Section C. QUALITY OF CARE AND SERVICES

A Section 1915(b) Waiver program may not substantially impair enrollee access to medically necessary services of adequate quality.  In addition, MCOs, PIHPs, and PAHPs must meet certain statutory or regulatory requirements addressing quality of health care.  This section of the waiver submittal will document how the State has monitored and plans to meet these requirements.

I.
Elements of State Quality Strategies: -- This section provides the State the opportunity to describe the specifications it has implemented to ensure the delivery of quality services.  To the extent appropriate, the specifications address quality considerations and activities for special needs populations.  

Previous Waiver Period
a.___
Summarize the results of or include as an attachment reports from the External Quality Review Organization, results from performance improvement projects, and other monitoring reports from the previous waiver period.  Describe any follow-up done/planned to address study findings [item C.I.c in 1999 initial preprint; item B.2 in 1995 preprint, item C.1 Upcoming Waiver Period, 1999 Waver Renewal Preprint].
Response:

Please refer to the EQRO Contract Compliance Audit located in Binder Two.  Also, please refer to the MCO Utilization Reports located on pages 44-71 in Section A.

b.___
Intermediate sanctions were imposed during the previous waiver period.  Please describe.

Upcoming Waiver Period -- Please check any of the items below that the State requires. 

a.___[Required]  The State has a written strategy for assessing and improving the quality of managed care services offered by all MCOs and PIHPs.  Please indicate if the strategy has already been submitted to CMS.  If not, please attach a copy (Attachment C.1.a).

Response:

Please refer to draft Quality Strategy located as Attachment: C. 1. a.

b.
X
[Required]  The State must obtain the input of recipients and other stakeholders in the development of the strategy and make the strategy available for public comment before adopting it in final.

Response:

The Department obtains the input of recipients and other stakeholders in developing its quality strategy through the scheduled meetings of the Medicaid Managed Care Council, subcommittees functioning as work groups that include stakeholders and through various meetings sponsored by related interest groups.

c.
X
[Required]  The State must conduct periodic reviews to evaluate the effectiveness of the strategy and update the strategy as needed.

d.
X
[Required]  The State must arrange for an annual, independent, external review  of the quality outcomes and timeliness of, and access to the services delivered under each MCO and PIHP contract.  Note: EQR for PIHPs is required beginning 8/14/03. 

1. 
Please specify the name of the entity:

Mercer Government Human Services Consulting

3131 E. Camelback Road, Suite 300, 

Phoenix, Arizona 85016

2. 
The entity type is:

(a)__
A Peer Review Organization (PRO).



(b)__
A private accreditation organization approved by CMS.   

(c)
X
A PRO-like entity approved by CMS.

3. 
Please describe the scope of work for the External Quality Review Organization (EQRO):

Response:

The External Quality Review Organization will conduct mandatory annual external quality reviews and report its findings to the Department in accordance with 42 CFR Part 438 Subpart E – External Quality Review. The External Quality Review will analyze and evaluate aggregated information on quality, timeliness, and access to the health care services that an MCO, or their contractors furnish to Medicaid recipients. The EQRO must use the CMS developed protocols to obtain the information and data to conduct such analysis and evaluation of the MCOs that participate in Connecticut’s HUSKY program:

In addition the EQRO may be required to conduct optional activities that may include surveys and studies of interest to the Department in improving the quality of health care services the Department provides to its clients. The special projects may include such projects as: evaluating the quality of prevention, behavioral health or dental services.  This list is by no means exhaustive and the actual projects will follow collaborative planning with the Department and its partners.   

e.
X
The State includes required internal quality assessment and performance improvement (QAPI) standards in its contracts with MCOs and PIHPs. 

Response:

MCO Contract § 3.33 
Internal and External Quality Assurance 

a.
The MCO is required to provide a quality level of care for all services that it provides and for which it contracts.  These services are expected to be medically necessary and may be provided by participating providers.  A Quality Assessment and Performance Improvement program shall be implemented by the MCO to assure the quality of care.  The EQRO shall monitor the MCO’s compliance with all requirements in this section.

b.
The MCO shall comply with federal regulations and DEPARTMENT policies and requirements concerning Quality Assessment and Performance Improvement and utilization review set forth below.  The MCO will develop and implement an internal Quality Assessment and Performance Improvement program consistent with the Quality Assessment and Performance program guidelines as provided in Appendix E.  

c.
The MCO shall comply with all applicable federal regulations concerning Quality Assessment and Performance Improvement.

d.
The MCO shall operate a Quality Assessment and Performance Improvement system which:

1.
Is consistent with applicable federal regulations;

2.
Provides for review by appropriate health professionals of the process followed in providing health services;

3.
Provides for systematic data collection of performance and participant results;

4.
Provides for interpretation of these data to the practitioners;

5.
Provides for making needed changes;

6.
Provides for the performance of at least one performance improvement project of the MCO’s own choosing;

7.
Provides for participation in at least one performance improvement project conducted by the EQRO; and

8.
Has in effect mechanisms to detect both under utilization and over utilization of services.

e.
The MCO shall provide descriptive information on the operation, performance and success of its Quality Assessment and Performance Improvement program to the DEPARTMENT or its agent upon request.

f.
The MCO shall maintain and operate a Quality Assessment and Performance Improvement program which includes at least the following elements:

1.
A Quality Assessment and Performance Improvement plan.

2.
A full-time Quality Assessment and Performance Improvement Director, who is responsible for the operation and success of the Quality Assessment and Performance Improvement Program.  This person shall have adequate experience to ensure successful Quality Assessment and Performance Improvement, and shall be accountable for the Quality Assessment and Performance Improvement systems of all the MCO's providers, as well as the MCO's subcontractors.

3.
The Quality Assessment and Performance Improvement Director shall spend an adequate percentage of time on Quality Assessment and Performance Improvement activities to ensure that a successful Quality Assessment and Performance Improvement Program will exist.  Under the Quality Assessment and Performance Improvement program, there shall be access on an as-needed basis to the full compliment of health professions (e.g., pharmacy, physical therapy, nursing, etc.) and administrative staff.  Oversight of the program shall be provided by a Quality Assessment and Performance Improvement committee that includes representatives from:

a.
a variety of medical disciplines (e.g., medicine, surgery, mental health, etc.);

b.
administrative staff; and Board of Directors of the MCO.

4.
Make available case management training for PCPs designed by the DEPARTMENT or its agent.

g.
The Quality Assessment and Performance Improvement committee shall be organized operationally within the MCO such that it can be responsible for all aspects of the Quality Assessment and Performance Improvement program.

h.
Quality Assessment and Performance Improvement activities shall be sufficiently separate from Utilization Review activities, so that Quality Assessment and Performance Improvement activities can be distinctly identified as such.

i.
The Quality Assessment and Performance Improvement activities of the MCO’s network providers and subcontractors, if separate from the MCO’s Quality Assessment and Performance Improvement activities, shall be integrated into the overall MCO Quality Assessment and Performance Improvement program, and the MCO shall provide feedback to the in-network providers/subcontractors regarding the operation of any such independent Quality Assessment and Performance Improvement effort.  The MCO shall remain, however, fully accountable for all Quality Assessment and Performance Improvement relative to its in-network providers and subcontractors.

j.
The Quality Assessment and Performance Improvement committee shall meet at least quarterly and produce written documentation of committee activities to be shared with the DEPARTMENT.

k.
The results of the Quality Assessment and Performance Improvement activities shall be reported in writing at each meeting of the Board of Directors.

l.
The MCO shall have a written procedure for following up on the results of Quality Assessment and Performance Improvement activities to determine success of implementation.  Follow-up shall be documented in writing.

m.
Where the DEPARTMENT determines that a Quality Assessment and Performance Improvement plan does not meet the above requirements, the DEPARTMENT may provide the MCO with a model plan.  The MCO agrees to modify its Quality Assessment and Performance Improvement plan based on negotiations with the DEPARTMENT. 

n.
The MCO shall monitor access to and quality of health care goods and services for its Member population, and, at a minimum, use this mechanism to capture and report all of the DEPARTMENT’s required utilization data.  The MCO shall be subject to an annual medical audit by the DEPARTMENT’s Quality Assessment and Performance Improvement contractor and shall provide access to the data and records requested for this purpose.  

o.
To the extent permitted under state and federal law, the MCO certifies that all data and records requested shall, upon reasonable notice, be made available to the DEPARTMENT or its agent.  

p.
The MCO will be an active participant in at least one of the EQRO’s quality improvement focus studies each year

q.
The MCO must comply with external quality review that will be implemented by an organization contracted by the DEPARTMENT.  This may include participating in the design of the external review, collecting data including, but not limited to, encounter and medical data, and/or making data available to the review organization.

r.
The MCO must conduct at least one performance improvement project that:

1.
Focuses on one of the following areas:

a.
Prevention and care of acute and chronic conditions;

b.
High volume services;

c.
Continuity and coordination of care;

d.
Appeals, grievances and complaints; 

e.
Access to and availability of services; or

f.
Other projects subject to DEPARTMENT approval.

