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	DELIVERY NETWORK

	Network requirement

	1. The delivery network is adequate to meet all covered physical and behavioral health needs of the population in a manner that provides for coordination and collaboration among multiple providers and disciplines.  In developing its network, the MCO must consider the following:

a. anticipated MaineCare enrollment;

b. the expected utilization of services, taking into consideration the characteristics and health care needs of the MaineCare population to be served; 

c.  the number and type (in terms of training and experience and specialization) of providers required to furnish the contracted services; 

d.  the number of network providers not accepting new MaineCare patients; 

e.  the geographic location of providers and members, considering distance, travel time, and the means of transportation ordinarily used by MaineCare members;

f. accessibility of provider practices for members with disabilities; and

g. required choice of two or more primary care providers within required travel time (see Timely Access standards)
	

	2. The MCO provides the projected ratio of primary care and specialty providers to members by county and the rationale for determining that the network is sufficient. 
	

	3. Provider networks must include all existing MaineCare providers who meet MCO credentialing requirements and who agree to payment at rates that are no less than those currently paid under MaineCare.  
	

	4. The MCO establishes policies and procedures to monitor the adequacy, accessibility and availability of its provider network to meet the needs of all members including those with limited English proficiency and those with unique cultural needs (see Cultural Consideration standards).  The MCO shall notify DHHS (or its agent) within 24 hours upon knowledge of a change in providers in any one county, including a plan for replacement or coverage of assigned members in the event that the provider served as a PCP.  
	

	5. The MCO must maintain an updated list of participating providers to DHHS (or its agent) on its website.  The Provider Directory must identify primary care, specialty care, dental, behavioral health, and hospital providers and, for each provider, include the following information: the address of all practice locations, hospital affiliations, open/close status for MaineCare members, languages spoken in each provider location.
	

	Adequate Capacity and Services

	The MCO must offer the range of preventive, primary care and specialty services in accordance with the following phase-in schedule of populations and services.

[INSERT FINAL PHASE-IN SCHEDULE]

Prior to contracting with the state, the MCO is required to submit documentation that demonstrates the plan (1) offers an appropriate range of preventive, primary and specialty services that is adequate for the anticipated number of members for the service area; (2) maintains a network of appropriate providers that is sufficient in number, mix, and geographic distribution to meet the needs of the anticipated number of members.  
The MCO must update provider network information quarterly.  The MCO must report all provider terminations to DHHS (or its agent) within [specify timeframe], including the number of members who are affected by such termination, the impact on the MCO’s provider network, and the resolution for members affected by the termination.  In the case of a “significant change”, the member has the right to change providers within the MCO or to change to another MCO.  The MCO must notify affected members in writing and give them the opportunity to change primary care providers from among the remaining choices or to change to another MCO.   
	

	Non-discrimination

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

	Excluded Providers

	The MCO may not employ or contract with providers excluded from participation in Federal health care programs under either section 1128 or section 1128A of the Act.
	

	Women’s Health

	The MCO provides female members with direct access to a women's health specialist within the network for covered care necessary to provide women's routine and preventive health care services. This is in addition to the member's designated source of primary care if that source is not a women's health specialist.   An OB/GYN may serve as a primary care provider. The MCO must clearly state its procedure for accessing a women’s health specialist in the Member Handbook.  
	


	NETWORK MANAGEMENT

	Provider Selection

	The MCO selects, reviews, and retains a network of providers and monitors its providers for compliance with state licensing and contractual requirements and MCO operational policies and procedures. 
	

	
	

	Provider Credentialing

	1. The MCO must provide its credentialing policies and procedures annually and certify that providers are credentialed and licensed or certified as required by the State of Maine. The credentialing program must meet the following requirements:

a. The granting of credentials must be based on objective standards that are available to providers upon application for credentialing. The MCO shall consult with appropriately qualified health care professionals in developing its credentialing standards. 

b. All credentialing decisions, including those granting, denying or withdrawing credentials, must be in writing. The provider must be provided with all reasons for the denial of an application for credentialing or the withdrawal of credentials. A withdrawal of credentials must be treated as a provider termination. 
c. The MCO shall establish and maintain an appeal procedure, including the provider's right to a hearing, for dealing with provider concerns relating to the denial of credentialing for not meeting the objective credentialing standards of the MCO and the contractual relationship between the MCO and the provider.  The superintendent of the Maine Bureau of Insurance shall determine whether the process provided by a MCO is fair and reasonable. This procedure must be specified in every contract between an MCO and a provider or between a MCO and a provider network if a MCO does not contract with providers individually. 
d. An MCO shall make credentialing decisions, including those granting or denying credentials, within 60 days of receipt of a completed credentialing application from a provider. The time period for granting or denying credentials may be extended upon written notification from the MCO within 60 days following submission of a completed application stating that information contained in the application.
	

	
	


	Cultural Considerations

	The MCO shall participate in efforts to promote the delivery of services in a culturally competent manner to all members and their families.   The MCO shall develop appropriate methods of communicating  and working with its members who do not speak English as a first language, as well as, members who are visually and hearing impaired, and accommodating members with physical and cognitive disabilities and different literary levels, learning styles and capabilities.  In addition, the MCO must respect members whose lifestyle or nontraditional customs may differ from their own.  

