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Policy applies to health plans operating in the following State(s). Applicable products noted below. 
 

Products 

☒ Medicaid/CHIP 

☐ Medicare/SNP 

☐ MMP/Duals 

☐ Arkansas 

☐ California 

☐ Colorado 

☐ District of Columbia 

☐ Florida 

☐ Georgia 

☐ Indiana 

 

☐ Iowa 

☐ Kentucky 

☒ Louisiana 

☐ Maryland 

☐ Minnesota 

☐  Missouri 

☐  Nebraska 

 
 

☐ Nevada 

☐ New Jersey 

☐ New York – Empire 

☐ New York (WNY) 

☐ North Carolina 

☐ South Carolina 

☐ Tennessee 

☐ Texas 

☐ Virginia 

☐ Washington 

☐ Wisconsin 

☐ West Virginia 

POLICY: 
 
 Health Plan and providers (including contractors) required to  maintain, an individual health 
record for each member, in accordance with the MCO Manual. The Plan collects and provides 
health records to LDH upon request. 
Healthy Blue will maintain a process to ensure that each provider furnishing services to the 
members maintains and shares the member’s health/medical record in accordance 
with professional standards via ongoing review and assessment of provider compliance with   
established standards for medical/health record documentation of care and , medical/health 
records  maintenance keeping of medical records, and . by ensuring that practitioners and 
providers in its network comply with the standards and  member’s medical/health records  
maintenanceprovider compliance with evidence-based medical practice and established 
standards for medical record documentation of care and keeping of medical records. Required 
standards incorporate those established within the professional medical community, those 
required by external regulatory and accrediting agencies and standards established internally 
within Healthy Blue. Standards are made available via Louisiana Department of Health’s 
publications and guidelines. 
As outlined in the Plan’s written strategy for conducting medical record reviews, Plan’s  review 
criteria shall address the following areas at a minimum: 

 Quality of care consistent with professionally recognized standards of practice.  

 Adherence to clinical practice guidelines.  

 Member rights and confidentiality, including advance directives and informed 
consent.  

 Cultural competency.  

 Patient safety.  

 Compliance with adverse incident reporting requirements. 

 Appropriate use of restraints and seclusion, if applicable. 

Effective Date 
March 6, 2018 

Date of Last Review 
March 8, 2022 

Date of Last Revision 
April 13, 
2021November 7, 
2022 

Dept. Approval Date 
March 8, 
2022November 7, 2022 

Department Approval/Signature: 
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 Treatment Planning components, including criteria to determine: the 
sufficiency of assessments in the development of functional treatment 
recommendations; the treatment plan is individualized and appropriate for the 
enrollee and includes goals, Specific, Measurable, Action-Oriented, Realistic, 
and Time-Limited (SMART) objectives, and the appropriate service to achieve 
goal/objective; individualized crisis plan; members’/families’ cultural 
preferences are assessed and included in the development of treatment plans; 
the treatment plan has been reviewed regularly and updated as the needs of 
the member changes; the treatment plan includes the involvement of family 
and other support systems in establishing treatment goals/objectives; the 
treatment plan includes evidence of implementation as reflected in progress 
notes; and evidence that the member is either making progress toward 
meeting goals/objectives or there is evidence the treatment has been 
revised/updated to meet the changing needs of the member; 

 Continuity and coordination of care, including adequate discharge planning  
 
 
 
As requested by LDH, the Plan obtains members records and other documentation from 
Network Providers and submits such information to LDH within the requested timeframe. 
 
This policy outlines the Plan’s  health records documentation standards, record content, 
health record organization, ease of retrieving medical records, confidential patient 
information, and standards and performance goals for participating practitioners. 
 
 
 By sampling or other methods and on a regular basis, the Plan will verify that services for 
which reimbursement was made were provided to members as billed. The standards, include 
all health record documentation requirements addressed in the State Contract, are 
distributed to all providers. In addition, the Plan ensures the following health record 
documentation standards: 
 

 Medical and social history and physical examination. 

 Allergies and adverse reactions. 

 Problem list. 

 Medications. 

