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Quality Assessment and Improvement Strategy

I. Introduction

This section offers an introduction to this Qual8jrategy document and explains
the format and content of the subsequent sectidrglossary of terms and acronyms

and references the appropriate sections in thisrdent that provide further details
regarding implementation of the requirements byGbérado Department of Health

This section establishes the scope of work encoseplaby the current Department

This section describes the formal process the Dmeat uses to obtain beneficiary

This section defines the overall and specific pagsoof the Quality Strategy in

This section clarifies the goals and objectivesh& Quality Strategy in terms of
outcomes, continuous quality improvement, collabora (strategic partnerships),

This section delineates the functions and actwipanned to carry out the Quality

Section | [ ntroduction
used in this document has been included as an Alppen

Section 11 Background I nformation
This section provides background information on @uality Strategy monitoring
and improvement elements as required by the BataBoelget Act (BBA) of 1997,
Care Policy and Financing (herein referred to adxbpartment).

Section 11l Quality Strategy Scope
Quality Strategy program, and defines “significacttanges” that will trigger
stakeholder input.

Section 1V Quality Strategy Description
and stakeholder input and public comment on theliQu&trategy before final
adoption, as well as how and how often the Departrmall update the Quality
Strategy based on periodic review of its effectesn

Section V Colorado Managed Care Medicaid Quality Mission
This section reviews the Colorado Medicaid Mana@ade Quality Mission and
goals, and sets the priorities within which the I@y&trategy program operates.

Section VI Quality Strategy Purposes
relation to the activities required by the BBA.

Section VII  Quality Strategy Goals and Objectives
and systematic monitoring.

Section VIII  Quality Strategy Functions and Activities
Strategy program, and designates responsible partie

Section I X  Quality Strategy Tactics

This section summarizes the tactics identified thieve the Quality Strategy
monitoring and improvement objectives.
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Section X

QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

Contract Provisions and Department Standards for Accessto Care

Section Xl

This section outlines and discusses the contramtigons that must be met by
contracted Managed Care Organizations and Admatiiger Service Organizations
(MCOs/ASOs) regarding Department standards for sacde care and services,
including availability of services; assurances de@uate capacity and services;
coordination and continuity of care; and coverageé authorization of services. It
also addresses identification of persons with sph@ere needs, and treatment plans
for persons with special care needs.

Contract Provisions and Department Standards for Structure and Operations

Section Xl

This section outlines and discusses the contramtigons that must be met by
contracted MCOs/ASOs regarding Department standardgructure and operations
at the health plan including provider selectionywber information, confidentiality,
enrolliment and disenrollment, grievance systems sambcontractual relationships.

Contract Provisions and Department Standards for Quality Measurement and

Section X1

| mprovement

This section outlines and discusses the contrastigions that must be met by the
MCOs/ASOs regarding Department standards for pmdoce measurement and
improvement systems.

I ntermediate Sanctions

Section X1V

This section describes an intermediate sanctiotesyshat will be applied based
upon the results of the MCO/ASO Profiling Reportdt describes how the
Department uses intermediate sanctions in supplontsoQuality Strategy and
addresses the requirements specified in 42 CFR38#part |, and reviews the
methodology for using sanctions to address idetifuality of care problems.

Quality Strateqy Monitoring and Evaluation

Section XV

This section explains how the Department will ragiyl monitor and evaluate
MCO/ASO compliance with Department standards foceas, structure and
operations, and quality measurement and improveautivities.

Approval

This section provides signatures indicating revaa approval by the Department.
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

II. Background

This section provides background information onGhality Strategy monitoring and improvement
elements as required by the Balanced Budget AciA|B& 1997, and references the appropriate
sections in this document that provide further illet@garding implementation of the requirements
by the Department.

