Quality Assurance/Quality Improvement (QA/QI)



Upon review of the Massachusetts, Minnesota, Wisconsin and Texas integrated models, previous input from stakeholders, the LTCIP Grant Scope of Work, the Knox Keene regulations, and the Geographic Managed Care Contract, the following have been identified as recommended Quality Assurance/Quality Improvement (QA/QI)

components for inclusion in the Healthy San Diego Plus (HSD+) RFSQ.

Goal: To assess, monitor, evaluate, maintain, ensure, and improve the quality of care, the performance of all service providers, the utilization of services and facilities and the containment of costs for all enrollees in San Diego County. 

The Health Plan’s QA/QI Program must institute policies and procedures to:

· Establish standards that emphasize and promote:

· Wellness and prevention.

· Management of chronic illnesses.

· Complex care management.

· Physician and hospital quality.

· Innovation.

· Evaluate complaints.

· Assess trends.

· Establish measurements of performance and update measures yearly.

· Identify problems/deficits.

· Implement actions to correct identified problems.

· Establish mechanisms to communicate actions and results to employees, providers and enrollees.

· Establish provisions for evaluation of any corrective action plan.

· Monitor care against practice guidelines or clinical standards.

· Ensure that appropriate health professionals analyze collected data.

· Ensure that multi-disciplinary teams address system problems.

· Comply with all federal and state QA/QI regulations and contract requirements.

· Ensure subcontractors’ participation in the QA/QI Program.

· Ensure subcontractors compliance with all federal and state QA/QI regulations and contract requirements. 

· Establish an information system that supports QA/QI activities.

QA/QI measures/monitors should:

· Per regulations, the Health Plan must monitor and report the timeliness of access to care including:


· Waiting times for appointments with physicians.

· Timeliness of care in an episode of illness i.e., referrals and provision of services.

· Waiting time to speak to a physician, RN or other qualified health professional.

· Hours of operation that accommodate the needs of enrollees.

· Per regulations, the Health Plan must monitor and report access to all services through an interpreter or in the enrollee’s language.

· Reflect the population served in terms of age groups, disease categories and special risk status.

· Provide data on enrollee and provider characteristics.

· Review and monitor quality, access to and utilization of clinical care provided across all settings including:

· Preventive services including immunizations, vaccinations, fecal occult blood testing, mammograms, eye exams, hearing exams, screening for alcohol abuse and identification of high risk factors. 

· Primary care services.

· Specialized health care services.

· Complex care management.

· Behavioral and mental health services.

· Medications.

· Hospital admissions and services-the goal is to decrease preventable hospital admissions.

· Community health services. 

· Discharge planning-the goal is for interdisciplinary discharge planning that begins upon admission.

· Early identification of Cancer.

· Disease management through measurement of clinical outcomes on acute and chronic disease like Diabetes Mellitus, COPD, CHF, and Depression. 

· Dementia management through measurement of outcomes of care.

· Institutionalization through measurement of utilization data. 

· Monitoring risk factors including pneumonia, dehydration, falls, skin breakdown, loss of caregiver, urinary incontinence, and poor medication and treatment compliance by enrollee. 

· Alcohol abuse prevention and treatment. 

· Physical, occupational and speech therapy.

· Data on enrollees’ functional status.  

· Personal care services.

· Nutrition services.

· Chronic pain management.

· Review and monitor quality, access to and utilization of non-clinical care provided across all settings including:

· Availability of services.

· Accessibility of services.

· Marketing, health promotions, wellness activities, and outreach.

· Delivery of culturally and linguistically appropriate services.

· Identification of abuse and neglect.

· Medical technology.

· Health Plan’s administrative services.

· Cost effectiveness of services provided. 

· Care coordination and care management services.

· Transportation.

· Ethnic and race disparity. 

· Measure level of community integration.

· Emphasize enrollee’s:

· Input through focus groups, consumer advisory councils, and member participation on governing board and QA/QI committees.

· Outcomes.

· Satisfaction-The Health Plan should administer an enrollee satisfaction survey annually and report results to employees, providers and enrollees. Enrollee satisfaction should be greater than 80%.

· Self-reported quality of life and integration of enrollee and caregiver preferences in care plan.

· Maintenance of highest level of function and independence instead of treatment and cure.

· Monitor participating physicians’ qualifications no less than every three years.

· Be data driven and recognize that opportunities for improvement are unlimited. 

Reporting requirements: 

· Per regulations, the Health Plan must submit a report on grievances annually. The report must include:

· The total number of grievances.

· The types of grievances received.

· The Health Plan must produce and submit a written report on its QA/QI Program annually to the State department that has oversight over the contract. 

· The Health Plan must maintain and make available upon request a written description of its QA/QI Program including:

· Staff and resources allocated to the program.

· Goals and objectives to deliver quality health care services.

· Organizational chart showing the key persons, committees and groups responsible for QA/QI functions.

· Qualifications of staff responsible for QA/QI functions including education, experience and training.

· Specific QA/QI studies and activities, results, methodologies, and timeframes.

· System for provider review and feedback.

· Disenrollment rates.

· Enrollee, employee and provider satisfaction survey results.

· Patterns of utilization.

· Contents of annual report which should include:

· Summary of all QA/QI studies, measures and activities that were conducted.

· Methodologies for collecting, assessing data, and measuring outcomes.

· Role of health professionals in QA/QI processes.

· Trending of clinical and service indicators and other performance data.

· Areas of deficiency and corrective action plan.

· Evaluation of overall effectiveness of QA/QI studies and activities.

· Feedback to enrollees, employees and providers.

· Evidence that QA/QI Program has contributed to significant improvements in care delivered to enrollees. 

· Each QA/QI study should clearly document:

· The objective(s).

· The goal(s).

· The expected outcome(s).

· A brief justification and background on each objective.

· An explanation on how each goal will be measured.

· The target population.

· The method of evaluating the change in quality goals.

· The communication processes.

· The data that is collected. 

QA/QI oversight:

· Per regulations, the State oversight department will conduct an onsite medical survey as often as deemed necessary, but not less often then every three years, of the health delivery system of the Health Plan. The survey includes a review of:

· Procedures for obtaining health services.

· Procedures for regulating utilization.

· Peer review mechanisms.

· Internal procedures for assuring quality of care.

· Overall performance of the Plan.

· The Health Plan should establish a governing body to:

· Provide oversight on internal QA/QI Program.

· Approve QA/QI studies and activities.

· Review and approve the annual report.

· Review and approve corrective action plan.
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