2.
Includes the measurement of performance and quality indicators that are:

a.
Objective;

b.
Clearly and unambiguously defined;

c.
Based on current clinical knowledge or health services research;

d.
Valid and reliable;

e.
Systematically collected; and

f.
Capable of measuring outcomes such as changes in health status or Member satisfaction or valid proxies of those outcomes.

3.
Implements system interventions to achieve quality improvement;

4.
Evaluates the effectiveness of the interventions;

5.
Plans and initiates activities for increasing or sustaining improvement; and

6.
Represents the entire population to which the quality indicator is relevant.

s.
The MCO shall maintain a health information system that collects, analyzes, integrates and reports data.  The system must provide information on areas including but not limited to utilization, appeals and hearings. 

t.
With the approval of the DEPARTMENT, the MCO may conduct performance improvement projects for the combined HUSKY A and HUSKY B populations.  

f.
X
The State monitors, on a continuous basis, MCO/PIHP adherence to the State standards, through the following mechanisms (check all that apply):

1.__
Reviews and approves each MCO’s/PIHP’s written QAPI.  Such review shall take place prior to the State’s execution of the contract with the MCO/PIHP.

2.
X
[Required]  Reviews the impact and effectiveness of each MCO’s/PIHP’s written QAPI at least annually.

3.
X
Conducts monitoring activities using (check all that apply):

(a)
X
State Medicaid agency personnel

(b)__
Other State government personnel (please specify):

(c)__
A non-State agency contractor (please specify):

4.__
Other (please specify):

g.
X
[Required]  The State has established intermediate sanctions that it may impose.

Response:

MCO Contract §7.05
Monetary Sanctions

It is agreed by the DEPARTMENT and the MCO that if by any means, including any report, filing, examination, audit, survey, inspection or investigation, the MCO is determined to be out of compliance with this contract, damage to the DEPARTMENT may or could result.  Consequently, the MCO agrees that the DEPARTMENT may impose any of the following sanctions for noncompliance under this contract.  Unless otherwise provided in this contract, sanctions imposed under this section shall be deducted from capitation payment or, at the discretion of the DEPARTMENT, paid directly to the DEPARTMENT.

a.
Sanctions for Noncompliance

1.
Class A sanctions. Three (3) Strikes. Sanctions Warranted after Three (3) Occurrences

For noncompliance of the contract which does not rise to the level warranting Class B sanctions as defined in subsection (a)(2) of this section or Class C sanctions as defined in subsection (b) of this section, including, but not limited to, those violations defined as Class A sanctions in any provision of this contract, the following course of action will be taken by the DEPARTMENT:

Each time the MCO fails to comply with the contract on an issue warranting a Class A sanction, the MCO receives a strike.  The MCO will be notified each time a strike is imposed.  After the third strike for the same contract provision, a sanction may be imposed. If no specific time frame is set forth in any such contractual provision, the time frame is deemed to be the full length of the contract.

The MCO will be notified in writing at least thirty (30) days in advance of any sanction being imposed and will be given an opportunity to meet with the DEPARTMENT to present its position as to the DEPARTMENT’s determination of a violation warranting a Class A sanction.  At the DEPARTMENT’s discretion, a sanction will thereafter be imposed.  Said sanction will be no more than $2,500 after the first three (3) strikes. The next strike for noncompliance of the same contractual provision will result in a sanction of no more than $5,000 and any subsequent strike for noncompliance of the same contractual provision will result in a Class A sanction of no more than $10,000.


2.
Class B Sanctions. Sanctions Warranted Upon Single Occurrence

For noncompliance with the contract which does not warrant the imposition of Class C sanctions as defined in subsection (b) of this section, including, but not limited to, those violations defined as Class B sanctions in any provision of this contract, the following course of action will be taken by the DEPARTMENT:

The DEPARTMENT may impose a sanction at the DEPARTMENT’s discretion if, after at least thirty (30) days notice to the MCO and an opportunity to meet with the DEPARTMENT to present the MCO’s position as to the DEPARTMENT’s determination of a violation warranting a Class B sanction, the DEPARTMENT determines that the MCO has failed to meet a performance measure which merits the imposition of a Class B sanction not to exceed $10,000.
b.
Class C Sanctions. Sanctions Related to Noncompliance Potentially Resulting in Harm to an Individual Member

(i)
The DEPARTMENT may impose a Class C sanction on the MCO for noncompliance potentially resulting in harm to an individual Member, including, but not limited to, the following:

1.
failing to substantially authorize medically necessary items and services that are required (under law or under this contract) to be provided to an Member covered under this contract;

2.
imposing a premium or charge on Members except as specifically permitted under provisions of the approved Medicaid State Plan and the provisions of this Contract;

3.
discriminating among Members on the basis of their health status or requirements for health care services, including expulsion or refusal to re-enroll an individual, except as permitted by Title XIX, or engaging in any practice that would reasonably be expected to have the effect of denying or discouraging enrollment with the MCO by eligible individuals whose medical condition or history indicates a need for substantial future medical services;

4.
misrepresenting or falsifying information that is furnished to the Secretary, the DEPARTMENT; Member, potential Member, or a health care provider;

5.
failing to comply with the physician incentive requirements under Section 1903(m)(2)(A)(x) of the Social Security Act and 42 CFR 422.208 and 422.210; 

6.
distributing directly or through any agent or independent contractor
            marketing materials that have not been approved by the DEPARTMENT or containing false or misleading information; and

7.
failing to comply with any other requirements of 42 U.S.C. 1396b(m) or 42 U.S.C. 1396u-2.

(ii)
Class C sanctions for noncompliance with the contract under this subsection include the following:

1.
withholding the next month’s capitation payment to the MCO in full or in part;

2.
assessment of liquidated damages: 

a.
for each determination that the MCO fails to substantially provide medically necessary services, makes misrepresentations or false statements to Members, potential Members or health care providers, engages in marketing violations or fails to comply with the physician incentive plan requirements, not more than $25,000;

b.
for each determination that the MCO discriminates among Members on the basis of their health status or requirements for health care services or engages in any practice that has the effect of denying or discouraging enrollment with the MCO by eligible individuals based on their medical condition or history that indicates a need for substantial future medical services, or the MCO misrepresents or falsifies information furnished to the Secretary or DEPARTMENT, not more than $100,000;

c.
for each determination that the MCO has discriminated among Members or engaged in any practice that has denied or discouraged enrollment, $15,000 for each individual not enrolled as a result of the practice up to a total of $100,000; 

d.
for a determination that the MCO has imposed premiums or charges on Members in excess of the premiums or charges permitted, double the excess amount but not more than $25,000.  The excess amount charged in such a circumstance must be deducted from the penalty and returned to the Member concerned;

3.
freeze on new enrollment and/or alter the current enrollment; or

4.
appointment of temporary management as described in 7.06.
(iii)
Prior to imposition of any Class C sanction, the MCO will be notified at least thirty (30) days in advance and provided, at a minimum, an opportunity to meet with the DEPARTMENT to present its position as to the DEPARTMENT’s determination of a violation warranting a Class C Sanction.  For any contract violation under this subsection, at the DEPARTMENT’s discretion, the MCO may be permitted to submit a corrective action plan within twenty (20) days of the notice to the MCO of the violation.  Immediate compliance (within thirty (30) days) under any such corrective action plan may result in the imposition of a lessor sanction on the MCO.  If any sanction issued under this subsection is equivalent to termination of the contract, the MCO shall be offered a hearing to contest the imposition of such a sanction.

c.
Other Remedies

1.
Notwithstanding the provisions of this section, failure to provide required services will place the MCO in default of this contract, and the remedies in this section are not a substitute for other remedies for default which the DEPARTMENT may impose as set forth in this contract.

2.
The imposition of any sanction under this section does not preclude the DEPARTMENT from obtaining any other legal relief to which it may be entitled pursuant to state or federal law.

d.
CMS Sanctions

Pursuant to 42 CFR 438.730, the DEPARTMENT may recommend the imposition of sanctions to CMS and CMS may sanction the MCO as described in that section.  In the alternative, CMS may independently initiate the sanction process described in 42 CFR 438.730(a) through (d).  The MCO shall comply with all applicable sanction provisions set forth in 42 CFR 438.730.  CMS may deny payment to the DEPARTMENT for new Members under the circumstances described in 42 CFR 438.730(e) and capitation payments to the MCO will be denied so long as payment for those Members is denied by CMS.   

h.
X
[Required]  The State has standards in the State QAPI, at least as stringent as those required in 42 CFR 438 Subpart D for access to care, structure and operations, and measurement and improvement 
II. Access Standards

Coverage and Authorization of Services

Previous Waiver Period
a.
X
[Required for all elements checked in the previous waiver submittal] Please provide results from the State’s monitoring efforts for compliance in the area of coverage and authorization of services for the previous waiver period, including a summary of any issues/trends identified in the areas of authorization of services and under/over utilization [items C.II.a-e in 1999 initial preprint; relevant sections of the 1995 preprint, item C.II Upcoming Waiver Period, 1999 Waiver Renewal Preprint]. 

