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I. INTRODUCTION 

Contra Costa Health Plan (CCHP or the Plan) has contracted with the State of California 
to provide health care services to Medi-Cal beneficiaries in Contra Costa County since 
1984. CCHP is a county sponsored Health Maintenance Organization (HMO) and was the 
first federally qualified HMO in the country that is administered by a local government. 
The Plan was licensed in accordance with the provisions of the Knox-Keene Health Care 
Service Plan Act on April 6, 1978. The Contra Costa County Board of Supervisors 
exercises oversight of the Plan through a Joint Conference Committee that consists of the 
Board of Supervisors and the Plan. 

In October 1996, the State of California contracted with the County of Contra Costa as the 
Local Initiative under the two-plan model to provide managed care services to Medi-Cal 
beneficiaries under the provisions of Welfare and Institutions Code, Section 14087.3. 
CCHP received approval from the State to begin operations and commenced enrollment 
as the Local Initiative for Contra Costa County on February 1, 1997. 

The Plan contracts with Community Provider Network (individual providers), Contra 
Costa Regional Medical Center (CCRMC), and Kaiser Permanente to provide or arrange 
comprehensive health care services. CCHP provides health care for public and private 
employee groups, private individuals, Medi-Cal and Medicare beneficiaries, and low
income county residents. 

As of February 2015, CCHP had 169,999 Members of which 154,932 were Medi-Cal 
Members. The Plan also covers Medicare (444), County Employees (9,420), Commercial 
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11. EXECUTIVE SUMMARY 

This report presents the audit findings of the Department of Health Care Services (DHCS) 
medical audit for the period of March 1, 2014 through February 28, 2015. The onsite 
review was conducted from June 1, 2015 through June 12, 2015. The audit consisted of 
document review, verification studies, and interviews with Plan personnel. 

An Exit Conference was held on September 29, 2015 with the Plan. The Plan was 
allowed 15 calendar days from the date of the Exit Conference to provide supplemental 
information addressing the preliminary audit report findings. The Plan submitted 
supplemental information after the Exit Conference which is reflected in this report. 

The audit evaluated six categories of performance: Utilization Management (UM), 
Continuity of Care, Access and Availability to Care, Member's Rights, Quality 
Management (QI), and Administrative and Organizational Capacity. 

The summary of the findings by category follows: 

Category 1 - Utilization Management 

The Plan did not produce accurate reports for trending and analysis of Utilization 
Management data and therefore, could not properly monitor under and over-utilization of 
services. 

The Plan did not consistently process medical prior authorization requests within the 
required time frames. 

----file F>lanaJCr1101-erisuretlle-pe-rsonn1-al<ingtlle-tlnafciedsion-forThe pr--oposed-resoTution ___ --- -
of an appeal/grievance has not participated in prior decisions related to the same 
appeal/grievance. · 

The Plan did not have documentation that an annual oversight evaluation of the Pharmacy 
Benefit Management Company (PBM) occurred during the audit period. 

Category 2 - Case Management and Coordination of Care 

The Plan did not ensure Initial Health Assessments (IHAs) were fully completed within 120 
calendar days of enrollment for new members. 

Category 3 - Access and Availability of Care 

The Plan did not monitor that the first prenatal visit for a pregnant member is available 
within two weeks upon request. 

The Plan did not comply with the telephone answer time and abandonment rate access 

-----~--
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standards. 

The Plan did not ensure that emergency room claims incorrectly sent to the Plan were 
redirected to the appropriate capitated provider within 10 working days of receipt of the 
claim. 

The Plan did not monitor the provision of drugs prescribed in emergency circumstances in 
amounts sufficient to last, until the member can reasonably be expected to have the 
prescription filled. 

Category 4 - Member's Rights 

The Plan did not ensure that all grievances are resolved within the required time frame. 

Category 5 - Quality Management 

The Plan did not continuously monitor, evaluate, and approve entities with delegated 
functions. During the audit period, there was no annual delegation audit report for the 
Pharmacy Benefit Management Company (PBM). 

Category 6 - Administrative and Organizational Capacity 

No findings noted. 
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Ill. SCOPE/AUDIT PROCEDURES 

SCOPE 

This audit was conducted by the Department of Health Care Services (DHCS) Medical 
Review Branch (MRB) to ascertain that services provided to Plan members comply with 
federal and state laws, Medi-Cal regulations and guidelines, and the State Contract. 

PROCEDURE 

The onsite review was conducted from June 1, 2015 through June 12, 2015. The audit 
included a review of the Plan's policies for providing services, the procedures used to 
implement the policies, and verification studies of the implementation and effectiveness of 
the policies. Documents were reviewed and interviews were conducted with Plan 
administrators and staff. 

The following verification studies were conducted: 

Category 1 - Utilization Management 

Prior Authorization Requests: Twenty (20) medical and 22 pharmacy prior authorization 
requests were reviewed for timeliness, consistent application of criteria, and appropriate 

. review. 

Prior Authorization Appeal Process: Ten (10) prior authorization appeals were reviewed for 
appropriate and timely adjudication. 

----category2;::. Cas·e Mana·gem·ent-and-Coordination-·of-Care---------- - - ---- -- --·-·- - --· - - - -

California Children's Services (CCS): Three (3) medical records were reviewed for 
evidence of coordination of care between the Plan and CCS Providers. 

Individual Health Assessment: Twenty-six (26) medical records were reviewed for 
completeness and timely completion. 

Complex Case Management: Three (3) medical records were reviewed for evidence of · 
continuous tracking and monitoring of members who received complex case management 
services. 

Category 3 - Access and Availability of Care 

Appointment Availability: Five (5) contracted providers from the Provider Directories were 
reviewed for accuracy, corr:ipleteness, and appointment availability. 

Emergency Service Claims: Twenty-three (23) emergency service claims were reviewed 
for appropriate and timely adjudication. 

- --- - - ·· 
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Family Planning Claims: Fifteen (15) family planning claims were reviewed for appropriate 
and timely adjudication. 