In 1997, the BBA mandated that States ensure tlieede of quality health care by all Medicaid
health plans. Section 1932(c)(l) of the Social SiecUct, 42 Code of Federal Regulations (CFR)
438.200 requires the Department to implement aitguadsessment and improvement strategy for
the Medicaid managed care population. It setshfefecifications for quality assessment and
performance improvement strategies that the Demattrmust develop to do so. It also establishes
standards that the Department and MCOs/ASOs must me

The Quality Strategy is a coordinated, comprehensand on-going effort to monitor, assess, and
improve the performance of all care and servicesiged through the contracted MCOs/ASOs and
primary care case managers. This Quality Strateggrporates improvement measurement and
activities that are provided by other DepartmeniEhese activities are integrated into a single
Quality Strategy, which applies throughout the Cadio Medicaid managed care service area. The
Department oversees the Quality Strategy to vehét the performance of quality improvement
functions is timely, constant, and effective.

The Quality Strategy is designed to ensure thatices provided to Medicaid members meet
established standards for access to care, cligicality of care, and quality of service; to idewtif
and document issues related to those standardgpamlify that appropriate corrective actions are
taken to address those issues.

Department Responsibilities
The Quality Strategy is designed to fulfill thelémiing Department responsibilities as outlined in
the regulations. In contracting with MCOs/ASOg Department must:

a. Have a strategy for assessing and improving thétgud managed care services offered by
all MCOs/ASOs.

b. Document the strategy in writing.

c. Provide for the input of members and other stalddrslin the development of the strategy,
including making the strategy available for puld@mment before adopting it in final.

d. Ensure compliance with standards established bpépartment.

e. Conduct periodic reviews to evaluate the effectegsnof the strategy, and update the
strategy as often as the Department considers ppai@ but at least every three years.

f.  Submit to CMS the following:
e A copy of the initial strategy, and a copy of tlevised strategy, whenever significant
changes are made.
e Regular reports on the implementation and effent¢s of the strategy, at least every
three years.

Colorado DHCPF Quality Assessment and Improvement Strategy Page 3
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

Quality Strategy Elements

The Quality Strategy must address or include, miramum, information relating to the following
issues (the references in parentheses crosswaélie tappropriate sections in this document where
the required information is located):

a. The MCO/ASO contract provisions that incorporate gtandards specified in 42 CFR.
(Refer to Sections X, Xl, and XlI of this Qualityr&egy document for details).

b. Procedures that:

e Assess the quality and appropriateness of caresandces furnished to all Medicaid
members under the MCO/ASO contracts, and to indal&l with special health care
needs. (Refer to Section X of this Quality Strgtdgcument for details.)

e Identify the race, ethnicity, and primary languageken of each Medicaid member.

e Require the Department to supply this information providers for each Medicaid
member at the time of enroliment. (Refer to Sectl¥ of this Quality Strategy
document for details.)

e Regularly monitor and evaluate the compliance whth standards. (Refer to Section XI
of this Quality Strategy document for details.)

c. For MCOs/ASOs, any national performance measurddeaels that may be identified and
developed by CMS in consultation with the Departtm@md other relevant stakeholders.
(Note: At this time, no performance measures haenlaeveloped by CMS.)

d. Arrangements for annual, external independent vevi®f the quality outcomes and
timeliness of, and access to, the services covenel@r each contract. (Refer to Quality
Improvement Activities in Section XIV of this QuiliStrategy document for details.)

e. For MCOs/ASOs, appropriate use of intermediate tgame that, at a minimum, meet the
requirements of 42 CFR 438. (Refer to Section Xflthis Quality Strategy document for
details.)

f. An information system that supports initial and oimg operation and review of the
Department's Quality Strategy. (Refer to SectidnoKthis Quality Strategy document).

g. Standards, at least as stringent as those in 42 foFRaccess to care, structure and
operations, and quality measurement and improvem®&gsfer to Sections X, XI, and XII of
this Quality Strategy document for details.)

Colorado DHCPF Quality Assessment and Improvement Strategy Page 4
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

III. Scope

This section establishes the scope of work encosepasy the current Department Quality Strategy
program, and defines “significant changes” that wigjger stakeholder input.