 Documentation of clinical findings and evaluation for each visit 

 Counseling/anticipatory guidance/risk factor reduction intervention 

 Preventive services/risk screenings and results 
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Healthy Blue shall maintain a written strategy for conducting medical record reviews, 
reporting results and the corrective action process. The strategy shall be provided annually. 
The strategy shall include, at a minimum, the following:  
 

Designated staff to perform this duty;  
 
The method of case selection;  
 
The anticipated number of reviews by practice site;  
 
The tool the MCO shall use to review each site;  
 
How the MCO shall link the information compiled during the review to other MCO 
functions (e.g. QI, credentialing, peer review, etc.); and  
 
Schedule of reviews by provider type.  

 
The review of clinical records is an approach used to assess provider practice and compliance. 
This policy outlines the strategy for conducting medical record reviews for primary care 
providers, reporting results and the corrective action processes. It addresses rationales, 
methodologies, and responsibilities.  
 
The Quality Management Department will provide the review results to various Healthy Blue 
departments including but not limited to, Credentialing, Provider Relations, and Healthcare 
Management Services, when appropriate. Results of audits will be trended on a quarterly basis 
and presented to the Quality Committee for review. 
 
Healthy Blue shall conducts reviews at all primary care practitioners (PCP) sites with fifty (50) 
or more linked members and practice sites which include both individual offices and large 
group facilities. The plan shall review each site at least one (1) time during each two (2) year 
period.  
 
Healthy Blue shall reviews a reasonable number of records (i.e., five (5) to ten (10) records per 
site is a generally accepted target ) at each site to determine compliance. Five (5) to ten (10) 
records per site is a generally accepted target. For large group practices (six or more providers 
in the group), three record reviews per provider shall beis required. The plan shallwill report 
the results of all medical and treatmenthealth record reviews to LDH quarterly with an annual 
summary.  
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Healthy Blue requires and ensures that an individual medical record that is accurate and 
legible be maintained for each member . in a manner that is current, detailed and organized 
to facilitate communication and coordination of care.   
 
Confidentiality of medical records 
The Plan ensures that medical records and any other health and enrollment information that 
identifies a particular member used and disclosed in accordance with the privacy 
requirements in 45 CFR parts 160 and 164, subparts A and E, to the extent that these 
requirements are applicable. The record must be safeguarded against loss, destruction, or 
unauthorized use and maintained in an organized fashion for all enrollees evaluated or 
treated and is accessible for review and audit.  

 Records are stored securely. 

 Only authorized personnel have access to records. 

 Staff receive periodic training in member information confidentiality 
The Plan maintains and require Subcontractors to retain, as applicable, financial records, 
supporting documents, statistical records, and all other records pertinent to an 
award, including, but not limited to Enrollee Grievance and Appeal records in 42 CFR 
§438.416; base data in 42 CFR §438.5(c); MLR reports in 42 CFR §438.8(k); and the data, 
information, and documentation specified in 42 CFR §438.604, §438.606, §438.608, and 
§438.610, shall be retained for a period of ten (10) years from the date of submission of 
the final expenditure report. Under no circumstances shall the Contractor or any of its 
Material Subcontractors destroy or dispose of any such records, even after the expiration of 
the  mandatory ten (10) year retention period, without the express prior written permission of 
LDH. 
 
and with sufficient detail, consistent with good medical treatment and professional practice, 
which permits effective internal and external quality review/audit and facilitates an adequate 
system for follow-up treatment.  
Sharing health record information 
In network practitioners and providers share health record information, as appropriate and in 
accordance with professional standards. 
The record must beis readily available for review and provide medical treatment and other 
clinical data required for Quality and Utilization Management review. Documentation in the 
record shall reflect the quality, quantity, appropriateness, and timeliness of services provided. 
 
Primary care health records reflect the following information: 
 

 All services provided directly by a practitioner who provides primary care services. 

 All ancillary services and diagnostic tests ordered by a practitioner. 

 Reports of all diagnostic and therapeutic services for which a member was referred by 
a practitioner, such as: 
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o Home health nursing. 
o Specialty physician. 
o Hospital discharge. 
o Physical therapy. 