Response:

Please refer to the contract audit summary located in Binder Two.
Upcoming Waiver Period -- Please check any of the following processes and procedures that the State requires to ensure that MCOs, PIHPs, and/or PAHPs meet coverage and authorization requirements.  

Contracts with MCOs,PIHPs, and PAHPs:

a.
X
[Required]  Identify, define and specify the amount, duration and scope of each service offered, differentiating those services that may be available to special needs populations only, as appropriate.  Note: These services may not be furnished in an amount, duration, and scope that is less than the amount, duration, and scope for the same services under the State Plan.

§3.01

§3.52

b.
X
[Required]  Require that the MCO, PIHP, or PAHP may not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of the diagnosis, type of illness, or condition;

§3.01 b

c.
X
[Required]  Include a definition of “medically necessary services”.  This definition can be no more restrictive than that used in the State Plan.  Please list that specification or definition: 

§3.01 c

d.
X
[Required]  Include written policies and procedures for the processing of requests for initial and continuing authorizations of services.

§3.39 b

e.
X
[Required]  Require that the MCO, PIHP, and PAHP have in effect mechanisms to ensure consistent application of review criteria for authorization decisions.

§3.39 b

f.
X
[Required]  Require that the MCO,PIHP, and PAHP consult with the requesting provider when appropriate.

§3.39 b

g.
X
[Required]  Require that any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope, that is less than requested, be made by a health care professional who has appropriate clinical expertise in treating the enrollee’s condition or disease.

§3.39 c

h.
X
[Required]  Require that, for standard authorization decisions, notice is provided as expeditiously as the enrollee’s health condition requires and within State-established timeframes that may not exceed 14 calendar days.  The timeframe may be extended up to an additional 14 days if the enrollee or provider requests an extension or if the MCO, PIHP, and PAHP justifies a need for additional information and how the extension is in the enrollee’s interest. 

§3.39 d

i.
X
[Required]  Require that the MCO,PIHP, or PIHP make an expedited authorization decision no later than 3 working days after receipt of the request for service. The timeframe may be extended up to 14 days if the enrollee requests an extension or if the MCO, PIHP, or PAHP justifies a need for additional information and how the extension is in the enrollee’s interest.

§3.39 e

j.___
Other (please describe):

III.  Structure and Operation Standards

Provider Selection

Previous Waiver Period
[Required for all related items checked in previous waiver request]  Please provide results from the State’s monitoring efforts for compliance in the area of selection and retention of providers for the previous waiver period. 

See attached external quality audit reports. 

Upcoming Waiver Period

The State must establish a uniform credentialing and recredentialing policy that each MCO, PIHP, and PAHP must follow.  Please check any of the following processes or procedures that the State includes in its policy
a.
X
[Required]  Each MCO, PIHP, PAHP must develop and implement a documented process for selection and retention of providers. 

§3.09
Provider Network

a. The MCO shall maintain a provider network capable of delivering or arranging for the delivery of all covered health goods and services to all Members.  In addition, the MCO’s provider network shall have the capacity to deliver or arrange for the delivery of all the goods and services reimbursable under this contract regardless of whether all of the goods and services are provided through direct provider contracts.  The MCO shall submit a file of their most current provider network listing to the DEPARTMENT or its agent.  The file shall be submitted, at a minimum, once a month in the format specified by the DEPARTMENT.

b. In establishing and maintaining its provider network, the MCO shall consider the following:

1. anticipated enrollment;

2. expected utilization of services, taking into consideration the characteristics and health care needs of the specific Medicaid populations in the MCO;

3. the number and types (in terms of training, experience, and specialization) of providers required to furnish the contracted Medicaid services;

4. the numbers of network providers who are not accepting new Medicaid patients;

5. the geographic location of providers and Medicaid Members, considering distance, travel time, the means of transportation ordinarily used by Medicaid members, and whether the location provider physical access for Members with disabilities.

c. The MCO shall notify the DEPARTMENT or its agent, in a timely manner, of any changes made in the MCO’s provider network.  The monthly file submitted to the DEPARTMENT or its agent shall not contain any providers who are no longer in the MCO’s network. The DEPARTMENT will randomly audit the provider network file for accuracy and completeness and take corrective action, if the provider network file fails to meet these requirements.  

d. If the MCO declines to include a provider or group of provider in its network, the MCO shall give the affected provider(s) written notice of the reason for its decision.

e. The MCO shall not discriminate against providers with respect to participation, reimbursement, or indemnification for any provider who is acting within the scope of that provider’s license or certification under applicable State law, solely on the basis of the provider’s license or certification.  This shall not be construed to prohibit the MCO from including providers only to the extent necessary to meet the needs of the MCO’s Members or from establishing measures designed to maintain the quality of services and control costs, consistent with its responsibilities.  This shall not preclude the MCO from using different reimbursement amounts for different specialties or for different practitioners in the same specialty.

f. The MCO’s provider selection policies and procedures shall not discriminate against particular providers that serve high-risk populations or specialize in conditions that require costly treatment.

The MCO shall not employ or contract with any provider excluded from participation in a Federal health care program under either Section 1128 or 1128A of the Social Security Act.
b.
X
[Required]  Each MCO, PIHP, PAHP must not discriminate against particular providers that serve high-risk populations or specialize in conditions that require costly treatment solely on the basis of the population served or condition treated.

Response:

See §3.09
Provider Network, e, above. 

c.
X
Each MCO, PIHP, PAHP must have an initial credentialing process for physicians and other licensed health care professionals including members of physician groups that is based on a written application and site visits as appropriate, as well as primary source verification of licensure, disciplinary status, and eligibility for payment under Medicaid. 

§3.12 
Provider Credentialing and Enrollment

a.
The MCO shall have written policies and procedures for the selection and retention of providers.  The MCO shall establish minimum credentialing criteria and shall formally re-credential all professional participating providers in their network at least once every two (2) years or such other time period as established by the NCQA.  The MCO shall create and maintain a credentialing file for each participating provider that contains evidence that all credentialing requirements have been met.  The file shall include copies of all documentation to support that credentialing criteria have been met, including licenses, Drug Enforcement Agency (DEA) certificates and provider statements regarding lack of impairment.  Credentialing files shall be subject to inspection by the DEPARTMENT or its agent.

b.
MCO’s credentialing and recredentialing criteria for professional providers shall include at a minimum:

1. Appropriate license or certification as required by Connecticut law;

2. Verification that providers have not been suspended or terminated from participation in Medicare or the Medicaid program in any state;

3. Verification that providers of covered services meet minimum requirements for Medicaid participation;

4. Evidence of malpractice or liability insurance, as appropriate; 

5. Board certification or eligibility, as appropriate;

6. A current statement from the provider addressing:

a. lack of impairment due to chemical dependency/drug abuse;

b. physical and mental health status;

c. history of past or pending professional disciplinary actions, sanctions, or license limitations;

d. revocation and suspension of hospital privileges; 

e. a history of malpractice claims; and

7.
Evidence of compliance with Clinical Laboratory Improvement Amendments of 1988 (CLIA), Public Law 100-578, 42 USC § 1395aa et seq. and 42 CFR Part 493 (as amended, 68 Fed. Reg. 3639-3714 (2003)). 

c.
The MCO may require more stringent credentialing criteria.  Any other criteria shall be in addition to the minimum criteria set forth above.

d.
Additional MCO credentialing/recredentialing criteria for PCPs shall include, but not be limited to:

1. Adherence to the principles of Ethics of the American Medical Association, the American Osteopathic Association or other appropriate professional organization; 

2. Ability to perform or directly supervise the ambulatory primary care services of Members;

3. Membership on the medical staff with admitting privileges to at least one accredited general hospital or an acceptable arrangement with a PCP with admitting privileges;

4. Continuing medical education credits;

5. A valid DEA certification; and

6. Assurances that any Advanced Practice Registered Nurses (APRN), Nurse Midwives or Physician Assistants are performing within the scope of their licensure.

e.
For purposes of credentialing and recredentialing, the MCO shall perform a check on all PCPs and other participating providers by contacting the National Practitioner Data Bank (NPDB).  The DEPARTMENT will notify the MCO immediately if a provider under contract with the MCO is subsequently terminated or suspended from participation in the Medicare or Medicaid programs.  Upon such notification from the DEPARTMENT or any other appropriate source, the MCO shall immediately act to terminate the provider from participation in its network.

f.
The MCO may delegate credentialing functions to a subcontractor.  The MCO is ultimately responsible and accountable to the DEPARTMENT for compliance with the credentialing requirements.  The MCO shall demonstrate and document to the DEPARTMENT the MCO’s significant oversight of its subcontractors performing any and all provider credentialing, including facility or delegated credentialing.  The MCO and any such entity shall be required to cooperate in the performance of financial, quality or other audits conducted by the DEPARTMENT or its agent(s).  Any subcontracted entity shall maintain a credentialing file for each in-network provider as set forth above.

g.
The MCO must adhere to the additional credentialing requirements set forth in (contract) Appendix B (below).