The Department currently contracts with two MCOdSDSSand administers a Primary Care
Physician’'s Program (PCPP), also known as a PrirGang Case Management (PCCM) program,
with a targeted geographical service area comgyi8hcounties, 11 of which are considered urban,
29 of which are considered rural, and 23 of whioh @onsidered frontier (less than 6 people per
square mile). The two MCOs/ASOs, along with thevpters in the PCCM program, manage and
coordinate care for more than 286,600 Medicaid mexmb

The following are encompassed within the scopé&eiQuality Strategy:

1. All Medicaid managed care and case managed membelggled in all demographic groups
and in all service areas for which the MCOs/ASOd arnmary care case managers are
approved to provide Medicaid services.

2. All aspects of care—including accessibility, avhildy, level of care, continuity,
appropriateness, timeliness, and clinical effectegs of care and services covered by the
Colorado Medicaid Managed Care program.

3. All aspects of MCO/ASO performance relating to asct® care, quality of care, and quality
of service—including network contracting and creddimg, medical recordkeeping
practices, environmental safety and health, healthagement, and health promotion.

4. All services covered—including inpatient hospitansces; outpatient hospital services;
Federally Qualified Health Clinic (FQHC) servicd?ural Health Clinic (RHC) services;
other laboratory and x-ray services; skilled nugsiacility (SNF) services; Early Periodic
Screening, Diagnosis and Treatment (EPSDT) serviaesly planning services; physician
services; home health services; emergency servatdsstance abuse services; anesthesie
services; vision services; ambulance services; abipt rehabilitation services;
pharmaceutical services; maternal support serviaagpatient mental health visits
(wraparound fee-for-service).

5. All professional and institutional care in all saffs, including inpatient, outpatient, home
settings, and dialysis centers.

6. All providers and any other delegated or subcotedhprovider type.

7. All aspects of MCO/ASO internal administrative peeses which are related to service and
quality of care—including customer services, emnelht services, provider relations,
confidential handling of medical records and infation, case management services,
utilization review activities, preventive healtmaees, health education, information service,
and quality improvement.

This Quality Strategy is comprehensive, systemaitici continuous. It will be amended to reflect
changes in scope and identified needs. Significaahges to the Quality Strategy that will require
input from members and stakeholders are defined as:

e Any change to the Quality Strategy resulting froegislated, state, federal, or other
regulatory authority.

e Any change in membership demographics of 50 pexmegteater within one year.
e Any change in the provider network of 50 percengre@ater within one year.
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

IV. Quality Strategy Description

This section describes the formal process the Deeat uses to obtain beneficiary and stakeholder
input and public comment on the Quality Strategfoteefinal adoption, as well as how and how
often the Department will update the Quality Siygtbased on periodic review of its effectiveness.

The Quality Strategy formulation process is muisietplinary, with collaboration among public
health representatives, identified stakeholdersl #re public. The Quality Strategy will be
developed in two parts: an overriding conceptuagmm and an annual Work Plan.

The Medicaid Advisory Committee-Disabilities (MAC}DColorado Department of Public Health
and Environment (CDPHE), Colorado Department of aonServices (CDHS), Department of
Human Services Mental Health Services (DHSMHS)mBry Care Physician Program (PCPP)
Focus Group, MCO/ASO Medical Directors, and QI fstefve been identified as stakeholders in
the development of the Department’s Quality Stratag) have Medicaid members from each plan.
A minimum of one Medicaid member from each planlviié identified and confirmed as
participants in the stakeholders’ meeting. In @ddj each plan is required to confirm participatio
of at least two network providers. These providdrsuld be clinicians rather than administrators
and may be primary care providers or other speatsafiom the following fields: Pediatrics, Internal
Medicine, Family Practice, General Practice, andgtébics/Gynecology. Each plan’s Medical
Director and Quality Director are invited to paipe@te in the stakeholders’ meeting. No later than
14 days prior to the scheduled meeting date, eaClOMSO provides stakeholder participant
contact information to the Department’s Quality hayement Section Manager:

Laurel Karabatsos, Manager, Quality ImprovementiSec
Department of Health Care Policy & Financing

1570 Grant Street, Denver, CO 80203

Telephone: 303-866-6320

At the same time, the Department will post the @u&trategy on the Department Web site and
provide public notice so as to afford the publicogportunity to comment before final adoption.