The MCO shall ensure in-person or telephonic interpreter services are available to any member who requests them, regardless of the prevalence of the member’s language within the overall program.  The MCO provides access to in-person and telephonic interpreter services, as well as, written translation services.  The MCO will use these vendors as necessary and will bear the cost of their services, as well as the costs associated with making American Sign Language (ASL) interpreters and Braille materials available to hearing- and vision-impaired members. The Member Handbook will include information on the availability of oral and interpretive services.

Member materials, including the Member Handbook, shall be made available in all prevalent non-English languages.  A prevalent non-English language shall mean any language spoken as a first language by five percent or more of the total MCO caseload.
MCOs are required to comply with National Standards on Cultural and Linguistically Appropriate Services (CLAS) as described below:
1. Health care organizations should ensure that patients/consumers receive from all staff member's effective, understandable, and respectful care that is provided in a manner compatible with their cultural health beliefs and practices and preferred language.

2. Health care organizations should implement strategies to recruit, retain, and promote at all levels of the organization a diverse staff and leadership that are representative of the demographic characteristics of the service area.

3. Health care organizations should ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery. 

4. Health care organizations must offer and provide language assistance services, including bilingual staff and interpreter services, at no cost to each patient/consumer with limited English proficiency at all points of contact, in a timely manner during all hours of operation. 

5. Health care organizations must provide to patients/consumers in their preferred language both verbal offers and written notices informing them of their right to receive language assistance services. 

6. Health care organizations must assure the competence of language assistance provided to limited English proficient patients/consumers by interpreters and bilingual staff. Family and friends should not be used to provide interpretation services (except on request by the patient/consumer). 

7. Health care organizations must make available easily understood patient-related materials and post signage in the languages of the commonly encountered groups and/or groups represented in the service area. 

8. Health care organizations should develop, implement, and promote a written strategic plan that outlines clear goals, policies, operational plans, and management accountability/oversight mechanisms to provide culturally and linguistically appropriate services.

9. Health care organizations should conduct initial and ongoing organizational self-assessments of CLAS-related activities and are encouraged to integrate cultural and linguistic competence-related measures into their internal audits, performance improvement programs, patient satisfaction assessments, and outcomes-based evaluations. 

10. Health care organizations should ensure that data on the individual patient's/consumer's race, ethnicity, and spoken and written language are collected in health records, integrated into the organization's management information systems, and periodically updated. 

11. Health care organizations should maintain a current demographic, cultural, and epidemiological profile of the community as well as a needs assessment to accurately plan for and implement services that respond to the cultural and linguistic characteristics of the service area. 

12. Health care organizations should develop participatory, collaborative partnerships with communities and utilize a variety of formal and informal mechanisms to facilitate community and patient/consumer involvement in designing and implementing CLAS-related activities. 

13. Health care organizations should ensure that conflict and grievance resolution processes are culturally and linguistically sensitive and capable of identifying, preventing, and resolving cross-cultural conflicts or complaints by patients/consumers. 

14. Health care organizations are encouraged to regularly make available to the public information about their progress and successful innovations in implementing the CLAS standards and to provide public notice in their communities about the availability of this information.
	

	
	


	ACCESS

	Timely Access

	1. Geographic Distance to Services
a. Primary care services shall be available within 30 minutes travel time by automobile of each member’s residence. The following distances shall be used as guidelines in determining distances corresponding to 30 minutes travel time under normal conditions:

i. Areas with primary road available: 20 miles.

ii. Areas with only secondary roads available: 15 miles.

iii. Areas connected by interstate highways: 25 miles.

b. Specialty care and hospital services shall be available within 60 minutes travel time by automobile of each member’s residence. The following distances will be used as guidelines in determining distances corresponding to 60 minutes travel time under normal conditions:
i. Areas with primary road available: 40 miles.

ii. Areas with only secondary roads available: 30 miles.
iii. Areas connected by interstate highways: 50 miles.
2. Provision of services through telemedicine does not replace the need for an MCO’s provider network to meet access standards.  Coverage for health care services provided through telemedicine must be determined in a manner consistent with coverage for health care services provided through in-person consultation.  
3.  Timely Access to Service Delivery
a. Health care services shall be made accessible on a timely basis in accordance with medically appropriate guidelines consistent with generally accepted standards of care.

b. MCOs shall have written appointment scheduling guidelines specific to type of health care service. Examples of types of health care services include well baby and well child examinations, prenatal care appointments, mental health services, routine physicals, follow up appointments for chronic conditions such as high blood pressure, and diagnosis for acute pain, illness or injury.

c. The MCO must make services available 24 hours, seven days a week when medically necessary.
d. Network providers must offer hours of operation no less than the hours of operation offered to commercial members or comparable to MaineCare fee for service if the provider serves only MaineCare members.

e. Appointments and waiting times shall be convenient and meet the following requirements. If the timeliness standards of this subsection are not achievable in a particular community, it initially will be sufficient to meet the community standard of care regarding access to timely services. 

i. Members should be able to obtain an appointment with a primary care provider for medically necessary services within 7 days and for preventive services within 90 days. For urgent care, members should have access within twenty-four hours;

ii. Once a required referral from a primary care provider has been obtained, a member in need of urgent care should be able to obtain specialty physician services within twenty-four hours. Unless not reasonably possible, properly referred members should be able to obtain an appointment for routine specialty physician services within 30 days.
iii. On average, primary care providers and specialty physicians should not keep members with a scheduled appointment waiting longer than 45 minutes. Where members are treated on a first-come, first-served basis, average wait times should be consistent with generally accepted standards.
4. The MCO must establish mechanisms to regularly assure that network providers comply with access standards and take corrective action if there is a failure to comply.
	

