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Delaware State-Specific Qualified Health Plan (QHP) Standards for 

Plan Year 2015 
 

General State Standards 

Issuers are required to offer at least one QHP at the Bronze level, as well as the Silver and Gold as required by the 
federal standard. 

All stand-alone dental plans must be compliant with Title 18, Chapter 38: Dental Plan Organization Act. 

The QHP issuer must make appropriate provider directories available to individuals with limited English proficiency 
and/or disabilities. 

The QHP issuer must provide for reimbursement of a licensed nurse midwife subject to 16 Del.C§122, and as 
outlined in 18 Del.C. §3336 and§3553. 

The QHP issuer must permit the designation of an obstetrician-gynecologist as the enrollee’s primary care physician 
subject to the provisions of Delaware Insurance code 18Del.C.§§3342 and3556. 

Issuers must submit a withdrawal and transition plan to the Department of Insurance for review/approval. 

The QHP Issuer must comply with the following state regulations in the event that it withdraws either itself or a 
plan(s) from the Exchange: 

 Issuers withdrawing plans for Individuals must comply with 18 Del.C. §§3608(a)(3)a, and 3608(a)(4) 

 Issuers withdrawing Small Group plans must comply with 18 Del.C. §§7206 (a)(5),7206(a)(6) and 7206(b), 
Renewability of coverage 

Accreditation Standards 

The state will follow the proposed federal standards for accreditation, including requiring that those QHP issuers 
without existing accreditation must schedule the accreditation within the first year of participation in the exchange, 
and to be accredited on QHP policies and procedures by the end of the second year of certification. The state will 
also require in the third year of operation, that all QHP issuers must be accredited on the QHP product type. While 
all Issuers must comply with existing state and federal codes and regulations, Issuers of stand-alone dental plans are 
exempt from the state’s Accreditation standard until such time as accreditation standards, entities and processes are 
available through federal guidance. 

Continuity of Care 

Continuity of Care:  A QHP issuer must have a transition plan for continuity of care for those individuals who 
become eligible or lose eligibility for public health programs.  The Continuity of Care Transition Plan must include a 
transition period for prescriptions, including how the plan specifically addresses mental health pharmacy.  In such 
instances, the new plan is responsible for executing the Transition plan.  Transition plans are not applicable for 
individuals who voluntarily disenroll in a QHP, do not enroll in another QHP, but are still not eligible for 
Medicaid/CHIP. 

For treatment of a medical condition or diagnoses that is in progress or for which a preauthorization for treatment 
has been issued, the QHP issuer/plan must cover the service for a lesser of: a period of 90 days or until the treating 
provider releases the patient from care. 

A continuity/transition period of at least 60 days must be provided for medications prescribed by a provider. If the 
QHP uses a tiered formulary, the prescribed medication must be covered at tier comparable to the plan from which 
the individual was transitioned 

For mental health diagnosis, a continuity/transition period of at least 90 days must be provided by the QHP for 
medications prescribed by the treating provider for the treatment of the specific mental health diagnosis. The 
prescribed medication must be covered at a tier comparable to the plan from which the individual transitioned. 

Quality Improvement Strategy 

Issuers will be required to participate in state quality improvement workgroups intended to standardize QHP quality 
improvement strategies, activities, metrics and operations, including payment structures to improve health outcomes, 
medical home models and technology and data analytics to support coordination and improved quality and outcomes. 

Issuers, with the exception of those who provide stand-alone dental plans only, will be required to participate in and 
utilize the Delaware Health Information Network (DHIN) data use services and claims data submission services, at 
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prevailing fee structure, to support care coordination and a comprehensive health data set as a component of state 
quality improvement strategy. 

Quality Rating 

The state will adopt the Quality Rating standards as provided in federal guidance. 

Network Adequacy 

QHP network arrangement must make available to every member a Primary Care Provider (PCP) whose office is 
located within 20 miles or no more than 30 minutes driving time from the member’s place of residence. 

Each QHP issuer that has a network arrangement must meet and require its providers to meet state standards for 
timely access to care and services as outlined in the table, titled Appointment Standards, found on page 27 of 84 in 
the Delaware Medicaid and Managed Care Quality Strategy 2010 document relating to  General, Specialty, Maternity 
and Behavioral Health Services. 

Issuers must establish mechanisms to ensure compliance by providers, monitor providers regularly to determine 
compliance and take corrective action if there is a failure to comply with Network Standards. 

QHP networks must be comprised of hospitals, physicians, behavioral health providers, and other specialists in 
sufficient number to make available all covered services in a timely manner. 

Each primary care network must have at least one (1) full time equivalent Primary Care Provider for every 2,000 
patients.  The QHP issuer must receive approval from the Insurance Commissioner for capacity changes that exceed 
2500 patients. 

The Delaware Exchange requires that each health plan, as a condition of participation in the Exchange, shall (1) offer 
to each Federally Qualified Health Center (as defined in Section 1905(I)(2)(B) of the Social Security Act (42 USC 
1369d(I)(2)(B)) providing services in geographic areas served by the plan, the opportunity to contract with such plan 
to provide to the plan’s enrollees all ambulatory services that are covered by the plan that the center offers to provide 
and (2) reimburse such centers the relevant state-approved FQHC prospective payment system (PPS) rate for the 
items and services that the FQHC provides to the QHP enrollee, regardless of whether or not the QHP Issuer and 
the FQHC have previously contracted at a lower rate for the same items and services. 

Issuers of stand-alone dental plans are exempt from the state’s network adequacy standards for medical and mental 
health providers.  However, Stand-alone dental plans must comply with SSA 1902(a)(30)(A), and assure that 
payments are consistent with efficiency, economy, and quality of care and are sufficient to enlist enough providers so 
that care and services are available under the plan at least to the extent that such care and services are available to the 
general population in the geographic area. 

Rating Area 

Delaware will permit one rating area 

Service Area 

The entire geographic area of the State is in the service area of an Exchange, or multiple Exchanges consistent with 
§155.140(b) The State of Delaware will require Qualified health plan(s) offered by an issuer to be available in all three 
counties of Delaware 

Marketing and Benefit Design 

Issuers and QHPs must comply with state laws and regulations regarding marketing by health insurance issuers, 
including Delaware Insurance Code Title 18§23 Unfair Methods of Competition and Unfair or Deceptive Acts and  
the requirements defined in 18 Del Admin Code§ 1302 Accident and Sickness Insurance Advertisements. 
 

 