Subsequent to the public notice and stakeholdeestimg, the proposed Quality Strategy will be
provided to the Centers for Medicare & Medicaidvgms (CMS) for approval no later than August
13, 2003. The finalized Quality Strategy will bew® effective on August 13, 2003, and will be
reviewed by the Department at least quarterly, astamding agenda item, during regularly
scheduled MCO/ASO meetings and teleconferences. DEpartment, in turn, will provide periodic
updates to CMS with regard to the status of theaiegent’s Quality Strategy and will provide
CMS with written revisions to the Quality Strategienever significant revisions are made. The
program is reviewed and evaluated annually, or naften, as additional information becomes
available.

Colorado DHCPF Quality Assessment and Improvement Strategy Page 6
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

V. Colorado Medicaid Managed Care Quality Mission

This section reviews the Colorado Medicaid Mana@ade Quality Mission and goals, and sets the
priorities within which the Quality Strategy prognaperates.

Colorado’s Department of Health Care Policy andakaing strives for a healthier Colorado. To
that end, the overall mission of the Departmentoispurchase cost-effective health care for
qualified, low-income Coloradoans. The ColoradodMaid Program, administered by the
Department, utilizes a multi-faceted approach terowing the care of its Medicaid members
through the coordination of quality initiatives mé@agful to Colorado’s Medicaid population.

The objectives of the Department are to provide meimensive health care services to Colorado
Medicaid members while improving access to quatiye services, controlling escalating costs,
averting unnecessary utilization, and diminishimgpipropriate use of services.

Goals of the Department

The Department has built a strategic plan basedhenstated goals of CMS. In order to be
compatible with the federal goals, the Departmatit w

1. Evaluate cost control mechanisms now operatingsrnprograms to ascertain if it is
getting the maximum value and cost benefit.

2. Avall itself of opportunities and resources to fat the goal of improved health status
of vulnerable Coloradoans while achieving costaiteness.

3. Evaluate member health and satisfaction; and witeh program design and purchase
of service decisions in such a way to promote im@docare delivery.

4. Maximize resources available for purchasing or rfoiag health care and related
services.

5. Value its human assets through effective recruitirt@ning, and retention.

Colorado DHCPF Quality Assessment and Improvement Strategy Page 7
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

VI. Quality Strategy Purposes

This section defines the overall and specific pagsoof the Quality Strategy in relation to the
activities required by the BBA. The Departmenteiall purposes of the Quality Strategy are:

To define and implement strategies for assessinigimproving the quality of managed
care services provided by Medicaid MCOs/ASOs anGA€E.

To promote opportunities for partnerships with puland private entities involved in
guality improvement efforts.

The specific purposes of the Quality Strategy are t

1.

o 0k wb

Provide direction and guidance for all staff in thesuit of the Quality Strategy goals.
Provide guidance for determination of activitiestfee special health care needs populations.
Provide guidance to identify race, ethnicity, amidnary languages spoken.

Assure an information system is in place that sulport the efforts of the Quality Strategy.
Establish and maintain standards for quality oécaccess to care, and quality of service.

Verify that services provided to Medicaid membeosiform to professionally recognized
standards of practice and code of ethics.

Provide Medicaid members a means by which they seak resolutions of perceived failure
by providers or personnel to provide appropriatalthecare services, access to care, or
quality of care.

Establish, maintain, and enforce a policy regardgnglic review, input, and feedback on
Quiality Strategy activities.