Husky Provider Credentialing and Enrollment Requirements

1.
Provider Credentialing and Enrollment Distinction 

Provider Credentialing and provider enrollment are separate and. distinct processes in the HUSKY Programs. However, credentialing and enrollment are linked in that these requirements affect direct service providers as well as the manner in which MCOs submit provider network information to the Department of Social Services. 

2.
Credentialing Definition 

For the purpose of the HUSKY programs, the term credentialing means the requirements for provider participation specified in the contracts between the Department of Social- Services (DSS or the Department) and the MCO (Part II, 3.11, Provider Credentialing and Enrollment). In this section of the contract, the Department specifies the minimum criteria that the MCOs must require for provider participation in a health plan. The MCOs must ensure that their providers meet the Department's credentialing requirements. 

3.
Other Sources Credentialing 

Credentialing is sometimes used to refer to a variety of requirements or entities, which issue credentialing standards. Examples include: the MCO's individual credentialing requirements; the managed care subcontractor's credentialing requirements; an accreditation organization requirements, such as the National Committee on Quality Assurance (NCQA); the licensure process; a trade organization or association such as the Joint Commission on Accreditation of Health Organizations (JCAHO). 

4.
DSS Requirements and Other Credentialing Sources 

DSS credentialing requirements represent the minimum criteria for provider participation in a health plan. The Department will allow flexibility to the MCOs to use more stringent criteria, particularly as it concerns quality level of care for clients. While the MCOs may, require additional, more stringent criteria, the Department is concerned with the impact on access to care. Therefore, DSS expects the MCOs to balance the need for stringent credentialing standards with the need to assure accessibility and continuity of care. 

5.
Delegated Credentialing 

The contract between the Department and the MCOs permits the plan to delegate credentialing of individual providers to a facility. However, the MCO is -ultimately responsible and accountable to DSS for compliance with the Department's credentialing requirements. 

For the purpose of HUSKY, delegated credentialing means that the MCO entrusts the Department's credentialing requirements to another entity. MCOs delegate credentialing to a variety of entities depending on the nature of the services and the type of provider. 

In delegated credentialing, the MCO remains responsible to DSS to verify and monitor compliance with the Department's credentialing requirements. The Department views delegated credentialing as a form of subcontract, therefore, similar oversight issues arise in the performance of the credentialing requirements. The Department requires the plans to demonstrate and document to DSS the plan's strong oversight of its delegated credentialing facilities. (Part II, Section 3.41 in B 3.44 in A, Subcontracting for Services). 

6.
Implications of Delegated Credentialing 

In some instances, the MCO credentials the individual provider directly or delegates credentialing of the providers to the fc4lowing entities: 

•
A subcontractor providing specific services (e.g., behavioral health or dental care); 

•
A credentialing subcontractor; or 

•
A facility (e.g., a freestanding clinic or hospital) 

The relationship between the MCO -and the delegated entity as well as the interplay with various credentialing requirements may take any number of configurations. Currently, the Department reiterates that the MCO may delegate credentialing of individual providers to a facility (e.g., a school based health center, freestanding clinic or hospital). However, the Department emphasizes that the MCO is ultimately responsible and accountable to DSS for compliance with all of the Department's credentialing requirements. 

7.
Oversight of Delegated Credentialing 

The Department requires the MCO to demonstrate strong oversight of their delegated credentialing facilities, as with any subcontract. Therefore, the Department reiterates that these arrangements are subject to the Department's review and approval. For the purpose of delegated credentialing, the MCOs must provide assurances to DSS at a minimum of the following: 

•
The MCO and the delegated entity should clearly identify in detail each party's responsibility for credentialing of providers. 

•
The Department's credentialing requirements should be clearly identified as well as each party's role in adhering to these requirements. 

•
The credentialing files must be available to the plan in order to perform its oversight of the credentialing requirements. The Department must also have adequate access to credentialing files for the purposes of administering the managed care contracts. (DSS/MCO Contract, Part II, Section 3.41 in B 3.44 in A Subcontracting for Services.) 2 

8.
Provider Enrollment Clarifications 

For the purpose of HUSKY, the Department refers to provider enrollment as the process of capturing information on providers participating with MCOs contracted by DSS to provide services to clients. This process results in a profile of an MCO's provider network. The MCOs submit the provider network information to DSS via the Department's agent on a continuous basis. The Department utilizes the provider network information to facilitate the administration, of managed care contracts and the Medicaid program. 

Provider enrollment information serves the following purposes: 

a)
to evaluate each MCO's service area and access to services which are used to establish enrollment ceiling or cap (currently summarized by plan submittals of provider tables); 

b)
to provide accurate information to clients for the purpose of client enrollment in an MCO; and 

c)
to maintain each plan's provider network information consistent with the provider directory. 

Based on the previous discussion of credentialing, the Department clarifies the relationship between credentialing or delegated credentialing and provider enrollment as follows: 

a)
Enrollment for purposes of cap determination. 

•
The MCO must credential and enroll individual providers when the providers are counted towards the member enrollment ceiling. 

•
DSS credentialing requirements and provider enrollment processes also apply to individual providers in a facility when the individual. provider is included in the count for cap determination. 

•
The MCO may delegate credentialing of individual providers to a facility (e.g., a clinic or hospital) and enroll the facility as such. In this case,- neither the facility nor the individual providers are provided in the count for cap determination. 

b)
Enrollment for purposes of accurate information to clients 

· The MCO must enroll and credential individual providers as well as facilities in order to maintain . accurate and updated information on the providers participating with a health plan. The provider network information is used by the Department's enrollment broker during enrollment. 

· The Department stresses the importance of maintaining provider network information accurate and up-to-date. It is crucial that clients should have access to provider network information during the MCO selection process. 

c)
Enrollment for purposes of inclusion in the provider network directory. 

· The MCO must credential and enroll individual providers When the providers are included and listed as individual providers in the health plan's provider directory. 

· DSS credentialing requirements and provider enrollment processes also apply to individual providers in a facility when the individual provider is included and listed in the provider directory. 

· If the MCO delegates credentialing of individual providers to a facility and enrolls the facility, the facility is included and listed in the provider directory. The facility's individual providers are listed in the provider directory. The facility's providers are not listed in the provider directory. 

9. Specific Issues and DSS Credentialing Requirements 

a)
Medicaid participation 

The MCO or the delegated credentialing entity is responsible for the determination and verification that the provider meets the minimum requirements for Medicaid participation. The MCO or its subcontractors may not delegate this provision to the Department nor require providers to enroll or participate in fee-for-service Medicaid to fulfill the requirement. While the Department encourages the MCO to contract with traditional and existing Medicaid providers, Medicaid participation in itself is not a requirement of the HUSKY contracts. 

b)
Allied Health Professional Licensed Clinics or Hospitals 

The Department pays freestanding clinics participating in the Medicaid program for a variety of services. In Connecticut, clinic services include for example, medical services, well-child care, dental care, mental health and substance abuse services, rehabilitation services and other services. - Clinic providers must meet federal and state requirements for participation in the Medicaid program. In accordance with Title 42 of the Code of Federal Regulations, Part 440.90 and Section 171 of the Medical Service's Policy of the Connecticut Medical Assistance Program, clinic services are provided by or under the direction or a physician, dentist or psychiatrist. 

The physician direction requirement means that the free-standing clinic's services may be provided by the clinic's allied health professionals whether or not the physician is physically present at the time that the services are provided. An allied health professional is further defined as an individual, employed in a clinic, who is qualified by special education and training, skills, and experience in providing care and treatment. The clinic is staffed by physicians and allied health professionals who are directly involved in the facility's programs. The allied health professionals provide services under the direction of a physician who is a licensed practitioner performing within the scope of his/her practice. 

Based on the Department's definition of clinic services, the services provided by allied health professionals are included under the terms of the contracts between the Department and the MCOs. 

As with all services, clinic services must be properly credentialed according to the Department's requirements, including licensure and certification standards. Allied health professionals may have licensure or certification requirements, such as Certified Addition Counselors or Licensed Social Workers. In accordance with the Department's definition, other allied health professions may qualify by virtue of their skills or experience and must Rinction under the direction of a physician. In this case the directing physician, as opposed to the allied health professional, is subject to the credentialing requirements as well as provider enrollment. The MCO may credential the physician directly or May delegate credentialing. 