Category 4 - Member's Rights 

Grievance Procedures: Fifty-eight (58) grievances were reviewed for timely resolution, 
response to complainant, and submission to the appropriate level for review. 

Confidentiality Rights: Three (3) cases were reviewed for proper reporting of all suspected 
and actual breaches to the appropriate entities within the required timeframe. 

Category 5 - Quality Management 

New Provider Training: Nine (9) new contracted providers were reviewed for evidence of 
training and timely completion. 

Category 6 - Administrative and Organizational Capacity 

Fraud and Abuse Reporting: Six (6) cases were reviewed for proper reporting of all 
suspected fraud and/or abuse to the appropriate entities within the required timeframes. 

A description of the findings for each category is contained in the following report. 
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•!•COMPLIANCE 
'. : . ' . ' • . : . '" . ~. . 

AUDIT.FINDINGS 
• . . ' . : . . . • . ' .'. 

(CAF) 
·: . : . > 

•!• 
PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 I DATE OF AUDIT: June 1, 2015 through June 12, 2015 

. '' CATEGORY 1- lJJIUZATION,MANAGEIVIENT ' 

1.1 UTILIZATION MANAGEMENT PROGRAM 

Utilization Management (UM)Program Requirements: .·. . ·.. · ·.. · · · .. . .• ... · . .. ··· · · 
Contrac;tor shall deyelop, implement, and continuously update and irnprqve,· a Utilization Management/UM) .· 
program that ensures apprcJpriciteprocessesare usecj to reiview and approve the provision. of. Medicciliy . 
Necessary Covered Services<. (as required by Co6tract) . . . , . . ·..· . . . 
2-Plan Contract A:5.1 · ·. · · ·· · 

There is a set of written criteria or gui~elines for utilization.'review that is based o~ s~und medical evide~ce, is 
consistently applied, regularly reviewed, and updated. · 
2".'Plan Contract A5.2.C · · 

, ':" :' ; : . '. ·' . 

Rexi~w of Utilization bata: < ..•• . . . •. , , > .< • ..··· .>' .····.·. .· . , .... , ..:·. . .···, . < < 

Contractor shaH indudewithin the UM Program mechanis!Jls tci detect.both under- and over"'.utilization of health 
care services, Contractor's internal reporting rriechanisms used to detect Memqer Utilization P<:!tterns shall be 
reported to DHCS upon request. . . . . . . . . . . . . . 

2-Plan ContractA.5.4 

[ 
I 

r 

_ _ _ _ 

6of20 

SUMMARY OF FINDINGS: 

The Contract requires the Plan to continuously update and improve its Utilization Management (UM) program. The 
UM program shall ensure appropriate processes are used to review and approve the provision of Medically 
Necessary Covered Services. 

_ ----~olicy aodErocedure(F'&E)_UM:l 5. 00.8:_ Under!Ov.er-..Utiliz.ation_states_rep.o_cts_gen_e_rat~s:I- frnmJ::J!9_n·~e,9mp_uteri.z€lc:f ______
system will be reviewed by the UM Workgroup to identify trends affecting inpatient bed days, outpatient visit days, 
Emergency Department (ED) usage, and provider usage. Trends identified will be reported to Quality Council (QC) 
and identified issues will be forwarded to the responsible party to address and/or develop action plans. The QC 
oversees the UM Workgroup and Clinical Leadership Group activities and acts as the Utilization Management 
Committee. The Medical Director (MD), along with input from QC committee members, provides medical oversight 
and guidance to the UM Department as it carries out UM activities and functions. 

During the onsite interview, the Plan discussed the challenges of updating and removing unnecessary data to 
produce accurate reports for trending and analysis of UM data. Since the Plan is unable to produce accurate UM 
data reports they are unable to properly monitor over and under-utilization of services. 

RECOMMENDATION: 

Improve the mechanism to monitor under and over-utilization of services by resolving the challenges of uploading 
and removing unnecessary data to produce accurate reports for trending and analysis of UM data. 

I 
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•!• COMPLIANCE AUDITFINDINGS (CAF) •!• . .. 

PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015I 

1.2 PRIOR AUTHORIZATION REVIEW REQUIREMENTS 

Prior.Authorization a.nd Review Procedures: . . . . , 
Contractor shall ensure that its pre-authorization, concurnmt review and retrospective review procedures meet 
the following minimum requirements ... (as required by Contract) · · · · 
2-Plan Contract A.52.A, 8, D, F, H, and I. 

. . 

Exceptions to Prior Authorization: . . ·.: ·· · ·. · .. ·· · 
Prior Authorization requirements shall. not .be appliedto emergency service$,• family planning·. services,. preventive 
services, basic prenatal care, sexually transmitted disease services, and HIVtesting. · · ·-. · ·· .· ·· · · -· -
2-Plan Contract A5:2.G ·· · · 

Timeframes for Medical Authorization . . . . 
Pharmaceuticals: 24 hours or one (1) business day on all drugs that require prior authorization in accordance. 
with Welfare and .Institutions Code, Section 1.4185 or any future amendments thereto. · · 
2-PlanGontract A.5.3.F · ·· · 

.. 
Routine authorizations: Five (S) working days from receipt of the ihtOrmatioll reasonabiy necessary to rendera . 
decision (these are requests for specialty service •. cost control purposes, out:of-networknototherwise exerhpt ··• 
from prior authorization) in accordan,ce with Health and Safety Code, Section 1367 ,01, or any future amendment$' 
thereto, but, no longer than 14 calendar days from the receipt of the request. The decision may be deferred ?nd · 
the time limit extended an additional 14 calendar days only where the Member orthe Member's provider requests 
an extension, or the Contractor.can provide justification upon request by theState for the need for additional • · ·- · 
information and how it is in the Member's interest Any decision delayed, beyond the time limits is c.onsicjerea a_• · 
-aenial-~fr1dfffusfl5eTmmeaiatelyprocessea·assucn~--------~-Cc 7:---_·------~-:c-c-~-----·-----·- ··-----·-·--··-------,-------

2-Plan Contract A.5.2.H · · 

Denial, Deferral, or Modification of Prior Authorization. Requests: 
Contractor shall notify Members of a decision to deny, defer, or modify requests for prior authorization, in . 