Establish, maintain, and enforce a policy for pcotan of confidential member and provider
information.

Colorado DHCPF Quality Assessment and Improvement Strategy Page 8
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

VII. Goals and Objectives of the Quality Strategy

This section clarifies the goals and objectivesttid Quality Strategy in terms of outcomes,
continuous quality improvement, collaboration (&ggc partnerships), and systematic monitoring.

Goals

Consistent application of professionally recognigehdards of care and code of ethics.
Continuous improvement in the health status of M&di members.

Improved quality of care.

Improved quality of services.

Improved access to care and services.

Improved member satisfaction.

N o o bk~ wDdhPR

Improved provider satisfaction.
Improvement Objectives

1. Identify and pursue opportunities for improving thealth status of the enrolled population
through preventive care services, chronic diseadespecial needs management, and health
promotion.

2. lIdentify, review, monitor, and pursue opportunitiesresolve all quality of care problems
that directly or indirectly affect member care, amdplement actions to prevent the
recurrence of such problems.

3. ldentify and pursue opportunities for improving hjtyeof service.

4. ldentify and pursue opportunities for improving egsibility of care and member satisfaction
with care and service.

5. Evaluate the Quality Strategy annually and modifysi necessary to achieve effectiveness.
Collaboration Objectives

1. Identify and pursue opportunities to partner witlblic health entities and integrate common
goals into the Quality Strategy.

2. Implement a multi-disciplinary approach to provilestematized, collaborative processes to
improve Medicaid members’ health, involving the fxbprovider stakeholders, member
advocates, and outside partners who have a dioacteen and impact on access, quality of
care, and quality of service.

Systematic Monitoring Objectives
1. Implement a systematic method for monitoring andl@ating providers’ performance

against established standards for quality, acaéissiland appropriateness of clinical care.

2. Monitor performance of providers in promoting andyiding quality of care, access to care,
and service activities, through the use of perferceamonitors, member satisfaction reports,
performance improvement projects and studies, aatysis of administrative data.

Colorado DHCPF Quality Assessment and Improvement Strategy Page 9
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

3. Monitor Medicaid members’ satisfaction with theare, accessibility of care, and service.
(See Work Plan Table 53 for details.)

4. Address all functional areas of delivery systenat threctly affect quality of care, access to
care, and quality of service including, but notited to, the following: utilization review,
case management, medical management, marketingbeneservices, preventive services,
pharmacy, mental health, credentialing, health atime, provider development, and
information technology activities involved in theomtoring. Section XI of this Quality
Strategy document discusses the relevant contraeispons that are required for compliance
during an annual on-site review.

5. Prioritize monitoring activities for each of theeas listed based upon the population served
and the most recent monitoring findings, and at divection of the Department and the
stakeholders.

6. Monitor compliance with regulatory requirements ather appropriate Department and
federal agencies with respect to quality improvetmeguirements.

7. Monitor to assure that qualified practitioners a@meluded in the networks. Monitor the
established mechanisms for credentials review tior& providers.

8. Monitor to assure contracts between the MCOs/AStstheir delivery networks meet the
minimum qualifications to assure compliance witindf@s delivery and operations.

Colorado DHCPF Quality Assessment and Improvement Strategy Page 10
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

VIII. Quality Strategy Functions and Activities

This section delineates the functions and actwifanned to carry out the Quality Strategy
program, and designates responsible parties. Tlabkmonstrates responsibility for the described
functions and activities.

Table 1—Responsibility for Functions and Activities

Functions and Activities Responsibilities ‘

MCO/ The
ASO Department

1. Perform performance improvement and related aigsyitvith emphasis on
children’s and adolescent care, women’s care, ohithmess care, and care of v v
Medicaid members with special needs.

2. Perform and/or monitor member satisfaction sunantake action, where v
appropriate, to improve satisfaction.

3. Receive, investigate, and resolve member appedlgrégvances as related to access v
to care, quality of care, and service issues.