The Department's provisions for credentialing, delegated and provider enrollment would remain in effect for the directing physician (please refer to Section 8, Provider Enrollment Clarifications). 

c)
NCQA Standards and DSS requirements 

While NCQA standards do not address credentialing of allied health professionals, services provided by allied health professionals may qualify for reimbursement by virtue of their skills or experience, however, the allied health professionals must function under the direction of a physician. In this case, the directing physician is subject to the credentialing requirements. 

d.___
Each MCO, PIHP, PAHP must have a recredentialing process  for physicians and other licensed health care professionals including members of physician groups that is accomplished within the time frames set by the State, and through a process that updates information obtained through the following (check all that apply):

Response:  See response to “C” above. 

1.___
Initial credentialing

2.___
Performance indicators, including those obtained through the following (check all that apply): 

(a)__
The quality assessment and performance improvement program 

(b)__
The utilization management system

(c)__
The grievance system

(d)__
Enrollee satisfaction surveys

(e)__
Other MCO/PIHP/PAHP activities as specified by the State.

e.___
Determine, and redetermine at specified intervals, appropriate licensing/ accreditation for each institutional provider or supplier.  Please describe any licensing/accreditation intervals required by the State 

Response:  See response to “C” above. 

f.___
Have an initial and recredentialing process for providers other than individual practitioners (e.g., home health agencies) to ensure that they are and remain in compliance with any Federal or State requirements (e.g., licensure).

Response:  See response to “C” above. 

g.___
Notify licensing and/or disciplinary bodies or other appropriate authorities when suspensions or terminations of providers take place because of quality deficiencies.

Response:  See response to “C” above. 

h.___
Other (please describe):
IV. 
Subcontractual Relationships and Delegation
Previous Waiver Period
[Required for all elements checked in the previous waiver submittal] Please provide results from the State’s monitoring efforts for compliance in the area of delegation for the previous waiver period [items C.IV.a-i in 1999 initial preprint; relevant sections of the 1995 preprint, item C.IV Upcoming Waiver period, 1999 Waiver Renewal Preprint].  

Response:

Please refer to the Contract Compliance audit located in Binder Two.

Upcoming Waiver Period

Please check any of the processes and procedures from the following list that the State uses to ensure that contracting MCOs, PIHPs, and PAHPs oversee and are accountable for any delegated functions. 

Where any functions are delegated by MCOs, PIHPs, or PAHPs,  the State Medicaid Agency:   

a.
X
Reviews and approves (check all that apply):

1.___
All subcontracts with individual providers or groups

2
X
All model subcontracts and addendum

3.___
All subcontracted reimbursement rates

4.___
Other (please describe):


b.
X
[Required]  Monitors to ensure that MCOs,PIHPs, and PAHPs have evaluated the entity’s ability to perform the delegated activities prior to delegation.

c.
X
 [Required]  Requires agreements to be in writing and to specify the delegated activities.

d.
X
[Required]  Requires agreements to specify reporting requirements.

e.
X
 [Required]  Requires written agreements to provide for revocation of the delegation or other remedies for inadequate performance.

f.
X
[Required]  Ensures that MCOs,PIHPs, and PAHPs monitor the performance of the entity on an ongoing basis.

g.
X
[Required]  Monitors to ensures that MCOs,PIHPs, and PAHPs formally review the entity’s performance according to a periodic schedule established by the State.

h.
X
[Required]  Ensures that MCOs,PIHPs, and PAHPs retain the right to approve, suspend or terminate any provider when they delegate selection of providers to another entity.

i.
X
 Required]  Requires MCOs,PIHPs, and PAHPs to take corrective action if any deficiencies or areas for improvement are identified.

j.___
Other (please explain):

V.  Measurement and Improvement Standards

Practice Guidelines

Previous Waiver Period
[Required for all elements checked in the previous waiver submittal] Please provide results from the State’s monitoring efforts to determine the level of compliance in the area of practice guidelines for the previous waiver period [items C.V.a-h in 1999 initial preprint; relevant sections of the 1995 preprint].  

Please refer to the Contract Compliance audit located in Binder Two.

Upcoming Waiver Period - Please check any of the processes and procedures from the following list that the State requires to ensure that MCOs, PIHPs, and PAHPs adopt and disseminate practice guidelines. 

a.
X
[Required]  Guidelines are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field.

b.
X
[Required]  Guidelines consider the needs of the MCO’s,PIHP’s or PAHP’s  enrollees.

c.
X
[Required]  Guidelines are developed in consultation with contracting health professionals.

d.
X
[Required]  Guidelines are reviewed and updated periodically.

e.
X
[Required]  Guidelines are disseminated to all affected providers, and, upon request to  enrollees  and potnetial enrollees.

f.
X
[Required]  Guidelines are applied in decisions with respect to utilization management, enrollee education, coverage of services, and other relevant areas.

g.___
Other (please explain):

Quality Assessment and Performance Improvement (QAPI)

Previous Waiver Period
a.___
[Required for all elements checked in the previous waiver submittal] Please provide results from the State’s monitoring efforts to determine the level of compliance in the area of QAPI for the previous waiver period  [items C.VII.a-u in 1999 initial preprint; relevant sections in the 1995 preprint, item C.VII Upcoming Waiver Period, 1999 Waiver Renewal Preprint].  Please break down monitoring results by sub-populations if available. 

Response:

Please refer to the Contract Compliance audit located in Binder Two.

b.___
The State or its MCOs and PIHPs conducted performance improvement projects that achieve, through on-going measurement and intervention, demonstrable and sustained improvement in significant aspects of clinical care and non-clinical services that can be expected to have a beneficial effect on health outcomes and enrollee satisfaction.  Please list and submit findings from the projects completed in the previous two year period. 

Response:

Please refer to EQRO Contract Compliance Audits in Binder Two

Upcoming Waiver Period- The State must require that each MCO and PIHP have an ongoing QAPI for the services it furnishes to its enrollees. 

a.
X
[Required]  The State must review, at least annually, the impact and effectiveness of each MCO’s and PIHP’s QAPI.  This review includes:

1.
X
The MCO’s and PIHP’s performance on the standard measures on which it is required to report.

2.
X
The results of each MCO’s and PIHP’s performance improvement projects.

b.
X
Please check any of the following processes and procedures that the State includes as a requirement for MCO and PIHP QAPIs

Each MCO and PIHP must have:

1.
X
A policy making body which oversees the QAPI

2.
X
A designated senior official responsible for program administration and documentation of Quality Improvement committee activities.

3.___
Active participation by providers and consumers

4.
X
Ongoing communication and collaboration among the Quality Improvement policy making body and other functional areas of the organization.

5.___
Other (please describe):

c.
X
[Required]  Each MCO and PIHP must have in effect mechanisms to detect both underutilization and overutilization of services.  Please describe these mechanisms:

d.
X
[Required] Each MCO and PIHP must have in effect mechanisms to assess the quality and appropriateness of care furnished to enrollees with special health care needs.  Please describe these mechanisms:

e.
X
[Required] Each MCO and PIHP must measure and report to the State its performance, using standard measures required by the State.  Please list or attach the standard measures currently required.

Performance Improvement Projects

f.
X
[Required]  Each MCO and PIHP must conduct performance improvement projects that are designed to achieve, through ongoing measurement and intervention, significant, sustained over time, in clinical care and nonclinical care areas that are expected to have a favorable effect on health outcomes and enrollee satisfaction. 

g.___
Each performance improvement project must be completed in a reasonable time period so as to generally allow information on the success of performance improvement projects in the aggregate to produce new information on quality of care every year.

h.
X
[Required]  Each MCO and PIHP must report the status and results of each project to the State as requested. 

Please list or attach the projects currently planned for each year of the waiver period either at a state or plan-level.  Please describe the types of issues that are included in clinical (e.g., acute/chronic conditions, high-volume/high-risk services) and non-clinical (e.g., complaints, appeals, cultural competence, accessibility) focus areas as defined by the State.