 
Medical Records: Utilization Review Information: 
 
Where applicable, the requirement that each member's record includes information needed 
to perform utilization reviews. This information must include, at least, the following: 

 Identification of the Member 

 The name of the member's physician 

 Date of admission, and dates of application for and authorization of Louisiana 
Medicaid Program benefits if application is made after admission 

 The POC required under 42 CFR §456.80 and §456.180 

 Initial and subsequent continued stay review dates described under 42 CFR §456.128, 
§456.133, §456.233, and §456.234  

 Date of operating room reservation, if applicable; and 

 Justification of emergency admission, if applicable. 
 
DEFINITIONS: 
 
Clinical Quality Audit Analyst (CQAA) is a licensed medical professional who is responsible in 
conjunction with management for developing, coordinating, implementing, and evaluating the 
continuous quality improvement activities throughout the company according to the 
established quality management program. The PCCC provides education in the area of quality 
management to all departments and assists in ensuring compliance with regulatory and 
accrediting organizations. 
Electronic Health Records (EHR) – A computer-based record containing health care 
information. This technology, when fully developed, meets provider needs for real-time data 
access and evaluation in medical care. Implementation of an EHR increases the potential for 
more efficient care and speedier communication among providers and Healthy Blue Louisiana.  
 
Medical Record – A single complete record kept at the site of the Enrollee's treatment(s), 
which documents medical or allied goods and services, including, but not limited to, 
outpatient and Emergency Services whether provided by the Contractor, its Subcontractor, or 
any out-of-Network Providers. The records may be electronic, paper, magnetic material, film 
or other media. In order to qualify as a basis for reimbursement, the records must be dated, 
legible and signed or otherwise attested to, as appropriate to the media, and meet the  
requirements of 42 CFR §456.111 and §456.211. 
 
 



Government Business Division 
Policies and Procedures 

Section (Primary Department) 
Quality Management 

SUBJECT (Document Title) 
Medical Record Review - LA 

 

Page 6 of 13 
The internal policies and procedures outlined herein are to be used for the Government Business Division 

For Internal Use Only.  Company Confidential.  Do Not Copy. 
 

 
 
 
PROCEDURE: 
Time Frame for Monitoring and reporting : 
Initial review request, via email, postal letter, and/or phone call is made, and the provider is 
given 14 days to respond and/or schedule the review.  If the MCO receives no response within 
the time frame allotted, each MCO will follow their own internal procedures for possible 
escalation and/or referral.  
Overview: 

i) Policies and procedures are in place for ongoing data collection and analysis of medical 
record documentation by PCPs 

ii) The CQAA will work closely with the Medical Director, when applicable   to ensure PCPs 
with Healthy Blue membership and/or member encounters are reviewed in accordance 
with standards set forth in department policies and procedures 

iii) Ensure processes are in place for making results of reviews available to the health plan 
Quality Committees, including Peer Review and Credentialing Committees as needed 

iv) Results of all medical record reviews are available to the Louisiana Department of Health 
(LDH) upon request. The results of all medical record reviews will be reported to LDH 
quarterly.  Annually a summary of the results will be submitted to LDH as required.   

v) Ensure that the medical record review documentation requirements will be addressed 
in the Provider Agreement and distributed to all providers. 

vi) Ongoing research within the medical community is conducted, resulting in clinically valid 
review criteria, including adopted clinical practice guidelines, which are periodically 
updated 

vii)  All regulatory requirements and accreditation standards are incorporated in the audit 
process and updated according as needed.  

 
a)  CQAA  will: 
i) Schedule and perform medical record documentation reviews in accordance with 

written standards and guidelines 
ii) Document and report review findings within five (5) days of the review and no later than 

the fifth (5th) day of any month 
iii) Assess compliance, identify strengths and weaknesses, and provide the PCP and office 

staff with education and guidance to facilitate improvement 
iv) Schedule assigned providers by utilizing the department provider database, which 

includes territory specific information including PCP demographics and contact 
information 

 
1)  Medical and Treatment Record Review Schedule for Primary Care Providers: 
a) Scheduling activities: 
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The medical record review schedule is at least one (1) review during each two (2) year period 
and begins with the initial credentialing of the PCP. 
i) The Quality Management Department is notified of newly credentialed providers via the 