	
	

	Women’s Health

	The MCO provides female members with direct access to a women's health specialist within the network for covered care necessary to provide women's routine and preventive health care services. This is in addition to the member's designated source of primary care if that source is not a women's health specialist.   An OB/GYN may serve as a primary care provider. The MCO must clearly state its procedure for accessing a women’s health specialist in the Member Handbook.  
	

	
	

	Out of Network Providers

	If an MCO is unable to provide a medically necessary covered service required by a member, the MCO must adequately and timely cover these services outside the network for as long as the MCO provider network is unable to provide the needed services.  The MCO must ensure that the member obtains the covered benefit at no greater cost to the member than if the benefit were obtained from a participating provider.  The MCO is required to provide members with common carrier transportation to the out-of-network provider if necessary.  If a particular service is not available within the MCO’s service area, the MCO must provide transportation.  

	

	
	


	Second Opinion

	The MCO must provide for a second opinion from a qualified health care professional within the provider network, or arrange for the member to obtain one outside the network, at no cost to the member.  The MCO must clearly state its procedure for obtaining a second opinion in the Member Handbook.  
	

	
	


	MEMBER ENROLLMENT

	Enrollment and Disenrollment

	Disenrollment requested by the MCO
The MCO  must—

1. Specify the reasons for which the MCO may request disenrollment of a member;
2. The MCO may not request disenrollment because of an adverse change in the member’s health status, or because of the member’s utilization of medical services, diminished mental capacity, or uncooperative or disruptive behavior resulting from his or her special needs or abuse of substances, prescribed or illicit, and any legal consequences resulting. 

3. With proper documentation, the following are acceptable reasons for which the plan shall submit involuntary disenrollment requests to DHHS:

· Member has moved out of the service area;

· Member death;

· Determination that the member is ineligible for enrollment based on the criteria specified in the plan’s contract regarding excluded populations, and;

· Fraudulent use of the member ID card

4. Submit the request for involuntary disenrollment to DHHS (or its agent) along with justification, for review and approval.
Disenrollment requested by the member

A member may request disenrollment as follows: 
1. For cause, at any time. 

2. Without cause, at the following times: 
i. During the 90 days following the date of the member’s initial enrollment with the MCO or the date that DHHS (or its agent) sends the member notice of the enrollment, whichever is later. 

ii. For members who are auto-assigned to an MCO: In the case of a member who has an established relationship with a primary care provider within the non-assigned MCO, the member can request disenrollment during the first 12 months of enrollment.

iii. At least once every 12 months after initial enrollment

iv. Upon automatic reenrollment, if the temporary loss of Medicaid eligibility has caused the member to miss the annual disenrollment opportunity. 

v. When DHHS imposes the intermediate sanction specified in § 438.702(a)(3).
Procedures for member requesting disenrollment
1. Request for disenrollment. The member (or his or her representative) must submit an oral or written request to DHHS or its agent— 

2. Cause for disenrollment. The following are cause for disenrollment: 

i. The member moves out of the MCO’s service area. 

ii. The MCO does not, because of moral or religious objections, cover the service the member seeks.

iii. The member needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the network; and the member’s primary care provider or another provider determines that receiving the services separately would subject the member to unnecessary risk. 

iv. Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the contract, or lack of access to providers experienced in dealing with the member’s health care needs.

3. DHHS action on request. DHHS (or its agent) will take action to approve or disapprove the request based on the following:

i. Reasons cited in the request.

ii. Information provided by the MCO at the request of DHHS.

4. If DHHS fails to make a disenrollment determination so that the member can be disenrolled within timeframes required in this section, the disenrollment is considered approved. 

5. DHHS may require that the member seek redress through the MCO’s grievance system before making a determination on the member’s request.  The grievance process, if used, must be completed in time to permit the disenrollment (if approved) to be effective in accordance with the timeframe specified in § 438.56(e)(1). If, as a result of the grievance process, the MCO approves the disenrollment; DHHS is not required to make a determination.
Timeframe for disenrollment determinations.
(1) The effective date of an approved disenrollment must be no later than the first day of the second month following the month in which the member or the MCO files the request. 
(2) If DHHS fails to make the determination within the timeframes specified in paragraph above, the disenrollment is considered approved.
Notice and appeals. 

(1) The MCO must provide members and their representatives written notice of disenrollment rights at least 60 days before the start of each enrollment period. 
(2) The MCO must ensure access to State fair hearing for any member dissatisfied with a DHHS determination that there is not good cause for disenrollment.
Automatic reenrollment.