Response:

Adolescent child health: 

i.
X
[Required]  Each MCO and PIHP must measure performance using objective quality indicators. 

j.
X
[Required]  Each MCO and PIHP must implement system interventions to achieve improvement in quality.

k.
X
[Required]  Each MCO and PIHP must formally evaluate the effectiveness of the interventions.

l.
Each MCO and PIHP must correct significant systemic problems that come to its attention through internal surveillance, complaints, or other mechanisms.

m.
X
MCOs or PIHPs are allowed to collaborate with one another on projects, subject to the approval of the State Medicaid agency.

n.___
Each MCO and PIHP must select topics for projects through continuous data collection and analysis by the organization of comprehensive aspects of patient care and member services.

o.___
Each MCO and PIHP must select topics in a way that takes into account the prevalence of a condition among, or need for a specific service by, the organization’s enrollees; enrollee demographic characteristics and health risks; and the interest of consumers in the aspect of care or services to be addressed.

p.___
Each MCO and PIHP must provide opportunities for enrollees to participate in the selection of project topics and the formulation of project goals.


q.___
Each MCO and PIHP must establish a baseline measure of performance on each indicator, measure changes in performance, and continue measurement of at least one year after a desired level of performance is achieved.

r.___
Each MCO and PIHP must use a sampling methodology that ensures that results are accurate and reflective of the MCO’s or PIHP’s enrolled Medicaid population.

s.___
Each MCO and PIHP must use benchmarks levels of performance which are either determined in advance by the State Medicaid agency or by the organization.

t.___
Each MCO and PIHP must ensure that improvement is reasonably attributable to interventions undertaken by the organization (has face validity).


u.___
Other (please describe):

VI.  Health Information Systems

Previous Waiver Period
[Required for all elements checked in the previous waiver submittal] Please provide results from the State’s monitoring efforts for compliance in the area of health information systems for the previous waiver period  [items C.VI.a-i in 1999 initial preprint; relevant sections of the 1995 preprint].  

Response

The Department requires each MCO to submit its reports and data by the 15th of each month with the appropriate certification of accuracy. The Department requires MCOs to submit encounter data with a rate of accuracy that allows an initial rejection rate of less than 5%. The Department’s contractor rejects encounter data for many reasons including incorrect procedure code, incorrect diagnosis, client not eligible on date of service, provider not in MCOs provider file, etc. An example of the report on accuracy is enclosed.

During the previous waiver period at least three of the MCOs met the 5% or less rejection rate standard for the majority of months. The State recently revised its correction standard and now requires MCOs to resubmit errors until the total acceptance rate is at least 99.6%. The new correction standard provides the MCOs an incentive to initially submit high quality data that meet or exceed the 5% or less rejection standard. 

The Department’s contractor summarizes the encounter data it receives each quarter and reports trends over the previous year.

Data validation studies performed by the Department’s previous EQR contractor found that the encounter data were overall quite accurate. 

The Department uses the encounter data to verify the MCO’s self-reported data regarding service provision. The Department compares the encounter data with self-reports from the MCOs and when the Department identifies discrepancies between them. The Department works with the MCOs to improve the accuracy of encounter data. 

Mercer Government Human Services Consulting

State of Connecticut, Department of Social Services

Encounter Processing Update
January 2004

	MCO
	Rejected encounters
not to exceed 5% 
	Corrected data resubmitted within 30 days

	Anthem
	0.34%
	90.62%

	CHN
	0.73%
	58.90%

	Health Net
	13.33%
	00.00%

	FirstChoice
	1.14%
	62.42%


· All of the MCOs, excluding Health Net, met their goal of having rejected encounters not to exceed 5%. Health Net’s high rejection rate was due to a large number of the professional records being submitted in the incorrect layout. Health Net was made aware of this problem and is fixing the records.

· Health Net also had 18% of claims in one file rejected for LOG036 (Procedure code not valid).  All of the rejected claims had a 3 digit code instead of the required 5 digits.  Health Net has been made aware of this problem and will be resubmitting the claims.

· Beginning with the February 2004 monthly update, Mercer will report the new Encounter Data Performance Measure for rejection rates.  As requested by DSS, a report will be produced reviewing the MCO’s performance back to July 2003.

· Mercer continues to compile information on transportation encounters. A summary will be provided to DSS when all MCOs have responded to a final question. Specifically, Mercer is trying to ascertain whether mileage is reported, as well as trips.

· Mercer assisted DSS with a question related to reinsurance.

· Summary of interim bill issues and activities provided to DSS.

· Mercer responded to request for dental report (Children’s Health Foundation).

Number of Outstanding Rejected Records:

	
	January 2004
	December 2003
	November 2003
	October 2003

	Anthem
	3,214
	4,062
	2,922
	6,643

	CHN
	2,097
	1,049
	493
	548

	Health Net
	111,667
	76,624
	46,110
	46,110

	FirstChoice
	7,932
	7,585
	8,038
	9,225


Recommended Performance Measure Reporting Format
January 2004 Results by MCO

	MCO
	Rejected encounters not to exceed 5% two consecutive months:
	Corrected data to be submitted every month
	90% of rejected data to be corrected within 90 days (09/2003)*
	95% of rejected data to be corrected within 120 days (09/2003)*

	
	Prior Month
	Current Month
	
	
	

	Anthem
	0.70%
	0.34%
	Yes
	98.53%
	98.53%

	CHN
	0.41%
	0.73%
	Yes
	98.34%
	98.34%

	Health Net
	11.69%
	13.33%
	No
	00.00%
	00.00%

	FirstChoice
	0.82%
	1.14%
	Yes
	98.51%
	98.51%


Upcoming Waiver Period

Please check any of the processes and procedures from the following list that the State requires to ensure that contracting MCOs and PIHPs maintain a health information system that collects, analyzes, integrates, and reports data and can achieve the objectives of the Medicaid Program. 

The State requires that MCO and PIHP systems:

a.
X
[Required]  Provide information on 

1.
X
Utilization,

2.___
Grievances and appeals, 

Response:

Tracked by Department staff  

3.___
Disenrollment for reasons other than loss of Medicaid eligibility. 

Response:

Tracked by enrollment broker, ACS. 

b.
X
[Required]  Collect data on enrollee and provider characteristics as specified by the State.

c.
X
Collect data on services furnished to enrollees through an encounter data system or such other methods approved by the State (please describe).  The MCO/PIHP is capable of (please check all that apply):

1.
X
[Required] Recording sufficient patient data to identify the provider who delivered services to Medicaid enrollees 

2.
X
 [Required]Verifying whether services reimbursed by Medicaid were actually furnished to enrollees by providers and subcontractors 

3.
X
 [Required]  Verifying the accuracy and timeliness of data

4.
X
[Required]  Screening data for completeness, logic and consistency

5.
X
 [Required]  Collecting service information in standardized formats to the extent feasible and appropriate

6.___
Other (please describe):

d.
X
Provide periodic numeric data and/or narrative reports describing clinical and related information for the Medicaid enrolled population in the following areas (check all that apply):

1.
X
Health services (please specify frequency and provide a description of the data and/or content of the reports)

2.
X
Outcomes of health care (please specify frequency and provide a description of the data and/or content of the reports)

3.
X
Encounter Data (please specify frequency and provide a description of the data and/or content of the reports)

4.___
Other (please describe and please specify frequency and provide a description of the data and/or content of the reports)

e.
X
Maintain health information systems sufficient to support initial and ongoing operation, and that collect, integrate, analyze and report data necessary to implement its QAPI.

f.
X
Ensure that information and data received from providers are accurate, timely and complete. 

g.
X
Allow the State agency to monitor the performance of MCOs/PIHPs using systematic, ongoing collection and analysis of valid and reliable data.

h.
X
Ensure that each provider furnishing services to enrollees maintains an enrollee health record in accordance with standards established by the organization that take into account professional standards.

i.
X
Please provide a description of the current status of the State’s encounter data system, including timeliness of reporting, accuracy, completeness and usability of data provided to the State by MCOs/PIHPs. 

j.___
The State uses information collected from MCOs/PIHPs as a tool to monitor and evaluate MCOs/PIHPs (i.e. report cards).  Please describe.

k.___
The State uses information collected from MCOs/PIHPs as a tool to educate beneficiaries on their options (i.e. comparison charts to be used by beneficiaries in the selection of MCOs/PHPs and/or providers).  Please describe.

l.___
Other (please describe):

Section C Attachment

Attachment: C. 1. a.