Network Team’s report on at minimum a quarterly basis 
ii) CQAA is responsible for oversight of providers as assigned to their region  
iii) Coordinators are notified of new providers as they appear on territory-specific provider 

and clinic lists once the clinic or single provider membership PCP practice site has fifty 
(50) or more linked members 

 
b) Initial review of a physician/clinic with sufficient membership of at least fifty (50) linked 

members will include members who have been effective with the provider at least ninety 
(90) days to provide a review sample of six (6) members for PCP site. 
 

c) CCQM will work with the Provider Relations Network Development Team to prioritize 
providers for initial review, considering at least: 
i) Membership volume 
ii) Member effective dates; providers with membership established for longer periods are 

prioritized over those with newer membership 
 

d) Medical record reviews include an age-appropriate review to include the following:  
a. Pediatric Audit Tool: 

i. General/Administrative Review 
ii. Well Child Measures 

iii. Behavioral Health Measures 
iv. Sick Child Measures 
v. Developmental Screening  

b. EPSDT Audit Tool: 
i. General/ Administrative Review 

ii. Well Child Measures 
iii. Behavioral Health Measures 

c. Adult Audit Tool: 
i. General/Administrative Review  

ii. Cardiovascular Measures 
iii. Diabetes Measures 
iv. Respiratory Measures 
v. Behavioral Health Measures  

vi. Women’s Health Measures 
vii. Miscellaneous Measures  

 
2)  Record Selection Guidelines for PCPs, Pre-Review:  



Government Business Division 
Policies and Procedures 

Section (Primary Department) 
Quality Management 

SUBJECT (Document Title) 
Medical Record Review - LA 

 

Page 8 of 13 
The internal policies and procedures outlined herein are to be used for the Government Business Division 

For Internal Use Only.  Company Confidential.  Do Not Copy. 
 

a) PCPs are held responsible for the care rendered to members in their panel, regardless of 
who in their practice provides the care. 
i) PCPs are responsible for the management of acute and chronic illness, as well as the 

preventive health care, including Early Periodic Screening, Diagnosis, and Treatment 
(EPSDT) for their members 

ii) Records become eligible for the medical record documentation review once the 
member has been effective with the PCP for ninety (90) days 

iii) CQAA will review a reasonable number of records at each site to determine compliance. 
A minimum of six (6) and a maximum of fifty (50) records per site will be considered a 
reasonable number. Additionally, reviews shall be completed for large group practices 
(sites with six or more providers) or when additional data is necessary in specific 
instances, with three (3) records per provider and fifty (50) records being the maximum 
for any one site. For providers who have seen less than three members, records for all 
members seen will be reviewed. 

 
b) Factors to be considered when selecting records for review include: 

i) Likelihood that the member is established with the practice and has received care 
ii) Review claims/utilization information provided on membership lists 
iii) Member representation of the practice, considering: 

(1) Line of business 
(2) Gender 
(3) Age 
(4) Adults (under and over fifty(50) years of age) 
(5) Pediatrics 

(a) Infant/Child (infants, toddlers and young children) 
(b) Adolescents (early and late adolescents) 
(c) Under routine circumstances, Coordinators will notify the PCP office of records 

selected for review in advance of the review date. This is done in consideration 
of the staff so records can be pulled at their convenience. “No Notice” reviews 
or requests for additional records without advance notice are procedures that 
are sometimes appropriate and used. 

(d) On-Site Record Selection: 
A full sample is considered to be six (6) records or one hundred (100) percent 
of the eligible members for small PCP practice sites or three (3) records per 
provider for large group practices, defined as a group with six (6) or more 
providers. 

(e) CQAA will select the records for review from the records provided. 
i) For review of a PCP, the criteria making a record eligible for review includes: 

 (1)  Member has been established with the practice. 
(2) Documented well-care is preferable, but not required 

ii) Criteria for subsequent PCP reviews: 
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      (1) Member has been established with the practice 
(2)  PCP referred for review as potential QOC concern 
(3)  As dictated by the Peer Review Committee, Medical Advisory Committee (MAC) 
or Executive Leadership Team of the health plan 

iii) There are other considerations that will help in the selection of records that will best 
reflect the care provided by the PCP: 
(1) Clearly identified well-care 
(2) Seen on numerous occasions 
(3) Seen for both acute or chronic care as well as preventive health care, including 

EPSDT 
(4) Seen by the PCP being reviewed, versus others in the practice 

 
c) When there are multiple providers in a practice, they often see each other’s members. 