 DHHS (or its agent) will provide for automatic reenrollment of a member who is disenrolled solely because he or she loses Medicaid eligibility for a period of 2 months or less.
	

	
	


	MEMBER SERVICES

	Member Information

	At the time of enrollment into the MCO
The MCO must provide the following information to new members 5 business days of enrollment into the MCO and annually thereafter:

1. Disenrollment rights in accordance with DHHS Enrollment and Disenrollment standards.  

2. Member rights and protections, to include the right to:

(i) Receive information in accordance with §438.10. 

(ii) Be treated with respect and with due consideration for his or her dignity and privacy. 

(iii) Receive information on available treatment options and alternatives, presented in a manner appropriate to the member's condition and ability to understand. (The information requirements for services that are not covered under the contract because of moral or religious objections are set forth in §438.10(f)(6)(xii).) 

(iv) Participate in decisions regarding his or her health care, including the right to refuse treatment. 

(v) Be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as specified in Federal regulations on the use of restraints and seclusion. 

(vi) If the privacy rule, as set forth in 45 CFR parts 160 and 164 subparts A and E, applies, request and receive a copy of his or her medical records, and request that they be amended or corrected, as specified in 45 CFR §164.524 and 164.526.

(vii) have access to performance data on quality measures as specified by DHHS. 

3. The MCO’s service area.
4. The following information on the MCO’s provider network (including behavioral health providers):
(i) Names, locations, telephone numbers of, and non-English languages spoken by current contracted providers in the member's service area, including identification of providers that are not accepting new patients. For MCOs this includes, at a minimum, information on primary care physicians, specialists, and hospitals. 

(ii) Any restrictions on the member's freedom of choice among network providers.

5. Information on grievance and fair hearing procedures in a DHHS- approved description. 

6. The amount, duration, and scope of benefits available under the contract in sufficient detail to ensure that members understand the benefits to which they are entitled.

7. Procedures for obtaining benefits, including authorization requirements.

8. The extent to which, and how, members may obtain benefits, including family planning services, from out-of-network providers. 

9. The extent to which, and how, after-hours and emergency coverage are provided, including: 

i. What constitutes emergency medical condition, emergency services, and poststabilization services, with reference to the definitions in §438.114(a). 
ii. The fact that prior authorization is not required for emergency services. 
iii. The  process and procedures for obtaining emergency services, including use of the 911-telephone system or its local equivalent.
10. The locations of any emergency settings and other locations at which providers and hospitals furnish emergency services and poststabilization services covered under the contract. 
11. The fact that, subject to the provisions of this section, the member has a right to use any hospital or other setting for emergency care. 
12. The poststabilization care services rules set forth at §422.113(c).
13. Policy on referrals for specialty care and for other benefits not furnished by the member's primary care provider. 
14. Cost sharing, if any. 
15. To the extent available, quality and performance indicators, including member satisfaction
16. How and where to access any benefits that are available under the State plan but are not covered under the contract, including any cost sharing, and how transportation is provided. For a counseling or referral service that the MCO does not cover because of moral or religious objections, the MCO need not furnish information on how and where to obtain the service. The State must provide information on how and where to obtain the service. 

Required Notifications

1. The MCO must give each member written notice of any change (that DHHS defines as “significant”) in grievance, appeals and fair hearing procedures and timeframes at least 30 days before the intended effective date of the change. 
2.  The MCO must make a good faith effort to give written notice of termination of a contracted provider, within 15 days after receipt or issuance of the termination notice, to each member who received his or her primary care from, or was seen on a regular basis by, the terminated provider. 

Language and Format of Member Information

1. The MCO must make written information available in the prevalent non-English languages in its particular service area as determined by DHHS. 

2. The MCO must make oral interpretation services available free of charge to each member member. This applies to all non-English languages, not just those that DHHS State identifies as prevalent. 
3. The MCO must notify members 

(i) That oral interpretation is available for any language and written information is available in prevalent languages; and 
(ii) (ii) How to access those services. 

4. Written material must— 
(i) Use easily understood language and format; and 
(ii) Be available in alternative formats and in an appropriate manner that takes into consideration the special needs of those who, for example, are visually limited or have limited reading proficiency. 
5. Members must be informed that information is available in alternative formats and how to access those formats.
	

	
	

	Coordination with FFS

	The care coordination system must be designed to coordinate primary care and all other covered services (including behavioral health, developmental services, oral health and FFS) to its members and promote and assure service accessibility, attention to individual needs, continuity of care, comprehensiveness, coordinated and integrated service delivery, culturally appropriate care, and fiscal and professional accountability.
	