HUSKY A

Quality Assessment and Improvement Strategy (Draft)

Responsibility for Quality Assessment Monitoring

I. Annual External Quality Review (Mercer)

· Quality outcomes

· Timeliness

· Access to Services

II. Mercer Encounter Data Utilization Reporting

· Utilization by Category of Service

· Cost by Category of Service

III. DSS Staff

· Appeals/Fair Hearing Requests  (Theresa Rugens)

· HUSKY InfoLine Complaints (Rose Ciarcia)

· EPSDT Reporting (Hilary Silver)

· CSHCN Reporting  (Hilary Silver)

· Analysis of MCO Self-Reporting on Utilization (Hilary Silver)

· Pharmacy Reporting (Lee VanderBaan)

· Claims Aging  (Lee VanderBaan)

· Provider Complaints (Carol Anderson)

· Eligibility and Enrollment (Ellen Tracy)

· Network Capacity (Bruce Machol)

Elements of the Quality Assessment and Improvement Plan  

I. Identification of Race, Ethnicity and Primary Language

a DSS Enrollment Files to MCO (ET)

b New Member Orientation (MCO)

II. Monitoring and Evaluation of Compliance with Standards Developed by CMS (HUSKY Program Staff) 

III. Arrangements for Annual Independent External Reviews (Contracts Admin, RC, LVB)  

IV. Appropriate Use of Intermediate Sanctions (RC)

a Class A Sanctions Three (3) Strikes. Sanctions Warranted After Three (3) Occurrences

1. For noncompliance of the contract which does not rise to the level warranting Class B sanctions as defined in subsection (a)(2) of this section or Class C sanctions 

b Class B Sanctions. Sanctions Warranted Upon Single Occurrence

1. For noncompliance with the contract which does not warrant the imposition of Class C sanctions

c Class C Sanctions

1. failing to substantially authorize medically necessary items and services that are required (under law or under this contract) to be provided to an Member covered under this contract;

2. imposing a premium or charge on Members except as specifically permitted under provisions of the approved Medicaid State Plan and the provisions of this Contract;

3. discriminating among Members on the basis of their health status or requirements for health care services, including expulsion or refusal to re-enroll an individual, except as permitted by Title XIX, or engaging in any practice that would reasonably be expected to have the effect of denying or discouraging enrollment with the MCO by eligible individuals whose medical condition or history indicates a need for substantial future medical services;

4. misrepresenting or falsifying information that is furnished to the Secretary, the DEPARTMENT; Member, potential Member, or a health care provider;

5. failing to comply with the physician incentive requirements under Section 1903(m)(2)(A)(x) of the Social Security Act and 42 CFR 422.208 and 422.210; 

6. distributing directly or through any agent or independent contractor marketing materials that have not been approved by the DEPARTMENT or containing false or misleading information; and

7. failing to comply with any other requirements of 42 U.S.C. 1396b(m) or 42 U.S.C. 1396u-2.

V. Information System that Supports Operation and Review of Quality Strategy

a Encounter Database (Mercer)

b Microsoft Suite, including Access and Excel (DSS)  

VI. Standards for Access to Care, Structure and Operations, and Quality Measurement and Improvement 

a Access 

1. Availability of Services (Mercer, TR, HS)

2. Network Capacity (BM)

3. Coordination and Continuity (Mercer)

4. Coverage and Authorization of Services (Mercer)

b Structure and Operations Standards

1. Provider Selection (Mercer)

2. Enrollee Information (ET, TR) 

3. Confidentiality (Mercer)

4. Enrollment and Disenrollment (ET)

5. Grievance System (Mercer, TR)

6. Subcontractual Delegation and Monitoring (Mercer, TR)

c Measurement and Improvement Standards

1. Practice Guidelines (Mercer) 

2. Quality Assessment and Performance Improvement Program (Mercer)

See attached Contract Monitoring Grid for specific monitoring responsibilities
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CONTRACT MEASURES


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	DATA

COLLECTION RESPONSIBILITY

L = Liaison, PA = Program Analysis, E = EQRO, M = MCO
	OVERSIGHT

RESPONSIBILITY

L=Liaison, PA = Program Analysis, PC = Project Coordinator, FA = Fiscal Analysis, NC = Nurse Consultant

	CONTRACT

SECTION
	A
	B
	CONTRACT

REQUIREMENTS


	Information Source
	L
	PA
	E
	M
	FA
	O
	FREQUENCY
	L
	PA
	PC
	FA
	NC
	O
	DUE

DATE

	3.01


	x
	x
	Provide Appendix A services to Members based upon medical necessity and medical appropriateness.
	Concerns, complaints, utilization reports, en-

counter data, grievances, fair hearings.
	x
	x
	x
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	3.01c


	x
	x
	Ensure 24 hour access to medical advice.
	Reports, audit, concerns, complaints.
	x
	
	x
	
	
	
	Annual;

as necessary
	x
	
	
	
	
	
	May/June/July

	3.02
	x
	x
	Non-discrimination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.04a.5


	x
	
	Coordinate & provide EPSDT screens in accordance with Department schedule.
	Reports
	 
	x
	
	
	
	
	Quarterly
	x
	
	
	
	
	
	4/1, 7/1, 10/1; 1/1 Annually

	3.04a.7


	x
	
	Ensure coordination and case management for CSHCN.
	Audit
	 
	
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.05b


	x
	x
	Ensure that no PA is required on emergency visits.
	Audit
	 
	
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.05c


	x
	x
	Ensure no limit on emergency

visits
	Audit
	 
	
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.06a.


	x
	x
	Ensure that MCO is meeting statewide service area: 15 miles for PCP & OBGYN; 20 miles for dental & mental health providers.
	Review report of enrollment & PCP patterns.
	 
	x
	
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	3.06b.


	x
	x
	MCO sends monthly provider file to Enrollment Broker.
	Provider file
	
	x
	
	
	
	
	Monthly
	x
	
	
	
	
	
	Monthly

	3.08a


	x
	x
	MCO to maintain a provider network with capacity to serve members; submit monthly provider file to Department or its agent.
	Provider file, complaints, EDS, other.
	x
	
	
	
	
	Monthly
	x
	x
	
	
	
	
	Annually: 2/15; 5/15; 8/15; 11/15, 

	3.08b


	x
	x
	MCO to notify the Department or its agent of changes in network.  Monthly provider file should not contain any providers no longer in network.
	Provider file, EDS
	
	x
	
	
	
	
	Monthly
	 
	x
	
	
	
	
	Monthly

	3.09


	x
	x
	Determine network  & enrollment capsadequacy
	Dept. measures capacity through ratios of members to various types of providers by county & compares  actual enrollment.
	x
	
	
	
	
	Quarterly; as needed.
	x
	
	
	
	
	
	Quarterly

	3.1


	x
	x
	DSS requirements of MCOs contracting with providers. 
	Audit
	
	
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.10i.


	x
	
	Behavioral Health providers shall participate in BHO study; DSS to reinburse for costs of participation.
	Behavioral Health  Outcome Tracking Forms
	x
	
	
	Monthly
	 
	
	x
	
	
	
	Monthly

	3.11


	x
	x
	Provider credentialing &  enrollment criteria based upon NCQA standards.
	Audit
	
	x
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.12


	x
	x
	MCOs shall have sufficient number of specialists; allow & cover out of network  referrals if necessary & appropriate.
	Audit; complaints
	x
	
	x
	
	
	
	Annually; as needed.
	x
	
	
	
	
	
	May/June/July

	3.13a


	x
	x
	Member to select PCP within 30 days of enrollment
	Audit
	 
	
	x
	
	
	
	Annually, as needed
	x
	
	
	
	
	
	May/June/July

	3.13b


	x
	x
	MCO to provide criteria for access to appointments; 90%  of sample must have appointment in required time frame.
	Audit
	 
	
	X
	
	
	
	Annually; as needed.
	x
	
	
	
	
	
	May/June/July

	3.14


	x
	x
	Ensure family planning access & confidentiality requirements for self-referral, even to non-participating providers; abortion coverage.
	Complaints
	x
	
	
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	3.14f


	x
	x
	Abortion report to be submitted quarterly to the Department.
	Report
	 
	
	
	
	x
	
	Quarterly
	 
	
	
	x
	
	
	April; July; Oct., Jan

	3.15a


	x
	x
	Pharmacies must be available statewide
	Report
	 x
	x
	
	
	
	Pharm
	As needed
	x
	
	
	
	
	
	As needed

	3.15c 


	x
	x
	MCO to submit formulary to Department and notify Dept. of any changes 30 days prior to implementation.
	As needed
	 
	x
	
	
	
	Pharm
	As needed
	x
	
	
	
	
	
	As needed

	3.15d
	x
	x
	Members to be notified of changes in maintenance drugs.
	Encounter Data
	x
	
	
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	3.15e


	x
	x
	Pharmacies shall substitute generics unless prescriber specifies brand name.
	Complaints, NOAs, Fair Hearings,  Encounter Data
	x
	x
	
	
	
	
	As needed
	x
	
	
	
	
	
	January thru Dec

	3.15h


	x
	
	MCO must issue NOA and temporary supply if prescriber does not agree to change or if MCO unable to reach prescriber during normal business hours.
	Complaints, NOAs, Fair Hearings
	x
	
	
	
	
	NC
	Monthly; as needed
	x
	
	
	
	
	
	Monthly; as needed

	3.15i


	x
	
	MCO shall provide quarterly report on authorization process.
	Report
	 
	x
	
	
	
	
	Quarterly
	 
	x
	
	
	
	
	August, November, February, May

	3.16f


	x
	x
	MCO shall monitor performance of subcontractors and ensure that they adhere to contractual and policy requirements.
	Audit, Grievances, Complaints
	x
	
	x
	
	
	
	Annually; As needed
	x
	
	
	
	
	
	May/June/July

	3.16g


	x
	
	MCO and subcontractor to participate in Behavioral Health Outcomes Study.
	Admission & Discharge Forms
	 