- c·acc-6rCl~rncecWith'-'-Title~2TCCR·SeH5Uons 5-Wr4':y-c:rncr538M~oy~provi~ ing-wdtt13n-'ri-otification~tt:,-Members-an~d/oc . · ..·· -
their authorized representative ...This notification mustbe provided as spec;ified iri 22 CCR Sections 51.014:1, 
51014.2, and 53894, and Health and Safety Code Section 1367.0t · -.. · 
2-Plan ContractA13.8.A - ·· 

 - -- - r .-- --

SUMMARY OF FINDINGS: 

The Contract requires the Plan to process routine prior authorization requests for medical services within five 
working days from receipt of the information reasonably necessary to render a decision, but no longer than 14 
calendar days from the receipt of the request. The decision may be deferred and the time limit extended an 
additional 14 calendar days only where the member or the member's provider requests an extension. Any decision 
delayed beyond the time limits is considered a denial and must be immediately processed as such. 

Policy and Procedure (P&P) UM15.015.a: Timeliness of the Utilization Review Decision and Communication states 
upon receipt of all necessary information, decisions affecting routine care shall be made within five business days or 
within a time frame appropriate for the enrollee's condition. Decisions can be no later than five business days for 
commercial and 14 calendar days for Medi-Cal and Medicare enrollees from the date the Health Plan receives the 
request. 

During the interview, the Plan stated there were delays in processing of medical prior authorization requests during 
the audit period. The majority of the delays were due to the Plan not receiving requested information in a timely 
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•!• COMPLIANCE AUDIT FINDINQ~(CAF) ·:~ 
; . ' '· .. '.. . .. ' ·... '· .. ·. ., 

PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 lhrough June 12, 2015 

manner from providers in order to render a decision on the prior authorization requests. Additionally, issues with 
retention and recruitment of the Plan's Utilization Management staff contributed to a delay in the processing of prior 
authorizations. 

The verification study showed 12 prior authorization requests for medical services did not meet the required time 
frame for processing of routine prior authorization requests. This is a repeat finding. 

RECOMMENDATION: 

Adhere to the required time frames to ensure processing of routine prior authorization requests for medical services 
are met. 
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•!• COMPLIANCE AUDIT FINDINGS(CAF)·•:· 

PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

1.4 PRIOR AUTHORIZATION APPEAL PROCESS 

AppeaJProcedlltes: . . . ··. . . . ·.·....·.· ..·.·.· .. , <: > . . •;: > .... ···.·•· .. ··•··· .......... 

·There shall bea well-publicized appealsprecedurefor both providers and patients;···. 
2~Plan Contract A.5.2:E · · · · · · · 



~ 

I 
I 

i 
i 

SUMMARY OF FINDINGS: 

The Contract requires the Plan to have procedures to ensure the person making the final decision for the proposed 
resolution of an appeal/grievance has not participated in any prior decisions related to the appeal/grievance. Policy 
and Procedure UM15.009: Clinical Research of Medi-Cal Member Appeals states upon receipt of an appeal from the 
Member Services (MS) Department, the Utilization Management (UM) Department's Appeal Liaison assigns the 
case to a UM nurse reviewer who was not involved in the original determination. The UM nurse researches the 
case facts, findings, and performs a clinical review that's presented to a physician reviewer who normally 
participates in the original determination. 

Member Services policy MS 8.018-Request for Reconsiderations (Appeal Process) and Independent Medical 
Review Process states original case findings and additional supporting information received during the appeal 
process are compiled, reviewed, and presented to the original physician reviewer (the same person who participated 
in the prior authorization decision). These procedures do not comply with the above Contract requirement. 

RECOMMENDATION: 

Revise Policy and Procedure MS 8.018 to adhere to the Contract and ensure the persbh·makingthe final decision 
for the proposed resolution of an appeal/grievance has not participated in any prior decisions related to the 
appeal/grievance. 

9of20 



•!• COMPLIAN.CE AUDIT FINDINGS (CAfJ •!•. ·.. 
PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

1.5 DELEGATION OF UTILIZATION MANAGEMENT 

Delegated Utilization Management (UM) Activitie~: < ·.. ·.··• •.. . •... •. ..· ....· •·.··•·· .··. ..• . ..···. . .. 
Contractor may delegate UM·activities. If Contractor delegatesthese activities, Contractor shall comply with 
ExhibitA,.Attachment:4, Provision 6. Delegation of Quality Improvement Activities~ · · · · ··. 
2-Plan ContraetA5:5 · · · · ·· · ··. · · 

SUMMARY OF FINDINGS: 

The Contract requires the Plan to be accountable for all Quality Improvement (QI) functions and responsibilities (e.g. 
Utilization Management, Credentialing, and Site Review) that are delegated to subcontractors. If the Plan delegates 
QI functions, the Plan and delegated entity (subcontractor) shall include in their Subcontract, QI responsibilities, 
specific delegated functions and activities; the Plan's oversight, monitoring, and evaluation processes and the 
subcontractor's agreement to such processes. The agreement shall include subcontractor's responsibility to report 
findings and actions taken as a result of the QI activities at least quarterly; and the Plan's actions/remedies if 
subcontractor's obligations are not met. 

Policy and Procedure (P&P) QM14.301: Delegation Oversight Process states the Plan is responsible for assuring 
that quality care and service are administered to Plan members when services are delegated to contracted 
providers. Delegation arrangements are also part of the contracting process. On an annual basis, the Plan 
monitors delegation via routine reporting and/or by onsite audits of delegated providers; the frequency of audits may 
be more often if needed and if identified as part of a Corrective Action Plan (CAP). 

