Issues Raised by Stakeholders on 
Quality-Related Standards
	Issue
	DHHS Response

	1. If the MCO is taking on full risk then how can the Department be the one to have the final say in the grievance process?
	The MCO will be making initial considerations regarding appeals on adverse actions but the Commissioner will continue to have final say in the fair hearing process per state law. Additionally the proposed process allows for Department review regarding expedited decisions by the MCO, system problems and certain quality of care matters that would be reviewed by the Department prior to administrative hearings.  The Departmental role is typical in Medicaid managed care arrangements and provides an important protection to the member.  

	2. Members would not feel comfortable saying to their provider or the MCO that they disagree with a decision. How can we overcome that obstacle?
	The process has been established to reduce any awkwardness by members in making their appeals.  First, when a member first receives notification of an adverse action, the letter will include a form that can be torn off and sent notifying the MCO of an appeal.  Second, internal MCO reviewers cannot be individuals involved with clinical management of the member’s case (see conflict of interest answer below).  Third, the MCO is prohibited from taking action against members who appeal or otherwise voice complaints/grievances.  In addition, DHHS is working with advocacy and member support services to assist members throughout the appeal and grievance process.  

	3. Is going through the MCO in the appeal process just another layer of administrative red tape if the Department has the final say?
	The benefits of an internal MCO review process for members are timeliness and accountability.  Many of the matters that now go to fair hearing and take at least 90 days before coming to a resolution could be resolved within the 30 day MCO review. Also many non-action grievances that are not documented will be monitored and subject to a formal resolution under the new process. An initial MCO review makes the MCO accountable to both members and DHHS for its performance and adherence to certain time requirements and due process standards set up in the contract.


	Issue
	DHHS Response

	4. If the determination is made that the member was eligible for the service and requested the service but did not receive and in a hearing it was found the service should have been available, than would there be compensation of services?
	If the final decision is adverse to an earlier MCO decision to suspend, deny or terminate services, then the  MCO is obligated to pay for such services going forward, reimburse the member for any services that were provided by the member or others during the appeal period. While no outright financial compensation or “damages” would be available, the member might require an increase in number or scope of services due to the denial or reduction of services during appeal.

	5. Will there be a member voice able to speak to the EQRO?
	The scope of work for external quality review organization (EQRO)  is under development and will include member feedback on program experience.  One component of the EQRO contract will include the administration of a member experience of care survey.  Others may include focus groups or other engagement of members in the review of service quality.  

	6. Is there a conflict of interest if the MCO performs the initial review?
	As stated above, the MCO review must be performed by individuals who have not previously been involved with the decision-making that led to the MCO action.  Transparency of process by the MCO review, ability to participate and review the MCO records is key to member confidence in reducing concerns about MCO conflict of interest.

	7. Can the Department elicit client satisfaction surveys?
	 A standardized client survey will be administered by the External Quality Review Organization.

	8. What is the record keeping requirement if a grievance is resolved orally?
	The MCO will be required to document in writing all grievances complaints that are submitted, both orally and written.  The MCO is further required to provide the member with a written account of any complaint or grievance that was submitted orally to assure consistency with the member’s intent.  

	9. Will there be the capacity to look at sub-populations?
	 DHHS is in the process of identifying sub-population stratifications for all performance measures to be assessed by the program area, condition, geography and/or age.
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	DHHS Response

	10. Can complaints/grievances go directly to DHHS rather than first to the MCO, so that action taken by the MCO can be monitored and overseen more readily by the State agency?
	 DHHS believes that the MCO should be the first line of contact for resolving member complaints and grievances.  The MCO will be required to develop systems to document the receipt of all complaints and grievances as well as their status and final resolution and submit those reports directly to DHHS on a regular basis.  Complaints regarding quality of care will be shared with DHHS upon receipt to assure an expeditious and appropriate response.  If it is found that the MCO is not managing the complaint and grievance process in a manner laid out in the contract, DHHS will take action to remedy the problem.     

	11. In the case of expedited grievances and appeals, who makes the determination that a member’s condition requires expeditious review?
	In the case of appeals, decisions about whether a member’s condition requires an expeditious appeal are made by the MCO based on criteria established by DHHS.  In the case of a non-action grievance, the DHHS Medical Director will determine whether it is necessary to consult with the MCO on the timing and/or resolution of grievances related to quality of care.      

	12. The description of the appeals and grievance system is not “user friendly”.  It is recommended that the terminology used is what MaineCare members are familiar with.  
	The grievance and appeals standards and flowchart were developed to satisfy federal contract requirements.  Separately, DHHS will develop a plain language description of the process that will be included in the Member Handbook.  The MCO must use language approved by DHHS in all member materials.  
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