When this situation occurs, the following helps to determine record selection. Records are 
selected in this order: 
i) The member is from the PCPs panel and the PCP provided all or the majority of the care 
ii) The member is from the PCPs panel but the care was provided by another PCP all or the 

majority of the time 
iii) The member is from another PCPs panel but was clearly seen by this provider (seen by 

this PCP only, seen on enough occasions to be representative of this provider’s care, or 
provided the EPSDT well-child checkup or adult well-care visit being reviewed) 

 
d) Records selected for the Administrative and General Medical Care component of the review 

are the same records and will include representation from each of the age-specific 
preventive health reviews. 

 
e) Additional guidelines for preventive health reviews for all age groups includes: 

i) If there is a plan to accomplish well-care documented at the most recent visit, do not 
conduct a preventive health review with this record. The PCP has already determined 
the need and documented a plan but has not had the opportunity to follow through. 

ii) If the member has been seen less than three (3) times since enrollment but at least once 
since the last PCP preview and there is documentation clearly intended as well-care, the 
record may be included in the review. 

 
3)  Subsequent Medical Record Reviews: 
a) Review in (6) six month - one (1) year when scores of the initial review fall below eighty (80) 

percent, with a full sample size for any component.  Following the initial review, scheduling 
is based on previous compliance with standards; the scores attained for the most recent 
Administrative, General Medical Care and age-appropriate preventive health reviews. While 
accomplished in all reviews, preventive scores are not factored into the process of review 
scheduling unless a full sample has been obtained during the review. 
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b) Review in six (6) months when, on two (2) consecutive reviews, scores for any review 
component are below eighty (80) percent, with a full sample size. 

c) Referral to Medical Review Committee (MAC) when three (3) consecutive reviews for any 
components with full sample sizes fall below eighty (80) percent. 

d) Appropriate action taken by MAC after review, based on policy and procedure. 
 

4)  Follow-Up of Medical Record Reviews: 
a) Exit interviews are generally conducted on the day of the review. 

i) The purpose of the exit interview is to provide immediate feedback regarding review 
results and overall compliance with standards within the practice. 

ii) QA will request an exit interview with PCPs and office managers 
iii) Specific physician scores can be shared with the PCP, Medical Director, or practice 

owner. Other office personnel can be given review results if there is written 
authorization. 

iv) When indicated, in-depth education sessions (with appropriate staff members) are 
encouraged by QA 

v) Individual results are distributed within five (5) days of the review. Mail is marked 
personal/confidential.  Alternatively, results may be hand delivered. 

Corrective Action Plans (CAPs) 
Providers are placed on CAPS when overall scores are less than 80%. Subsequent reviews will 
be conducted by the MCOs though their corrective action plan process. The plan follows its 
own  unique process to handle corrective action plans.  
 

Corrective Actions & Follow-Up Education:  
 

a) Corrective action plans shall be developed and implemented for providers who score 
an overall score of less than 80%.  

b) Corrective action plans shall be monitored by the Quality Department as well as the 
Network Department.  

c) For providers who score greater than 80%, educational opportunities will be identified 
and education/follow-up will be provided to the provider as needed and determined 
by the  CQAAthe CQAA  

 
5)  Analysis of Data 

Medical Record Review results are tracked and trended by the Quality Management 
Department to identify opportunities for improvement. Results are reported to the Quality 
Improvement Committee and the Medical Advisory Committee.   

 
6)  NCQA Core Element Medical Record Documentation Standards: 
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      Consistent, current, and complete documentation in the medical record is an essential 
component of quality patient care. The following elements will be taken into consideration 
when reviewing of medical records: 

 
According to 2018 NCQA Medical Records Documentation Standards NCQA considers six (6) 
elements as core components to medical record documentation: 
 
a) Significant illnesses and medical conditions are indicated on the problem list. 
b) Medication allergies and adverse reactions are prominently noted in the record. If the 

member has no known allergies or history of adverse reactions, this is appropriately noted 
in the record. 

c) Past medical history (for patients seen three (3) or more times) is easily identified and 
includes serious accidents, operations, and illnesses. For children and adolescents 
(eighteen [18]) years and younger), past medical history relates to prenatal care, birth, 
operations, and childhood illnesses. 

d) Working diagnoses are consistent with findings. 
e) Treatment plans are consistent with diagnoses. 
f) There is no evidence that the patient is placed at inappropriate risk by a diagnostic or 

therapeutic procedure. 
 