· Revie·w of documents show the Plan performs annual UM delegation audits ofits delegated entities and reports any 
findings/deficiencies by issuing a site visit report and recommending a CAP. During the audit period, the Plan 
performed an oversight evaluation of Contra Costa Regional Medical Center's (CCRMC) Utilization Management 
(UM) activities with a well-documented CAP for detected deficiencies. 

____  . .Dming theJnter:view, the F'lan.stated .tbaLsome_of.theicU M. functions Cl[e ctelegatedJo.tb§.P_bc:irmc:icy_ .E3.ene;f!L_______ ..... ___ 
Management Company (PBM). However, there was no documentation to support that an annual oversight 
evaluation of the PBM occurred during the audit period. This is a repeat finding. 

RECOMMENDATION: 

Ensure annual oversight evaluations are conducted on the Plan's PBM. 
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•!• COMPLIANCE AUDIT FINDINGS (CAF) •!• . 

.· 

PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015I 

CATEGORY·2..:. CASE MANAGEMENT AND COORDINATION OF CARE 

2.4 INITIAL HEAL TH ASSESSMENT 

Provision of Initial Health Assessment: . . . 
Cont.ractor shall cover and ensure the provision of an IHA (complete history and physical examination) in conformance 
with Title 22, CCR, Sections 53851 (b)(1) to each new Member within timelines stipulated inProvision 5 and provision 6 ..
Delow. · · · · ··· · · .· · · · ·. ·· · · .· 

2'-Plan Contract A.10.3.A 
. . 

Provision of IHA for Members under Age 21 . · ·. . . . . 
For Members under the age of 18 months, Contractor is responsible to cover an.d en.sure the provision ofan IHAwithin 
120calendar days following the date of enrollment or within periodicity timelines established by the American Academy 
 

ofPediatrics (AAP) for ages tWo and youngerwhichever is less. · 


·,,--', ,' ' . . . :: ', 

F()r Members 18 monthsof age and older upon enrollment, Contractor is responsible to erisure an IHA is pe~orrned 



within 120 .calendar days of enrollment. ·· · · · 
 · · 
2-Plan Contract A.10.5 
 


IHAs for Adults, Age 21 and older .. . . . .· .· · • · . · .· . ·· 
· 1) Contractor shall cover arid.ensure that an IHA for adultMembers.i.s performedwithin 120 calendar days of · . ·•·· 

~'-.•.--2r·~~~i~~g~~stia11-ensLfrrrtnartnepefformance'onne:cinitrarc·amprete-histoFy"and'pnys'icarexan'Fforaaa1ts--"·-··.L 



includes, .but is not limited to: · · · 
 · 
a) blood pressure, 
 

b) height and weight, . 
 . . 
c) total. serum cholesterol measurement for men ages 3.5 and over .and women ages 45 and .over, ... 


. . .·.· · . d)clinical breast examination for women over 40, · . • .· ... ··. : ·· . . .. ·..•.. ·.. ·. .·•·· ..·· ..... · ; .· .. . . . < . _ . 
._ ·-.. -c--.--·-·e) ma-mmograrnfor'worrienage '55 a'nciover.~-·---------,~----~------"··--~--- -· ----·-:-·--·-·---~------~·--------

f) Pap smear (or arrangements madefor performan'ce) on all.women determined to be sexually active; . . , .• 

g) chlamydia screen for all sexually activefemales aged21 and older who are determined tobe at high~risk for 

chlamydia infection using the most current CDC guidelines. These guidelines include the screening ofall 
 · · 
sexually active females aged 21 through 25 years of age, . · . . 
 · . . 
h) screening for TB risk factors .including a Mantoux skin test on all persons determined to be at high risk, and; 
 

i) health education behavioral risk assessment. 
 
 · 
 · 

2~PJanContract A.10.6 · 


Contractor shall make reasonable. attempts to contact a Member and schedule an IHA. All attempts shall be 
 . 
d.ocumented. Documented attempts that demonstrate Contractor's unsuccessful efforts to contact a. Member. and· 
 

schedule an IHA shall be considered evidence in meeting this requirement·. 
 

2-Plan Contract A.10.3.D · 


- _

SUMMARY OF FINDINGS: 

The Contract requires the Plan to ensure that an Initial Health Assessment (IHA) is performed within 60 calendar 
days of enrollment for new members under the age of 18 months, and within 120 calendar days for new members 
18 months of age and older. A complete IHA consists of a history and physical examination, and an Individual 
Health Education Behavioral Assessment (IHEBA), which includes an age-appropriate assessment or screening on 

. -
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PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

a periodic basis. The Plan shall also document all attempts to contact and schedule an IHA with a member to 
demonstrate the Plan's efforts in meeting this requirement. 

Policy and Procedure (P&P) QM14.701: Preventive Services/Initial Health Assessment states the Plan must 
complete an I HA within 60 calendar days of enrollment for new members less than 18 months of age, and within 120 
calendar days for new members 18 months of age and older. The Plan will ensure that adult and pediatric members 
receive timely IHAs and comprehensive preventive services, including immunizations at intervals appropriate to their 
age, gender and as appropriate, health risk. 

During the onsite interview, the Plan acknowledged they track completion of IHAs by monitoring a set of procedure 
codes that providers use to bill for services. A provider's use of these procedure codes indicate to the Plan that 
IHAs have been completed. The Plan also conducts Medical Record Reviews (MRRs) during Facility Site Reviews 
(FSRs). 

The verification study showed that 18 medical records for new members were incomplete and/or lacking 
comprehensive clinical information such as an IHEBA (Staying Healthy Assessment) or immunization information. 
These medical records indicated IHAs were not fully completed within 120 calendar days of enrollment. This is a 
repeat finding. 