	
	

	
	


	CARE COORDINATION

	Basic Care Coordination

	Primary care coordination 
The MCO must implement procedures that ensure that each member is assigned to an ongoing source of primary care appropriate to his or her needs and a person or entity formally designated as primarily responsible for coordinating the care delivered to the member.  These procedures must meet all State requirements and must include the following: Ensure coordination of the services furnished by the MCO to the member with the services the member receives from other MaineCare providers, including those services provided on a fee-for service basis.  This includes sharing with other MaineCare providers the results of its identification and assessment of the member’s needs and provision of services to prevent duplication of those activities.
1. A strategy for coordinating care for all members. The care coordination system must be designed to coordinate primary care and all other covered services (including behavioral health, developmental services, oral health and FFS) to its members and promote and assure service accessibility, attention to individual needs, continuity of care, comprehensiveness, coordinated and integrated service delivery, culturally appropriate care, and fiscal and professional accountability.
2. Maintain a written plan providing for continuity of care in the event of contract termination between the MCO and any of its contracted providers, or in the event of site closings involving a primary care provider with more than one location of service. The written plan shall describe how members will be identified and how continuity of care will be provided.
3. Ensure that in the process of coordinating care, each member’s privacy is protected in accordance with the privacy requirements (see Confidentiality Section X), to the extent that they are applicable.
Members with Special Healthcare and Behavioral Health Needs

Identification:  The MCO must have procedures in place to identify members who have special health care needs beyond those identified by DHHS.  These methods must be approved by DHHS (or its agent).

Assessment: The MCO must implement procedures to assess each MaineCare member identified as having special health care needs in order to identify any ongoing special conditions of the member that require a course of treatment or regular care monitoring. The assessments must be performed by appropriate health care professionals.
Treatment plans:   The MCO must develop a treatment plan for members with special health care needs who are determined through assessment to need a course of treatment or regular care monitoring. The MCO also must have a strategy to ensure that all members and/or authorized family members or guardians are involved in treatment planning and consent to
the medical treatment. The treatment plan must be: 

a. developed by the member’s primary care provider with member  participation, and in consultation with any specialists caring for the member;
b. Reviewed and approved by the MCO in a timely manner; and
c. In accord with any applicable DHHS quality assurance and utilization review standards.
Direct Access to Specialist:  For those determined through an assessment by appropriate health care professionals to need a course of treatment or regular care monitoring, the  MCO must have a mechanism in place to allow members direct access to a specialist(s) as appropriate for the member’s condition and identified needs.  
	

	
	


	QUALITY MANAGEMENT

	Practice Guidelines

	1. The MCO is responsible for adopting, disseminating and using clinical practice guidelines in the care and treatment of members. The guidelines must:

· stem from recognized organizations that develop or promulgate evidence-based clinical practice guidelines, or are developed with involvement of board-certified providers from appropriate specialties, and prior to adoption have been reviewed by the MCO Medical Director, as well as other MCO practitioners and network providers, as appropriate. 
· consider the needs of child and adult members 
· be reviewed and updated, as appropriate, at least every two years.

· be shared with DHHS on an annual basis

2. The MCO must develop explicit processes for monitoring adherence to guidelines, including ensuring that decisions regarding utilization management, member education, coverage of services, and other areas to which the guidelines apply are consistent with the guidelines.   The MCO also must establish processes for reviewing and updating guidelines. 
3. The MCO must adopt any practice guidelines endorsed by Maine DHHS for the provision of covered services; disseminate such guidelines to their network providers and, upon request, to covered individuals; and ensure that decisions regarding utilization management, covered individual education, coverage of services, and other areas to which such practice guidelines apply are consistent with the practice guidelines. 
DHHS endorsed Guidelines include, but are not limited to, the following: 

· EPSDT Medical Protocol and Periodicity schedule outlined in the MaineCare Provider Manual
· U.S. Preventative Task Force 

· Advisory Committee on Immunization Practices (ACIP)

· Maine Clinical Guidelines for Integrated Substance Abuse and Mental Health Care, 2010
· Program Standards for Residential Treatment, March 2009
· Treatment of Foster Children, Sections I, II, III
	

	
	


	Quality Management Program

	The MCO shall have an ongoing internal Quality Management Program (QMP) to monitor and evaluate its health and behavioral health care services. The MCO shall have a written description of its QMP containing all of the required elements described in this section.
Structure and Process -  The QMP structure and process must include the following components. 

1. The MCO shall establish goals and objectives for its QMP based on recommendations and consultation with DHHS.

2. The MCO shall describe the scope of its QMP. The scope of the QMP shall: (a) be comprehensive, addressing both quality of care and the quality of service; and (b) provide for the review of the entire range of covered services and assure that all demographic groups, care settings, and types of services relevant to the MCO’s services are included in the scope of review. For purposes of this subsection, “demographic groups” include groups broken down by age, race, ethnicity, gender, geographic region, urban or rural setting and special population groups* as defined by DHHS. The provisions of this subsection are not intended to require additional studies or activities by an MCO, but rather that, where applicable findings be stratified by demographic groups and that, over time, quality improvement studies and activities address all demographic groups.   

3. The MCO shall develop an annual work plan for its QMP. The MCO’s governing body shall review and approve the work plan and submit it to the DHHS Quality Oversight Committee for final approval. The work plan shall include a detailed set of QMP goals and objectives for the coming year, activities planned for that year, a timetable for implementation and accomplishment, an identified party or parties responsible for accomplishing each goal and objective, and planned monitoring of previously identified issues.

4. The MCO shall designate a physician to provide medical direction to the QMP. The physician shall be substantially involved in the implementation of the QMP.