4. Monitor and evaluate covered health care servieegdared to Medicaid members
through the use of audits, data collection, perforoe improvement activities, and v v
outcomes assessments.

5. Conduct contract compliance reviews of MCOs/ASOssfaucture and operational v
compliance with the standards.

6. Review a sample of network providers’ member mdd®eords to achieve

compliance with standards for medical record-kegpiractices, continuity of care, v
health promotion, health management, preventivdcas, and other aspects of care.

7. Identify instances of potential quality issues. ifevand resolve potential quality v
issues as appropriate.

8. Review utilization review activities to ensure thiase activities do not have a v
negative impact on quality of care.

9. Review the credentialing activities of the MCOs/AS&hd their subcontractors and v
providers.

10. Review MCOs'/ASOs' internal practices regarding tlaedling of medical record v
information to achieve compliance with confideritigpolicies and member rights.

11. Review MCOs'/ASOs’ quality improvement activitiasdchieve compliance with v
the requirements of the MCO/ASO contract.

12. Conduct an annual evaluation of the Quality Strategivities and effectiveness and v
report to CMS, stakeholders, and other interestddipgroups.

13. Prepare an annual Quality Strategy Work Plan deisgrithe activities to be v v
undertaken in the upcoming year.

14. Make madifications to the conceptual Quality Stggtas needed. v

Colorado DHCPF Quality Assessment and Improvement Strategy Page 11
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

IX. Quality Strategy Tactics

This section summarizes the tactics identified ¢thieve the Quality Strategy monitoring and
improvement objectives. Specific tactics to achidéhe goals and objectives for 2003—2004 include
the following:

1. Support and maintain an information system compatilte with established standards.

* The Department will continue to utilize the infortioa system and established eligibility
processes to collect and identify race, ethniaitgt primary language spoken and report this
information to contracted MCOs/ASOs.

* The Department will work with the Colorado Benefitanagement System (CBMS) project
manager to determine how the upcoming eligibilinformation system changes may
enhance the process used to collect race, ethaedyprimary language spoken information.

» After the new system is reviewed, assessed, aadgttrs and weaknesses are identified, the
Department will develop action steps to enhanceptioeess for collecting race, ethnicity
and primary language spoken information.

2. Monitor pediatric and adolescent care services andlevelop action plans for Quality
Strategy when indicated.

The Department will use the Health Plan EmployetaDend Information Set (HEDf$ and
other methodologies to monitor rates of the pediand adolescent care services provided to
Colorado Medicaid members annually. Contract y2@03—-2004 will be the third year of
monitoring childhood immunizations for the GovermmnPerformance and Results Act (GPRA)
Project. The certified audits of the HEDIS measuasee followed by corrective action plans
when appropriate. Results of the 20l escent Well Care Qualitative Sudy will also be used

to evaluate feasibility of interventions regardiagcess to care for adolescents, adolescent
appropriate quality services, coordination of s&®| and adolescent participation. Other
measurements may be necessary for data compilatidrmeasurement in specific areas. See
Work Plan Tables 46 through 48 for details.

3. Monitor Women’s Care Services and develop action phs for Quality Strategy when
indicated.

The Department will use HEDIS and other method@sgdgo monitor the rates of women’s care

that its Medicaid members receive annually. Thasuees are trended against previous years’
data and may lead to further improvement projedth worrective action as appropriate. See

Work Plan Table 49 for details.

4. Develop and implement interventions in the Living uth lliness and Pediatric Care
Services dimensions. The following conditions havdéeen selected as Performance
Improvement Projects:

» Diabetes Quality of Care
* Well-Child Visits

Colorado DHCPF Quality Assessment and Improvement Strategy Page 12
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QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY

The Department and the MCOs/ASOs/PCCMs will usermenendations from the 2002 focused
study,Diabetes Quality of Care, to improve the levels of care provided to membadth whronic
illness. TheDiabetes Quality of Care study ranges across a wide group, which is reptases

of Colorado’s Medicaid Managed Care population dgraphics and epidemiology. The
diabetes interventions may be continuations ofistuthat were underway. See Work Plan
Table 51 for details.