RECOMMENDATION: 

Improve the monitoring system to ensure IHAs are fully completed within 120 calendar days of enrollment. 
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•!•· cpMPLIANCE AUDIT FINDINGS (CAF) •!• 
PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

3.1 APPOINTMENT PROCEDURES AND MONITORING WAITING TIMES 

Appointment Procedures: . . .· . . . •· • .·· · · 
Contractorshall implement and maintain procedures.for Memberstoobtain appointments forrou.tine care .• urgent 
care, routine specialty referral ..appoiiltmer:its;prenatal care .. c.hildreri's preyeritive p~riodic healthassessme.nt§, 

•and adultinitial health assessmerits. Contracto(shall also' include prOCE:)dLiresfofJcillcrV\f~up ·on missed ...·· < 
appointments. · ··· · ·· · · · · · · · · · · · · ·· · · 

2~Plan ContractA9.3.A 

Members must be offered appointments within the following timefram~s: ·.•·. . . . . . .· 
3) Non"urgent primary care appointments ~within ten (1 O)bus.iness days of request; 

.. ·· ·.4) Appointment with a specialist- withinJ.5bl1sihess daysofrequest; .· .. · · · · · ·· 
2-Plan Contract A.9.4.B · · · · · · · · • · • '· .·. ' ·. · ·· .·. · · 

Prenatal Care: .. .. . . . . .. . ....· . . . , .·· . . .. . . ..• . •. .· .· •... · 
Contractor shall ensure thatthe first prenatal visit for a pregnant Member will. be available with in two (2) week$ 
upon request. · .· · ·. · · · · ·. 

2-Plan ContractA.9.3.B 

.l\llOl!i_tQ_r!fl_gofVVaitingTi'mes:/ 
.st1.aTf

... ·.·.. · 
nfaTnfa1n-·a·.proc8'd-ure 

.·. • / .· ... • .····. ··....·· .. <.'; \•• ..•. ;>>... •·•·.·c-•;\.i;' .. ' 
confractor cieveTop~lm-pfem.enfancf tp mornr0r:-waTIT69 ·trmes ro1~·?~1Jroi/iffer§: ..attrc8sc, 
telephonE:) calls (to answer and return), and time to ol:ltain various.types of appointments, .. ·.·· . . .. ·. .. 
2.:.p1an Contract A.9.3.C · · · · · · · ·· · · ·· · · · · ·· 

SUMMARY OF FINDINGS: 

The Contract requires the Plan to develop, implement, and maintain procedures to monitor waiting times for 
members to obtain prenatal care appointments. The Contract also requires the Plan to ensure the first prenatal visit 
for a pregnant member will be available within two weeks upon request. 

Policy and Procedure QM14.101 contains a table that outlines access standards for non-urgent care, urgent care, 
non-urgent specialty care, emergency care, first prenatal visit, and IHA appointments. The policy states the Plan's 
access standards for the first prenatal visit for a pregnant member is within two weeks upon request. The Plan 
utilizes a variety of methods to monitor the above health care services, which include Appointment Availability 
Surveys, Member Grievances, and Advice Nurse Reports. 

During the onsite interview, the Plan acknowledged the 2014 Provider Appointment Availability Survey did not 
monitor whether the first prenatal visit for a pregnant member is available within two weeks upon request. This is a 
repeat finding. 

RECOMMENDATION: 

Improve monitoring systems to ensure the first prenatal visit for pregnant members is available within two weeks 
upon request. 
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. •!• COMPLIANCE AUDIT FINDINGS (CAF) •!+' 
PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

3.3 TELEPHONE PROCEDURES I AFTER HOURS CALLS 

Telephoneprocedure:s: ···• . ·.· <• .; ....·•• .. ;. <: ><•, <> . ·.·• \><. •• .•••. 
Contraetor s.hall require providers to maintain aprocedurefor triaging Members' telephone calls; providing · 
telephone medical advice (if it is made available) .and accessing telephone interpreters; . . . . . . . 
2-Plan ContractA9.3.D · · · · ·· · · · 

Contra~tpr shall maintain thecapability to provide Memberservices t~ Medi~Cal Mef11bers..or potential members 
through sufficient assigned and knowledgeable staff: · · · · · · 
2:p1an A13.2.A · · · · · · · 

After Hours.Calls: . . ...· . . .· ... .· .·· ...· .. . ·.. ·· ....· .. ·.. .. .... .· . . . .· ....•· ·..· .... 
At a minimum, Contractor shall ensure that a physician or a11 appropriate Ii.tensed professional under his/her · 
supervision will be available for after-hours•calls. · · · ·· · · · 
2-Plan Co.ritractA.9.3.E · 

SUMMARY OF FINDINGS: 

The Contract requires the Plan and its providers to maintain a procedure for triaging members' telephone calls, 
providing telephone medical advice, and accessing telephone interpreters. 

Policy and Procedure (P&P) AN17.004.1: Answer Time Standards states the Plan shall assure that callers have 
prompt and efficient access to the Advice Nurse Service. Only Advice Nurses shall answer calls for inbound patient 
queues and keep their telephones logged in to the Automated Call Distribution (ACD) system. A live person from 
the Advice Nurse Unit should answer calls with an average speed Of 30 seconds or less and an.average ·· 
abandonment rate of 5% or less. 

The February 4, 2015 "Managed Care Commission Meeting - Advice Nurse Unit Report' disclosed the Plan's 
average speed to answer a call was 94 seconds in the 3rd Quarter of 2014 and 88 seconds in the 41

h Quarter of 
2014.- The Plan's abandonment rate was-8%-in the 3rd Quarter-of 2014 and 9% in the4~ Quarter of 2014. -Although 
the Plan has taken actions to reduce telephone answer times and abandonment rates, the Plan did not comply with 
the telephone answer time and abandonment rate access standards. This is a repeat finding. 

RECOMMENDATION: 

Ensure the Plan complies with the telephone answer time and abandonment rate access standards. 

I 
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•!• COMPLIANCE AUDIT FINDINGS (CAF) •!• 
... ·. 

PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015I 

3.5 EMERGENCY SERVICES AND FAMILY PLANNING CLAIMS 

Emergency Service Providers (Claims): . ·.·· . . 
Contractor is responsible for coverage and payment of Emergency Services and post stabilization care services 
and must cover and pay for Emergency Services regardless of whether the provider that furnishes the seritices 
has a contract with the plan. · 
2-Plan Contract A.8.13.A 

Contractor shall pay for emergency servicesreceived by a Member from non~contracting providers. Payments t6 non~ 
contracting providers shall befor the treatment of the emergency medical condition including Medically· .·. ·.·· ...· .. 
Necessary inpatient services rendered tci a Member untilthe Member's condition has stabilized sufficiently to permit 
referral and transfer in accordance with instructions from Contractor or the Member is stabilized · 
sufficiently to permit discharge .... 
2-Plan Contract A.8.13.C 

. ' . ' : . ' . 

At a minimum, Contractor must reimburse the non-contracting emergencydepartment and, .if applicable, its ·· 
affiliated providers for Physician servic.es at the lowest leve.1 of emergency department evaluation and . . . . .· ..... 
management Physician's Current Procedural Termiriology(CPT) ..codes, unless a higher level is clearly supported 
by documentation; and.for the facility fee and diagnostic services ·such aslaborafory and radiology; · 
2-Plan ContractA.8.13.D · . · . 

For all either non-contracting providers, reimbursement by Contractor, or by a subcontractor who is at risk for out-of-· 
plan emergency services, for properly docume.nted claims for servic;es rendered on or after January 1, 2007 by a non- •· 
contracting provider pursuant to.this provision shall be made in. accordance with Provision 5, Claims Processing, and 
42 USC Section 1396u~2(b)(2)(D). 3 · · · 
. 2"Plan DontractA8.J3.. E___ . >•--•
Contractor shall cover emergency medical services without prior authorization pursuant to Title 28 CCR, Section 
1300.67(g) and Title 22 CCR Section 53216. · · ··· · ·· 

·2-Plan Contract A.9.7.A 
. . 

' ' .. . ·, ' 

-- ,Family-Planning(Claims}:c--.-.-:-~-···-·=--.....·~ . . .. -·-··""··'.c:__c_--=~:--·-:•··:··:..,..._ ~ -••--' ._•• :•...... -.:::."'--:-,--.... --::-'···~·~'i..--- : ..  ..
Contractor shall reimburse non..:contraeti11g family plc:lnning providers afno Je~s than the appropriate Medi-C:al ··. 
FFS rate .... (as required by Contract) · · · · · · · ·· ··· 
2-Plan Contract A.8.9 · · 

Claims Processing-Contractor shall pay all claims submitted by contracting providers in accord.ance with this 
 
 . 
section ... Contractor shall comply with Section 1932(f), Title XIX, Social Security Act (42 U:S.C. Section 1396u~2(f); and 

Health and Safety Code .sections 1371 through 1371.36. · 
 · · 

2-Plan ContractA8.5 
. . ' '. ·. ,•·, ' ·:. ,. : " ' 

Time for Reimbursement. Aplan and a plan's capitated provider shall reimburse each complete claim, or portion 

thereof, whether in state or out ofstate, as soon as practical, but no later than thirty (30) working days after the date.of: 
 

receipt of the complete claim by the plan or the plan's capifated provider, or if theplan is a health maintenance 
 

organization, 45 working days after the date of receipt of th.e complete elaimby the plan or the. plan's capitated 
 

provider, unless the complete claim or portion thereof is conte_sted or denied, as provided in subdivision (h).. 

CCR, Title 28, Sect.ion 1300:71 (g) · · · · 


SUMMARY OF FINDINGS: 

California Code of Regulations, Title 28, section 1300. 71 (b)(A), states the Plan shall forward emergency service 
claims to the appropriate capitated provider within 10 working days of receipt of the claim that was incorrectly sent to 

I 
i

- ~ -
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•!• COMPLIANCE AUDIT f,=INDINGSJCAF) •!• 
PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

the Plan. 

Policy and Procedure CLM 4.536: Kaiser Member Claims states if a claim is incorrectly sent to the Plan and the 
member is enrolled in Kaiser, it is the responsibility of the Plan to direct the claims accordingly. The Plan shall 
forward Kaiser claims to Kaiser within 10 working days of receipt of the claim. 

The verification study revealed three emergency room claims that were incorrectly sent to the Plan were not sent to 
the appropriate capitated provider within 10 working days of receipt of the claim. This is a repeat finding. 

RECOMMENDATION: 

Ensure emergency room claims incorrectly sent to the Plan are redirected to the appropriate capitated provider 
within 10 working days of receipt of the claim. 
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' .. •!• ~Ol\llPUANCE AUDIT FINDINGS (tAF)•!+
.· .. '• 

PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015I 

I3.6 ACCESS TO PHARMACEUTICAL SERVICES I 
PharmaceuticalService~ and Prescfib~d Drugs: .. ' .··· ···.' ' •.... .·.... ' .·•·· ' '' ..... ·...· ' ' '' ' ', ', < · ..•. 

. Contractor shall cover and ensure the provision of all prescribed drugs and Medically Necessary pharmaceutical 
services. Contractor shall .provide pharmaceutical services and prescription drugs in accordan.ce with alIFederal , 
and State laws and .regulations... · · · · · ·· · ·. · · · · 

.At a minimum; Contractorshall arrange for pharmaceutical servlces to be available during regular business. 
 
hours, and shall ensure the. pro~ision, of drugs prescribed in emergencycircumstances in arnounts SUfficienttc 
last until the Member can reasonably be expected to.have the 'prescriptionJHled. 
 .. . . . . . ..· .. . . ... 
2~Plan .contract A. 1.0.8.G.T ·. · · · · · · · · 

f 
I 

I 

f 
l 


SUMMARY OF FINDINGS: 

The Contract requires the Plan to cover and ensure the provision of all prescribed drugs and Medically Necessary 
pharmaceutical services. At a minimum, the Plan shall ensure the provision of drugs prescribed in emergency 
circumstances in amounts sufficient to last until the member can reasonably be expected to have the prescription 
filled. 