5. The MCO shall have a full-time Quality Management Director who is responsible for overseeing the Quality Management Program for MaineCare.  

6. The MCO shall establish a Quality Management (QM) committee with clear lines of authority over the Quality Management Program and that is accountable to the governing body.

7. The MCO shall develop on-going methods for meaningfully involving members in the design implementation and evaluation of the QMP.

8. To the extent necessary to meet the standards contained in this rule, the MCO shall devote the necessary and appropriate personnel, data and analytic resources. The MCO shall ensure that QM activities are completed in a timely and competent manner.

Operations -  The MCO shall ensure that its QMP is fully operational

1. The QM committee shall: (a) recommend programmatic decisions; (b) review and evaluate the results of QM activities; (c) institute needed actions; and (d) ensure follow-up, as appropriate. The activities of the QM committee shall inform, influence, and improve the performance of quality-related functions performed by other organizational components of the MCO.
2. The MCO shall maintain contemporaneous meeting minutes signed and dated by the chair of the QM committee, recording QMP activities, findings, recommendations, actions, and outcomes. “Contemporaneous” minutes are minutes produced at the time the activity is conducted by a person present at the meeting and are signed and dated within a reasonable period of time.

3. The MCO Medical Director and Quality Management Director shall meet quarterly with the DHHS Quality Oversight Committee to review findings and propose changes to the QMP.

4. The MCO shall coordinate QMP activities with information from other performance monitoring activities, including utilization review, credentialing, member services, provider relations, contracting, risk management, and resolution and monitoring of member complaints, appeals, and grievances.
5. The MCO shall ensure that participating physicians and other practitioners acting as primary care practitioners are active in quality management activities, including but not limited to: (1) the development and implementation of specific QM activities, including identifying, measuring, and improving aspects of clinical care and service; (2) the education of participating physicians, other participating practitioners acting as primary care practitioners, and facilities about the MCO’s QMP, its specific activities, and the results of these activities; and (3) monitoring and auditing practitioner performance to identify individual instances and patterns of poor quality of care and poor quality of service, and to identify opportunities for improvement.
6. The MCO shall ensure that (a) its contracts with physicians and other practitioners acting as primary care practitioners explicitly require the physician and other practitioners acting as primary care practitioners to cooperate with and participate in the QMP; (b) its contracts with facilities/agencies explicitly require the facility to cooperate with the QMP; (c) its contracts with providers explicitly require providers to allow appropriate access to the medical records of members for purposes of quality management, and quality reviews and complaint investigations conducted by the MCO, the State, or the State’s agent; and (d) its contracts with providers explicitly require provider offices and sites to have policies and procedures for assuring compliance with state and federal confidentiality requirements.
Studies 
1. MCO-directed studies: Over a three-year period, the MCO shall self fund, design and complete at least two studies on topics selected in collaboration with DHHS that relate to chronic or acute conditions specific to the needs of their MaineCare members.  A study is “complete” when the MCO)  has: (a) described a study topic; (b) adopted a measure or measures; (c) selected a benchmark and/or a performance goal; (d) identified the affected population; (e) identified the data to be collected; (f) collected and analyzed the data; (g) determined interventions, if the study reveals an opportunity for improvement; (h) implemented strong interventions if the study reveals an opportunity for improvement; and (i) conducted re-assessment.

a. The MCO, in collaboration with DHHS, shall choose study topics that: (1) are designed to objectively and systematically monitor and evaluate the quality of care and quality of services delivered to MaineCare members; (2) are relevant to the population served by the MCO that reside in Maine in terms of such categories as age groups, disease categories, special risk status or geographic distribution; and (3) have been selected as a priority area for study based on an appropriate rationale.
b. Objective measures of quality must be identified that measure variables relating to a specific aspect of the quality of care or quality of service issue to be studied. The measures must be based on current knowledge and, where applicable, clinical knowledge. They must measure outcomes or processes when those processes have been significantly related to outcomes.
c. The MCO shall establish benchmarks derived from appropriate sources or reasonable performance goals, or both, against which it shall measure the quality of care or quality of service.
d. The MCO shall assess the MCO’s performance on the selected measures based on a systematic, ongoing collection and analysis of valid and reliable data. The MCO shall identify the affected population, as appropriate; collect appropriate data using appropriate sampling; and use a measurement methodology appropriate for the selected measure.
e. The MCO shall quantitatively analyze the data, comparing its results against the selected performance goal and/or benchmark, and against its own past performance, if applicable.
f. The MCO shall analyze the results of its study to identify the reasons for the results, barriers to improvement, and appropriate interventions. As necessary to perform these functions, the MCO shall establish a multidisciplinary team composed of practitioners, personnel and members who understand the relevant processes of care and potential barriers to improvement. This team shall analyze and address systems issues, barriers to improvement and develop interventions.

g. Prior to implementation, the DHHS Quality Oversight Committee will review and approve each study protocol.  Findings of each study will be reported to the DHHS Oversight Committee for review, discussion and potential implications for program design or policy.