In addition to these performance improvement ptesjethe Living with lllness dimension will
also track measures for Medicaid members with oasdicular disease. See Work Plan Table
51 for details.

The monitoring measures referred to in Tactics renmR2, 3, and 4 above are divided into four
different dimensions of care: Pediatric and AdadescCare, Women’'s Care, Living With
lliness, and Living with Disabilities. These dinsgans comprise important groupings and
reflect the dimensions model used by the FoundatwnAccountability (FACCT). This
approach to the monitoring is designed to encoucagsideration of the quality measures as a
whole rather than in isolation, and to think abthé strategic and tactical changes required to
improve overall performance. See Work Plan Tab&through 49 and Tables 51 and 52.

. Track performance monitoring standards and provider reporting related to member
complaints, member satisfaction, claims payment, ahencounter data and develop action
plans for Quality Strategy when indicated.

The Department will monitor member complaints apfdeals to assure members are receiving
benefits based upon the Medicaid managed carecssraffered and rendered within quality
parametersSee Work Plan Tables 53 and 54 for details.

The Department will monitor claims reporting to @®s health plans are compliant with
statutory requirements for payment of clean clawrikin 45 days in order to maintain provider
satisfaction.

The Department will monitor encounter data for fynend complete submission. Encounter
data, based on service dates from a 12-month adieskiall be submitted to the Department on
January 15 and July 15. See Work Plan Table 5ddtails.

Encounter data submitted to the Department shalude the following categories: Early
Periodic Screening, Diagnosis, and Treatment; iapathospital; outpatient hospital; medical
group practices/clinics; physicians, non-physigmactitioners; medical equipment; ambulatory
surgical centers; family planning clinics; independ laboratories; optometrists; podiatrists;
home health; dialysis centers; Federally Qualifiddalth Centers (FQHCSs); freestanding
rehabilitation centers, pharmacies; and skilledsimgy facilities.

. Conduct annual contract structure and operations cmpliance audits to determine the
MCOQO’s/ASO’s compliance with the standards set forthin the agreement between the
Department and the contractors.

The site review process consists of a desk auditaznon-site visit to each MCO/ASO. Plans
are required to submit material 30 days prior ®dh-site review. Once submitted, material is
reviewed and the Department staff members genspatefic questions. To the extent possible,
guestions are shared with the plans prior to thsitnvisits. At the time of the on-site visit,
MCO/ASO staff members are interviewed and chariewes are performed. Participating

Colorado DHCPF Quality Assessment and Improvement Strategy Page 13
August 2003




QUALITY ASSESSMENT AND IMPROVEMENT STRATEGY
providers may be contacted to assess how well ti@BOMSO has conveyed contractual
requirements to its network providers.

Deficiencies noted by the Department during the sitview process result in required actions
that necessitate a corrective action plan by theO8I8SOs. The Department reviews the
corrective action plan to ensure that the correcsistion meets the required action and is within
a reasonable timeframe. All required actions apaitored until contract compliance is obtained
by the MCO/ASO. Section Xl of this Quality Strayedocument discusses relevant contract
provisions that are reviewed by the Departmentduan annual on-site review.