Policy and Procedure PM6.01 O: Pharmacy Services requires the Plan to monitor that members have access to a 
sufficient supply of medications in emergency situations to last until the member can reasonably be expected to 
have a prescription filled. If warranted, the Plan will randomly select and review Emergency Department claims to 
determine if prescribed medications were dispensed in sufficient quantities:· 

During the onsite interview, the Plan presented a report labeled HGV Meds Adherence (TAP3409) and a 
prescription dispensing report to show that Emergency Room (ER) data is monitored. However, the Plan could not 
demonstrate how the data is used to track and verify that members received sufficient supplies of medication when 

.discharg~d from the ER. The Plan did not monitor Emergency Departments at contracted hospitals to ensure 
members have acce"ss toa suffiden't suppfy of medications in'efr1ergency situation's"fo fast until" tfle member can-·-· .....
reasonably be expected to have a prescription filled. This is a repeat finding. 

RECOMMENDATION: 

Monitor Emergency Departments at contracted hospitals to ensure members have access to a sufficient supply of 
medications in emergency situations to last until the member can reasonably be expected to have a prescription 
filled. 

.. 
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•!• COMPLIANCE AUD.IT FINDING.S(CAF) •!• 
PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 I DATE OF AUDIT: June 1, 2015 through June 12, 2015 

..• CAJEGORY4-- MEMBER'SRIGHTS .•. 


4.1 GRIEVANCE SYSTEM 

Member Grievance System and Oversight: .. . . . .. .. . . .. .· . . . . . 
Contractor shall implement andrnaintain aMemberGrieva11ce System inaccordancewithTitle 28, CCR, Section• .•..•..•·• 
1300.68 and 1300.68,.01, Title 22 CCR Section 53858,. ExhibitA, Attachment 13; Provision 4,Paragraph.D.13), .and 42 .·
(;FR 438.420(a)-'(c). · · · · · · · ·· · · · · · · .· .·. · · · ·. · · . ··· .·· .. ·· ···· ·.···· 

· 2-Plan .ContractA 14.1 

Contractor shall implement and maintain procedures• ... to monitor the Member's.grievance system andthe.expedited 
review of grievances required under Title 28, CCR, Sections· 1300.68.and·1300.68.01 an,dTitle 22 CCR Secticm 
53858 .... (as required byContract) · · · · · · · 

2~Plan ,C6ntractA14.2 


·contrattorshall·. maintain I and' have. available.for 6Hcsrevie0,'Qriel/anc~ lbgs,including ·copies ofgrievance logs of ........ 
any subcontracting entity delegated the ~esponsibilily tcf m.aintain and resolve grievances. C3riE3vance logs shall indude 
all thefequired information set forth ih Title 22 CCR Section 53858(e). . . . . 
 ·. .·.. . 
2-Plari ContractA14.'3.A · · 


.. 

SUMMARY OF FINDINGS: 

The Contact requires the Plan to implement and maintain a Member Grievance System. The Plan shall implement 
and maintain procedures to monitor the member's grievance system and the expedited review of grievances. The 
Contract also requires the Plan to resolve each grievance and provide notice to the member within 30 calendar days 
from th.e date the Plan receives the grievance. 

----------- -- -- ----------- ----- -- -- -- ---- -- --- ------- -

Policy and Procedure MS 8.001: Handling of Complaints and Grievances describes the Plan's grievance system to 
provide members with a process for voicing and promptly resolving complaints and grievances; to facilitate the 
investigation and resolution of all complaints and grievances, and to provide avenues of appeal. A member who 
files a grievance will be sent a written acknowledgement letter within five days that will include the time frame in 
which a resolution letter will be sent. The written disposition of the complaint is mailed to the member within 30 days 
of receipt of the complaint/grievance by the Plan. In the event a resolution is not reached within 30 days, the 
member shall be notified in writing by the Plan of the status of the grievance and provided with an estimated 
completion date of resolution. 

During the onsite interview, the Plan acknowledged there were issues of unresolved grievances within 30 calendar 
days due to timely receipt of medical records from contracted providers. The verification study revealed that 31 
grievances were not resolved within 30 calendar days. 

RECOMMENDATION: 

Improve monitoring systems to ensure that grievances are resolved within 30 calendar days. 
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·•!• COMPLIANCE AUDIT FINDINGS (CAF) •!~ . ' 

P~AN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 I 

CATEGORY 5 - QUALITY MANAGEMENT .. 


5.3 DELEGATION OF QUALITY IMPROVEMENT ACTIVITIES 
. . . 

·Delegation of Quality Improvement Activities: ·. · ·. ..·.. . .• . · .... ·.. . .·.. ·• · . . . ·. ·· ... ·. · ·. ·. 
A. Contractor is accountable for all quality improvementfunctions andresponsibilities (e.g. l.J,tilizcitio,n, . 

. Management, Credentialing andSite Review) t,hatare delE3gated tosubcontractors.>lf Contractor ~ . . ·, 
·delegates quality improvement functions,. Contractor anddelegated entity (subcontractor) shall in~l~de in 
their Subcontract, atminimum: .· . · , . · . .·· ·· • .· .·..· ··... · > • · . • • ·. · 

.1) ·Quality improvement responsibilities, and specific delegated functions and a~tivities ofthe 
· Contractor and swbcontractor. · · .· . ·.. ·. ·· · · • .• ··. · ·. ·•. .·· .·. 

2) . Contractor's oversight, monitoring, and evaluation processes and subcontractor's agreement to such 
processes.. . . · . . . . .. · . ... ..·. · ·...· . · · 

3) Contractor's reportin9 requirements and §!pproval .. procE3sses. Jl:le agreement shall Jndude 
. subcontractor's ~esponsibility to report findings and acti9n~ takeri·as aresulfof the qqality.···· 

improvement activities at leastquarterly: . .. •· · ·· · · · • .. ·. · · 
4) Contractor's actions/remedies if subcontractor!s obligationsare not met. ·.· ... . , . 

