to 
the agenda of the Joint 
Administration Meetings (JAMs) with 
Delegated Medical Groups. 

Pharmacy tracking 

In addition to the Pharmacy reports 
provided to the auditors, SFHP 
evaluates access to medications 
prescribed pursuant to an emergency 
room visit and determines whether 
any barriers to care exist.  SFHP 
developed a process to evaluate all 
claims and encounter records for an 
emergency room visit during a 
calendar quarter and consolidate the 
information into a unique record of 
each emergency room (ER) visit date 
by member. These unique ER visits 
are analyzed by SFHP network, 
facility site, primary diagnosis and 
member. In addition, prescription 
claim history is evaluated to assess 
whether any medications were filled 
by the member within 72 hours of the 
ER visit date. Claims data is 
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Completion/ 
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Completion 
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DHCS Response 

captured and associated with a high 
likelihood for a medication prescribed 
pursuant to an ER visit. A claim-level 
analysis from the claim and online 
medical records is conducted to 
identify any barriers to care. In 
addition, throughout the audit review 
period in 2014, the Pharmacy Benefit 
Manager (PBM), PerformRX, 
provided quarterly reports to SFHP 
for analysis of prescribers and 
members who were identified as 
outlier prescribers or receivers of 
opiates. 

With regard to the review and 
discussion of Quality reports within 
the Quality Improvement Committee 
(QIC), in 2015 SFHP implemented 
policies that describe the process for 
reviewing DMG issues, informing 
appropriate staff, and requesting 
corrective action as needed.  Please 
refer to the attached policies, DO-04 
Oversight of Delegated UM 
Functions, DO-06 Oversight of 
Delegated Credentialing and 
Provider Training , and DO-07 
Oversight of Delegated QI Functions. 
As a result of these policy changes, 
SFHP QIC, Utilization Management 
Committee (UMC) and Physician 
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Date 

DHCS Response 

Advisory Committee (PAC) 
conducted a detailed review of DMG 
QI, UM, and CM audit results. 
DMHC noted that Corrective Action 
Plans were not implemented as a 
result of the Dermatology 
appointment deficiency. In 2015, 
SFHP revised the policy QI-05 
Monitoring Accessibility of Provider 
Services to establish standards for 
specialty appointment wait times. 
SFHP monitors dermatology services 
in compliance with 2015 DMHC 
Provider Appointment Availability 
Survey methodology. Any provider 
group not meeting the standard will 
receive a corrective action. 
Additionally, in 2015 the policy PR-20 
External Corrective Action Plans was 
implemented providing guidance as 
to when and how to implement a 
corrective action. 

In 2015, SFHP revised the process 
for evaluating and taking actions on 
the QI program. Each QI plan 
measure includes identification of 
barriers/issues, as well as a 
recommended action plan for 
improving performance. The 
following revisions were made to the 
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Completion 
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DHCS Response 

Quality Improvement Program in 
2015: 
• SFHP implemented a 

quarterly scorecard to review 
reports identified in the 
Quality Improvement 
Program. Any findings were 
brought to the Quality 
Improvement Committee for 
review and guidance. 

• For measurement year 2015, 
SFHP monitored 
appointment wait time for 
various types of appointment 
including primary care, 
urgent care, specialty care, 
mental health and ancillary 
care in compliance with the 
2015 DMHC Provider 
Appointment Availability 
Survey Methodology. 
Deficiencies identified 
through this monitoring 
activity results in corrective 
actions per PR-20 External 
Correction Action Plans. 
Results are also reviewed at 
the Access to Care 
Committee in conjunction 
with various key access 
measures including provider 

- 66 



   

 
 

 

 
 

 
 
 

 
 

 

 
  

 
 

 
  

 
  

 
 

  
 

 
 
 

  

 
 

  
 

  
  

  
 

 

 
 

  
   

Deficiency Number and 
Finding 

Action Taken Implementation 
Documentation 

Completion/ 
Expected 

Completion 
Date 

DHCS Response 

to member ratios in order to 
identify provider recruitment 
and other improvement 
needs. SFHP’s Quality 
Improvement Committee 
reviews results from SFHP’s 
access monitoring activities 
on an annual basis per QI-14 
Access to Care Committee. 