	
	
	x
	
	
	Monthly
	 
	
	x
	
	
	
	Monthly

	3.17a


	x
	
	MCOs shall provide EPSDT services in accordance with periodicity schedule.
	MCOs self-report; Monitoring by CHC &, analysis of Encounter Data.
	 
	x
	
	
	
	CHC
	Quarterly; as needed 
	 
	x
	
	
	
	
	Oct., Jan, April, July

	3.17d


	x
	
	MCOs to provide medically necessary &  apropriate EPSDT services beyond those listed in contract & appendices.
	Complaints, Fair Hearings, Grievances
	x
	
	
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	3.17k


	x
	
	Cooperate with CHC and CCHP in tracking EPSDT screens and follow-up on missed screens.
	OTV Report
	 
	
	
	
	
	CHC
	Quarterly
	 
	x
	
	
	
	
	April, July, Oct.,Jan

	3.17l


	x
	
	Attain annual EPSDT screening & participation ratios of 80%.
	Encounter data
	
	
	
	
	
	CHC
	Annually
	 
	x
	
	
	
	
	April 1 - March 31

	3.18b.l


	HP
	
	HUSKY Plus
	Reports (TBD)
	 
	
	x
	
	
	
	Annually
	 
	
	
	
	x
	
	May/June/July

	3.18g


	HP
	
	Quality Assurance
	Summary Reports
	
	
	
	
	
	NC
	Quarterly
	 
	
	
	
	x
	
	4/15;7/15;10/15;1/15

	3.19a


	
	x
	Prenatal Reports
	Prenatal
	 
	X
	
	
	
	
	Quarterly
	 
	
	
	
	
	Unit, Data Analysis
	1/1;4/1;7/1;10/1

	3.2


	x
	
	Ensure dental case access standards
	Dental Provider Reports
	
	
	
	
	
	TBD

CHC
	Quarterly
	 
	x
	
	
	
	
	To be determined

	3.21


	x
	
	Dental Access
	MCO Reports
	
	
	x
	
	
	
	Annually`
	x
	
	
	
	
	
	May/June/July

	3.27


	x
	
	Linguistic Access
	NOA review
	
	
	
	
	
	NC
	Monthly
	x
	
	
	
	
	
	Monthly

	3.28


	x
	x
	Member Handbooks
	DSS Contract Requirements
	x
	
	
	
	
	
	Annually
	x
	
	
	
	
	
	September

	3.3


	x
	x
	Marketing Material
	Newsletters; pamphlets, videos, posters, etc.
	x
	
	
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	3.32


	x
	x
	Quality Assurance & Performance Improvement
	QA Reports; Operational Policy/Procedures Plan; Performance Project
	 
	
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.34


	x
	x
	Examination of Records
	Subcontractor records, MCO service records, and medical records.
	 
	
	x
	
	
	
	Annually
	x
	
	
	
	
	
	May/June/July

	3.35


	x
	x
	Medical Records
	Case record
	 
	
	x
	
	
	NC
	Quarterly
	 
	
	
	
	x
	
	1/15;4/15;7/15;10/15

	3.37a


	x
	
	Utilization Reporting
	Utilization Reports
	 
	x
	
	
	
	
	Quarterly
	x
	
	
	
	
	
	1/1;4/1;7/1;10/1

	3.37a-b


	
	x
	Utilization Reporting
	Utilization Reports
	 
	
	x
	
	
	
	Not specified currently semiannually
	 
	
	
	
	
	TBD
	4/1;10/1

	3.37e


	x
	
	Required Reporting to state & feds
	HCFA 416 and other relevant reports
	 
	x
	
	
	
	
	Annually, As needed
	x
	
	
	
	
	
	April 1, 2002

	3.37f


	x
	
	Material Prenatal reporting
	Maternal Prenatal reports
	 
	x
	
	
	
	
	Quarterly
	x
	
	
	
	
	
	1/1;4/1;7/1;10/1

	3.37g.1


	x
	
	Submission of Encounter Data under 5% rejection rate
	Encounter Data
	 
	x
	
	
	
	Mercer
	Monthly
	 
	x
	
	
	
	Mercer
	Monthly

	3.37g.2


	x
	
	Compare utilization reports against encounter data
	Utilization reports, Encounter data
	 
	x
	
	
	
	
	Quarterly
	 
	x
	
	
	
	
	To be determined

	3.37g.3


	x
	
	Data Validation Project
	Medical records
	 
	
	x
	
	
	
	Annually
	
	
	
	
	
	HUSKY Director
	End of Year ?

	3.39c.1


	x
	x
	Audited financial reports of income - MCO Line of Business
	Financial Report
	 
	x
	
	
	
	
	Annually
	 
	x
	
	
	
	
	January 15, 2002

	3.39c.2


	x
	x
	Unaudited financial report Annual & quarterly statements
	 Financial Reports
	 
	x
	
	
	
	
	Quarterly
	 
	x
	
	
	
	
	45 days after end of quarter

	3.39c.3


	x
	x
	NAIC for licensed MCOs
	Financial report
	 
	
	
	
	x
	
	Quarterly
	 
	
	
	x
	
	
	Annual March 1st;

others, 45 days after quarter

	3.41d for B;

3.44d for A
	x
	x
	MCO to provide all subcontracts to DSS.
	Subcontracts
	x
	
	
	
	
	
	Annually & as appropriate
	x
	
	
	
	
	
	September

	3.41e for B

3.44 e for A
	x
	x
	Behavioral health & dental subcontracts to have performance bond, letter of credit or statement of financial reserves.
	Subcontracts
	x
	
	
	
	
	
	Annually & as appropriate
	 x
	
	
	
	
	
	September

	3.41f for B

3.44f for A
	x
	x
	Subcontracts to include provisions for smooth transition in the event of termination.
	Subcontracts
	x
	
	
	
	
	
	Annually & as appropriate
	x
	
	
	
	
	
	September

	3.41h for B

3.44h for A
	x
	x
	Subcontracts to include withhold final payment as a surety bond.
	Subcontracts
	x
	
	
	
	
	
	Annually 
	x
	
	
	
	
	
	September

	3.51b

A
	x
	
	MCO to conduct assessment of CSHCN & other children.
	CSHCN Report
	 
	x
	
	
	
	NC
	Annually
	x
	
	
	
	
	
	April

	3.51c

A
	x
	
	MCO to report to Dept. on quality indicators such as specialty services & case management.
	CSHCN Report
	x
	
	
	
	
	
	TBD
	 
	
	
	
	
	TBD
	?

	4.09

A
	x
	
	MCO Monitoring - Ongoing
	Onsite Audit Reviews, Survey of Members, Reports, Encounter Data
	x
	x
	x
	
	
	CHC
	Quarterly
	x
	
	
	
	
	
	May/June/July

	5.13b
	
	
	Physician's Incentive Plan
	Letter of Disclosure
	 
	x
	
	
	
	
	Annually
	 
	x
	
	
	
	
	Prior to approval of contract/contract renewal date/and 3 months after completion of contract. (CMS currently modfying requirements & are expected to update states on what is needed)

	6.01f

A
	x
	
	All NOAs are complete and contain all necessary contract and/or policy requirements.
	NOA audit
	 
	
	
	
	
	NC
	Monthly
	x
	
	
	
	
	
	Monthly

	6.02b

A
	x
	
	The MCO shall develop written grievance policies and procedures that are approved by the Dept.
	EQRO Audit
	 
	
	x
	
	
	
	Annual
	x
	
	
	
	
	
	May/June/July

	6.02e

A
	x
	
	The MCO shall provide information on the grievance process to providers and subcontractors.
	EQRO Audit
	 
	
	x
	
	
	
	Annual
	x
	
	
	
	
	
	May/June/July

	7.02s

A
	x
	
	The MCO shall prepare the hearing summary & submit to  DSS no later than 5 business days prior to hearing date.
	Fair Hearing Summaries
	x
	
	
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	7.04 for

A
	x
	
	Suspension of new enrollment
	Provider Enrollment information
	 
	x
	
	
	
	EDS
	Monthly
	x
	
	
	
	
	
	Monthly

	8.01

B
	
	x
	A written process shall be in place concerning internal &  external appeals and NOAs.
	Log Book; DOI communications; complaints
	x
	
	x
	
	
	
	As needed
	x
	
	
	
	
	
	As needed

	8.08

B
	
	x
	The MCO shall have an internal appeal process thru which a provider may grieve the MCO decision on behalf of a Member.
	EQRO Audit
	 
	
	x
	
	
	Audit
	As needed
	x
	
	
	
	
	
	May/June/July

	904

 B
	
	x
	Suspension of new enrollment
	Provider Enrollment information
	 
	x
	
	
	
	EDS
	Monthly
	x
	
	
	
	
	
	Monthly
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