B. Contractor shall maintain a system to ensure accountability for delegated qualityimprovement activities, . 
that at a minimum: . ·. · • . . •..•. ·.. . . . · . · .. · . . .. · . . .• •. ·.. . .. .·. . . •. ·. · · · 
.1) Evaluates subcontractor's ability to perform the delegated activities including an initial.revieydo · 
· . assure. that the sub.contractor has the 9dmiriistr9tiv8:,c9pacity, task exRerience, .:mg b.udgetary .· :< 

•resources-to-fulfill-its responsibilities:~::···-·....'..-~---·-~:~ •.. ··•••· .• ~'--..c..-.--~-~-:_,~_ • .c:_:.~.~.-_:.:_:____~::.~,~-..i.: -
· 2) Ensures subcontractor meets standards.set fo~h by the Contracfor.and DHCS: , . · 

3) Includes the continuous monitoring, evaluation .and approval of the delegated functions.·· 
2-Plan Contract A.4.6 · · · · · · · · 

.. 

l 
I 

-SUMMARY-OF-FINDINGS:------ - -

The Contract requires the Plan to maintain a system to ensure accountability for delegated Quality Improvement (QI) 
functions and responsibilities (e.g. Utilization Management, Credentialing, and Site Review) through continuous 
monitoring, evaluation, and approval of the delegated functions. 

Policy and Procedure (P&P) QM14.301: Quality Management outlines the process and procedures for delegation 
and monitoring of QI activities to contracted providers. Claims review activities are monitored on an ongoing basis. 
Medical Records are reviewed at Facility Site Reviews. Routine reporting, generally quarterly, occurs through the 
Quality Council, which includes Quality Management (QM), Utilization Management, and Member Services. 
Pursuant to the aforementioned policy, the QM Director, QM Nurse, and/or designee, coordinate the audit process 
for the Plan. Upon completion of the audit a letter is sent to the contracted delegated provider informing them of the 
results of the audit. If opportunities for improvement have been identified, a Corrective Action Plan (CAP) request 
for the contracted provider will also be written and sent. The Plan monitors delegation via routine reporting and/or 
onsite audits of delegated providers on an annual basis. 

During the onsite interview, the Plan stated that it delegates quality management functions to the Pharmacy Benefit 
Management Company (PBM). However, there was no annual delegation audit report found for the PBM during the 
audit period. This is a repeat finding. 
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PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

RECOMMENDATION: 

Ensure there is an annual delegation audit report for the PBM. 
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INTRODUCTION 


This report presents audit findings of the County of Contra Costa dba Contra Costa 
Health Plan's (CCHP) State Supported Services contract No. 03-75796. The State 
Supported Services contract covers contracted abortion services with CCHP. 

The audit period was March 1, 2014 through February 28, 2015. The onsite audit was 
conducted from June 1, 2015 through June 12, 2015 and consisted of document review 
and onsite interviews. 

An Exit Conference was held on September 29, 2015 with the Plan. The Plan was 
allowed 15 calendar days from the date of the Exit Conference to provide supplemental 
information addressing the preliminary audit report findings. No additional information 
was submitted following the Exit Conference. 
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PLAN: Contra Costa Health Plan 

AUDIT PERIOD: March 1, 2014 through February 28, 2015 DATE OF AUDIT: June 1, 2015 through June 12, 2015 

STATE SUPPORTED SERVICES CONTRACT REQUIREMENTS 
 


Abortion • ·... · · ·.··.. . ·.· ·...· .· .··.· . . ..·.. · ••· ·. . . . .·· . .· .•. .· . ·.. . 
Contractor agrees to provide, or arra.nge to provide, to eligible Members the following State Supported Services: · 
CurrentProcedura/Coding System Codes*: 59840thrqugh 59857 .·. ·...· . < . •·. ·. ·••· ·· .·... · .· · · 

.HCFA 
,, , 	 '. ' '··-

.Common 
-; '• ' ' ', ·-

Procedure 
.. -- ,._ 

Coding 
. " 

System. 
' i" 

Oodes*:X1516;X151 
. ' ·.,'' .' ..;."· . > ~:' , 

B; X7724/.X7726, Z0336 
< .,"" " - -e-•: • -- :' """ ' -· ''. ·-· 

r 



SUMMARY OF FINDINGS: 

The Contract requires the Plan to provide, or arrange to provide, abortion services to eligible members without prior 
authorization from any Medi-Cal Provider both within and outside the Plan's network of providers. 

Policy and Procedure (P&P) CLM 4.573e: Sensitive Services: HIV, Family Planning & Sexually Transmitted Disease 
states within the Policy and Purpose section that every Medi-Cal member is assured the freedom to choose a. 
qualified family planning provider both within and outside their network of providers. The Procedure section states 
that no authorization is needed if rendered by a contracted network provider. However, the language is not clear on 
whether or not a member needs prior authorization if services are rendered by a non-contracted network provider. 
The Plan's Policy and Procedure language does not fully comply with the Contract. This is a repeat finding. 

---~- -The:.r-Contract also-req-oires-the Plan-to ·provide, -or ·arran-ge-to-provide-;-to-eligibie-m-emb-ers-the-following State---------------
Supported Services: Current Procedural Coding System Codes: 59840 through 59857 and Health Care Finance 
Administration (HCFA) Common Procedure Coding System Codes: X1516, X1518, X7724, X7726, and 20336. 

During the onsite interview, the auditor requested a complete list of the Plan's Current Procedural Coding System 
Codes and HCFA Common Procedure Coding System Codes for all abortion services. The Plan provided a "CCHP 
Sensitive Services Grid" which listed codes 59840-59857. However, codes X1516, X1518, X7724, X7726, and 
20336 (replaced by code S0199 - Effective 4/1/2011) were not included within the grid. The Plan acknowledged 
these codes were missing and provided screen shots of codes X1516 and X1518 being added to their system; 
although codes X7724, X7726, and 20336 remained missing. The Plan did not include within their billing system all 
State Supported Service codes required by Contract. 

RECOMMENDATIONS: 

• 	 Revise policies and procedures to comply with the Contract and remove language that place limitations or 
conditions for members to receive abortion services. 

• 	 Ensure the Plan includes within their billing system all State Supported Service codes required by Contract. 

--------- --
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