2. DHHS-sponsored Studies:  The MCO must participate in up to two studies, topics for which will be selected by the DHHS Quality Oversight Committee and implemented by an External Quality Review Organization (EQRO) under contract with DHHS.  DHHS will promote the coordination of studies across MCOs to minimize their expense and maximize their value. Through the DHHS Quality Oversight Committee will work with MCOs to identify study topics of particular value to Maine Care members.

Intervention and Assessment
1. The MCO shall take action to improve quality as a result of focused studies.  In taking such action, the MCO shall work in collaboration with DHHS to:

a. specify the persons or persons responsible for initiating an intervention;

b. outline the schedule and accountability for implementing appropriate interventions;

c. identify and take an appropriate intervention or interventions. An intervention must be sufficiently strong that it has some likelihood of making a positive impact on the identified problem, be related specifically to the cause of the identified problem, and be timed appropriately to impact the problem;
d. measure whether the interventions have been effective;
e. identify the procedures to be followed if the interventions have not been effective;
f. adhere to identified procedures for intervening with a provider, including the range of activities (e.g., educational feedback, onsite assistance) when the opportunity for improvement relates to a provider’s conduct. The MCO shall consider the limitations of small area analysis before implementing an intervention with a specific provider based on practice-level data. Procedures for intervening shall include procedures for terminating the affiliation with, or otherwise sanctioning a provider in the event the MCO identifies serious quality deficiencies associated with that provider that could adversely affect the health or welfare of members; and
g. devote adequate resources, proportional to the MCO’s MaineCare members, to ensure that the interventions are likely to have a positive impact on that portion of the study population residing in Maine.
2. On an on-going basis, the MCO shall adopt rapid cycle improvement methods to improve the quality of services and outcomes.
Continuity of Care and Utilization
1. The MCO shall: (a) have a systematic method, appropriate to the MCO’s delivery system, for detecting problems in the continuity and coordination of care that members receive; (b) routinely collect and analyze data to evaluate continuity and coordination of care; and (c) promptly implement interventions, when appropriate, to improve the continuity and coordination of care that members receive. An intervention required under this section shall satisfy the requirements described under Intervention and Assessment of this section.

2. The MCO shall: (a) have a systematic mechanism, appropriate to the MCO’s delivery system, for identifying patterns of underutilization and overutilization; (b) systematically collect and analyze data to detect underutilization and overutilization. The MCO shall have written standards or thresholds for identifying potential underutilization or overutilization; and (c) promptly implement interventions when it identifies underutilization or overutilization. An intervention required under this subsection shall satisfy the requirements of Intervention and Assessment of this section.

3. Annual reports on the quality of the QMP shall be publicly available and posted on the MCO website.
Evaluation

1. Annually, the MCO shall prepare a written report on the QMP that describes: (a) completed and ongoing QM activities, including all delegated functions; (b) a trending of measures to assess performance in quality of care and quality of service; (c)an analysis of whether there have been any demonstrated improvements in the quality of care or service; and (d) an evaluation of the overall effectiveness of the QMP, including an analysis of barriers to improvement. The annual evaluation report shall be reviewed and approved by the MCO’s governing body and submitted to the DHHS Quality Oversight Committee for review.
2. The MCO shall establish a mechanism for periodic reporting of QMP activities to the governing body, practitioners, members and appropriate MCO staff. The MCO shall ensure that the findings, conclusions, recommendations, actions taken, and results of QM activity are documented and reported to appropriate individuals within the organization and through established QM channels.
Improved Quality Through Cooperation
1. Nothing in this section is intended to prevent an MCO from cooperating with other MCOs to minimize duplicative and inconsistent requirements imposed on providers. The DHHS Quality Oversight Committee will work to promote a collaborative relationship between MCOs and providers to address the following factors potentially having a negative impact on the quality of care and services: (a) multiple, uncoordinated, plan-level studies, imposing unnecessary burdens on providers; (b) inconsistent or duplicative practice guidelines promulgated across multiple MCOs; (c) inconsistent and duplicative administrative requirements imposed on providers across multiple MCOs.
2. Nothing in this section is intended to prevent an MCO from cooperating with other MCOs to maximize the value of QM activities. The DHHS Oversight Quality Committee will work with MCOs to identify opportunities for maximizing value through cooperation. 
3. The MCO shall participate in Maine based quality initiatives as directed by DHHS.
	

	
	


	Core and Supplemental Measures

	The MCO must collect, analyze and use performance measures to assess the quality of care of its MaineCare members and to identify areas of poor performance by geographic and demographic groups on an ongoing basis.  At a minimum, the MCO is required to collect and report data in the format and at the frequency as specified by DHHS (or its agent) in Attachment ##.  performance reports as required by DHHS shall be publicly available to members and providers, including on the MCO website.
	

	
	

	Performance Incentives

	The MCO shall participate in the DHHS performance incentive program in its contracts with providers.  Nothing in this section prohibits the MCO from developing additional performance incentives.
	