7)  Other Medical Record Documentation Standards: 
a) In addition to the six (6)NCQA core elements, the medical record shall include at a 

minimum: 
i) Member-identifying information, including name, identification number, date of birth, 

sex, and legal guardianship (if applicable) 
ii) Primary language spoken by the member and any translation needs of the member 
iii) Services provided through Healthy Blue, the date of service, service site, and name of 

the service provider 
iv) Medical history, diagnosis, treatment prescribed, therapy prescribed and drugs 

administered or dispensed, beginning with at a minimum, the first member visit with 
or by Healthy Blue 

v) Referrals, including follow-up and outcome of referrals 
vi) Documentation of emergency and/or after-hours encounters and follow-up 
vii) Signed and dated consent forms, as applicable Documentation of immunization status 
viii) Documentation of advance directives, as appropriate 
ix) Documentation of each visit must include: 

(1) Date and beginning and ending times of service 
(2) Chief complaint or purpose of the visit 
(3) Diagnoses or medical impression 
(4) Objective findings 
(5) Patient assessment findings 
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(6) Studies ordered and results of those studies (e.g., laboratory, x-ray, EKG) 
(7) Medications prescribed 
(8) Health education provided 
(9) Name and credentials of the provider rendering services (e.g., MD, DO, OD) and 

the signature or initials of the provider 
(10) Initials of providers must be identified with correlating signatures 
(11) Documentation of EPSDT requirements including, but not limited to: 

(a) Comprehensive health history 
(b) Developmental history 
(c) Unclothed physical exam 
(d) Vision, hearing, and dental screenings 
(e) Appropriate immunizations 
(f) Appropriate lab testing, including mandatory lead screening 
(g) Health education and anticipatory guidance 

 
The Plan maintain a written strategy for conducting medical record reviews, reporting results 
and the corrective action process. The strategy  provided to LDH or its designee for approval 
sixty (60) Calendar Days prior to the implementation of any updates. The strategy include, at a 
minimum, the following: 
 

 Designated staff to perform this duty 

 The method of case selection 

 The anticipated number of reviews by practice site 

 The review tool that is used by the Plan to review each site 

 How the Plan  links the information compiled during the review to other Plan 
functions (e.g. QI, credentialing, peer review, etc.); and  

 Schedule of reviews by provider type.  
REFERENCES: 
 

 MCO Emergency Contract SOW 2019-10-18 Section 8.2.2.9 through 8.2.5; 15.6.1 
through 15.6.1.3 and 15.6.2 through 15.6.2.11. 

 MCO Manual 3.0 

 MCO Model Contract 3.0 

 MCO Manual 3.0 

 Medical Record Audit Tool  

 Medical Record Review Strategy 

 Medical Record Audit Tool  

 NCQA reference:  https://www.ncqa.org/wp-
content/uploads/2018/07/20180110_Guidelines_Medical_Record_Documentation.pdf 

  
RESPONSIBLE DEPARTMENTS: 
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Primary Department: 
Quality Management  
 
Secondary Department(s): 
None 
 
EXCEPTIONS: 
 
None 
 
REVISION HISTORY: 
 

Review Date Changes 

03/06/2018  New  

01/17/2019  Off cycle review 

 Procedure section updated with current contract language 

 Reference section updated 

01/28/2019  Early annual review 

 Update to Definition section 

04/29/2020  Annual review 

 Edits made to policy, definitions, and procedure sections 

 Updates made to the references 

04/13/2021  Annual review 

 Edits made to change Job Titles 

 Updates made to include additional audit elements  

 Revised policy, procedure, and definition (Clinical Quality Audit 
Analyst (CQAA) 

03/08/2022  Annual Review; no changes 

11/07/2022  Off cycle  review for LA Rebid 2023 Readiness Review 

 Procedure and Policy sections updated with current contract 
language 

 Added EHR and Medical Record definitions 

 Reference section alphabetized and updated 

 