DMHC cited the Practice 
Improvement Program Advisory 
Committee as an example of issues 
that were identified during the audit 
period but were not addressed. 
SFHP utilizes the Practice 
Improvement Program Advisory 
Committee to receive feedback and 
input directly from the provider 
network on how to improve the pay 
for performance program.  SFHP 
documents all of the provider input 
and uses that data to guide future 
measures. The insight provided 
during this committee is valuable and 
if providers were to be placed on 
corrective action plans as a result of 
participation in this voluntary 
committee, they would cease to 
participate. We utilize their valuable 
feedback and incorporate 
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DHCS Response 

improvements or revisions in the 
following year PIP measures. 
As an example, it should be noted 
that SFHP modified the 2015 P4P 
program as follows: 1) included 
priority measures that were tailored 
to each participant in order to 
increase motivation for improving 
HEDIS scores, and 2) increased risk 
points for measures that relate to 
patient experience, such as CG
CAHPS, Third Next Available, Cycle 
Time, and No-Show Rate. 

15.3 Effective action is not 
taken to improve care where 
deficiencies are identified with 
follow-up to ensure that 
corrective actions are 
effective 

The Plan does not 
consistently implement 
corrective actions for 
problems that have been 
confirmed.  The following are 
examples: 

• The Plan identified 
significant deficiencies 
in wait times for 
access to 

In 2015, SFHP revised the process 
for evaluating and taking actions on 
the QI program. Each QI plan 
measure includes identification of 
barriers/issues, as well as a 
recommended action plan for 
improving performance. 
DMHC cited the Practice 
Improvement Program Advisory 
Committee as an example of issues 
that were identified during the audit 
period but were not addressed. 
SFHP utilizes the Practice 
Improvement Program Advisory 
Committee to receive feedback and 
input directly from the provider 
network on how to improve the pay 
for performance program.  SFHP 

This deficiency is closed
(as above in Deficiency
#15). 
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appointments 
(see Potential 
Deficiency #3).  Plan 
staff confirmed in 
interviews that no 
corrective action plans 
had been 
implemented. 

• The Plan participated 
in the 2014 All Cause 
Readmission Study. 
There was an analysis 
of readmission 
causes.  However, 
there is no record in 
the minutes that the 
analysis was 
presented to the QIC 
for discussion, and 
there was no 
implementation of a 
corrective action plan 
to address the issues 
identified in the study. 

documents all of the provider input 
and uses that data to guide future 
measures. The insight provided 
during this committee is valuable and 
if providers were to be placed on 
corrective action plans as a result of 
participation in this voluntary 
committee, they would cease to 
participate. We utilize their valuable 
feedback and incorporate 
improvements or revisions in the 
following year PIP measures. 

As an example, it should be noted 
that SFHP modified the 2015 P4P 
program as follows: 1) included 
priority measures that were tailored 
to each participant in order to 
increase motivation for improving 
HEDIS scores, and 2) increased risk 
points for measures that relate to 
patient experience, such as CG
CAHPS, Third Next Available, Cycle 
Time, and No-Show Rate. 

The Practice Improvement 
Program (PIP) Advisory 
Committee worked on 
identifying quality problems 
for improvement, specifically 
improving HEDIS and 

For measurement year 2015, SFHP 
monitored wait time for provider 
appointments in compliance with the 
2015 DMHC Provider Appointment 
Availability Survey Methodology and 
SFHP’s policy QI-05 Monitoring 
Accessibility of Provider Services. 
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Action Taken Implementation 
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Completion 
Date 

DHCS Response 

CAHPS scores and  
incentivizing  providers.   
Although the committee 
conducted discussions about 
identifying problems and  
improving care, there was no 
action plan developed and 
implemented during 2014.  
 

Provider Groups not  meeting the  
standards outlined in QI-05 are  
subject to corrective actions following  
the procedures outlined in PR-20 
External Correction Action Plans.  
Results are also reviewed at the  
Access  to Care Committee against  
other  key access measures including  
provider to member ratios to identify  
recruitment and other improvement  
needs in compliance with policy  QI
14 Access to Care Committee.  

Submitted by: Crystal Garcia Date: 04/14/16 
Title: Compliance Program Manager 
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