	GRIEVANCE SYSTEM

	

	Consider possible small group review

1. Definition of grievance

2. Relationship to complaints

3. If/when member must exhaust MCO internal process

4. Relationship of core process to special pops

5. Involvement of DHHS program mgr in resolution
	


	DATA REPORTING REQUIREMENTS

	Confidentiality

	The MCO must ensure that  it uses and discloses individually identifiable health information in accordance with the privacy requirements in 45 CFR parts 160 and 164, subparts A and E, to the extent that these requirements are applicable, 42CFR, Part 2, and all applicable state statutes and regulations, to include:

5 MRS §19203:  HIV test results

5 MRS §20047:  identifying information in substance abuse treatment records

22 MRS §42:  protects the confidentiality of all DHHS records with identifying medical information in them

§261:  individually identifying health information used by the maternal and infant death review panel

§815, 824: reports of notifiable diseases

            §832:  exposure to blood-borne pathogens

            §1065:  information from manufacturers or immunization agents

            §1494:  reports on occupational diseases

            §1596:  reports of abortions or miscarriages

            §1828:  hospitals’ records

            §2425:  medical marijuana applications and information by patients and caregivers

            §2698-B:  reports by manufacturers on prescription drug prices

            §2706-A:  adoption contact files

            §3188:  records of Maine Managed Care Insurance Plan demonstration

            §3474:  all adult protective activities and records

            §4007, 4008:  all child protective activities and records

            §4018:  information about person delivering an abandoned child to safe haven

            §4306:  all records re: receipt of general assistance benefits

            §7250:  drug prescription monitoring information

            §8754:  licensing information regarding facilities for children and adults

            §8824:  information in newborn hearing tracking program for children

 §8943:  identifying information in central registry for cases of birth defects

34-B MRS §1207:  all identifying information in any records of DHHS pertaining to mental health, behavioral health, developmental disabilities, substance abuse or other programs formerly in BDS

Ch. 101, MaineCare Benefits Manual

Ch. 104, Maine State Services Manual

Ch. 107, Medical Eye Care Benefit

Ch. 114, Reporting of Sentinel Events

Ch. 122, Maine Medical Use of Marijuana

Ch. 255, Maine Cancer Registry Database

Ch. 258, Control of Notifiable Diseases and Conditions

Ch. 261, Immunization Requirements for School Children

Ch. 272, Coordinated Care Services for Children with Special Health Needs

Ch. 274, Immunization Information System

Ch. 276, Influenza Immunizing Agent Distribution

Ch. 279, Maine Newborn Hearing Program

Ch. 280, Maine Birth Defects Program

Ch. 281, Spinal Screening Program

Ch. 282, Prenatal Care Program

Ch. 283, Testing Newborns for Disabilities

Ch. 286, WIC Program

Ch. 292, Environmental Lead Investigations

14/Ch. 1, Rights of Recipients of Mental Health Services

Ch. 5, Licensing and Certifying Substance Abuse Treatment Programs

Ch. 7, Disclosure of Information about Mentally Disabled Clients

Ch. 11, Registration of Prescription Drug Data

Ch. 20, Disclosure about Psychiatric Hospital Patients for Purposes of a Memorial

Ch. 8, Grievance and Appeals for Persons with Mental Retardation

Ch. 1, Rights of Recipients of Mental Health Services Who Are Children in Need of Treatment.

	

	
	


	Encounter Data Submission

	(a) General rule. The State must ensure, through its contracts, that each MCO maintains a health information system that collects, analyzes, integrates, and reports data and can achieve the objectives of this subpart. The system must provide information on areas including, but not limited to, utilization, grievances and appeals, and disenrollments for other than loss of Medicaid eligibility. 
(b) Basic elements of a health information system. The State must require, at a minimum, that each MCO and PIHP comply with the following: 
(1) Collect data on member and provider characteristics as specified by the State, and on services furnished to members through an encounter data system or other methods as may be specified by the State. 
(2) Ensure that data received from providers is accurate and complete by— 
(i) Verifying the accuracy and timeliness of reported data; 

(ii) Screening the data for completeness, logic, and consistency; and 

(iii) Collecting service information in standardized formats to the extent feasible and appropriate. 
(3) Make all collected data available to the State and upon request to CMS, as required in this subpart.
	

	
	


	DELEGATION

	

	MCO Duties 
The MCO may choose to delegate certain health care services or functions (e.g., dental, chiropractic, mental health services) to another organization with greater expertise for efficiency or convenience, but the MCO retains the responsibility and accountability for the function(s). The MCO is required to evaluate the subcontractor’s ability to perform the delegated function(s). This is accomplished through a written agreement that specifies activities and reporting responsibilities of the subcontractor and provides for revoking the delegation or imposing sanctions if the subcontractor’s performance is not adequate. When the MCO delegates a function to another organization, the MCO must do the following:
· Evaluate the prospective subcontractor’s ability to perform the activities, before delegating the function, 
· Have a written agreement with the delegate that specifies activities and reporting responsibilities and how sanctions / revocation will be managed if the delegate’s performance is not adequate,

· Annually monitor the delegates’ performance, and 
· If the MCO identifies deficiencies or areas for improvement are identified, the MCO/delegate must take corrective action. 
· Provide to the State an annual schedule identifying subcontractors, delegated functions and responsibilities, and when the subcontractor’s performance will be reviewed. 
MCOs are also required to audit their care systems annually.
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