The Site Review Focus Areas are as follows:
« Member Handbook and Welcome Packet
» Utilization Management (as part of Pharmacy Sesjice

» Access to Services, Geographic Access, 24-hour#@hiity of Services, Scheduling
and Wait Times, Provider Network Report, and Sedecind Assignment of Primary
Care Providers

* Children with Special Health Care Needs (CSHCN) Aocommodations of Enrolled
Populations with Special Health Care Needs

e Cultural And Linguistic Competency And RequiremeimisAccommodations Due to
Physical and Communication Barriers

* Member Services, Complaints, and Confidentiality

* General Organizational Structure and Accountability
* Enrollment and Disenrollment

» Third Party Payer Liability

* Fraud Referrals

* Pharmacy (reviewed under Utilization Management)
*  Wraparound Benefits

e Coordination and Continuity of Care

» Coordination with EPSDT Program

* Quality Assessments and Performance Improvement

7. Conduct periodic surveys of member access to healttare services.

Annual Consumer Assessment of Health Plans (CABIBGrveys or other member satisfaction
surveys that include questions regarding membeamrence with health care services are used
by the Department to monitor member perception afess to care. Selected CAHPS
indicators, which will be evaluated through thevey; include Getting Needed Care, Getting
Care Quickly, Customer Service, Referral to Spatiahnd Overall Rating of Health Plan.
(Refer to Work Plan Table 54).
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8. MCO/ASO/PCCM profiling will be conducted annually through member report cards
based upon a combination of all measures, auditsnd studies.

9. An intermediate sanction system will be further deeloped based upon the results of
profiling. Refer to Section XllI of this Quality Strategy docent for details.

10.The Annual Quality Assessment and Improvement Evalation will be conducted for the
previous fiscal year following receipt of the Quatlly Improvement Plans. The annual Work

Plan will be built from the Evaluation.
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X. Contract Provisions and Department Standards for Access to Care

This section outlines and discusses the contragvigons that must be met by contracted
MCOs/ASOs regarding Department standards for adoesare and services, including availability
of services; assurances of adequate capacity amdese coordination and continuity of care; and
coverage and authorization of services. It alstregkes identification of persons with special care
needs, and treatment plans for persons with speaialneeds.

Availability of Services

The Department has implemented programs and pregxdssmonitor and assure that members’
access to care is not restricted. Contracts wibOg/ASOs contain provisions that incorporate
access and availability standards and protocaoisaddition, contracted MCOs/ASOs are required to
comply with access requirements outlined in Tit® Colorado Revised Statutes (C.R.S.) and
Managed Care Regulation 42 CFR.

MCO/ASO contracts stipulate that the contractor lIslestablish and maintain adequate
arrangements to ensure reasonable proximity oicgaating providers to the residence of members
SO as not to result in unreasonable barriers tesscand to promote continuity of care, taking into
account the usual means of transportation ordinased by members. The contractor shall have
providers located throughout the contractor’s senarea within 30 miles or 30 minutes travel time
to the extent such services are available. Netww&pitals must be within 45 miles of the
member’s primary residence for both metropolitad aon-metropolitan areas.

MCO/ASO contracts also state that female memberst rhe provided with direct access to a
woman’s health specialist within the contracted M&ASO’s network for covered routine and
preventive health care services. When a secomdaopis necessary, contracted MCOs/ASOs must
provide for one with a contracted qualified healdre professional or arrange for one outside the
network.

When covered services are not available from cotgda MCO/ASO providers, the contract
requires the MCO/ASO to provide adequate and tinselywices out of network, and coordinate
payment with the out-of-network provider.

MCOs/ASOs are required by contract to verify thiafparticipating providers meet licensing and
certification requirements through a formal cred®img program that complies with the standards
of the National Committee for Quality Assurance QW) for initial credentialing and
recredentialing of providers. All MCO/ASO contredtlaboratory testing sites are required to have
either a Clinical Laboratory Improvement Amendmei@LIA) Certificate of Waiver or a
Certificate of Registration along with a CLIA reaion number.

Department contracts stipulate that contracted MBSOs are required to have policies and
procedures for ensuring access to appropriatecasn4 hours per day, 7 days per week for all
members including members with disabilities ancceddnealth care needs. In addition, non-urgent
health care must be scheduled within 2 weeks; trgare must be scheduled within 48 hours of
PCP or MCO/ASO notification; and adult, non-sympé#ticy routine physical exams must be
scheduled within four months.

The Department has detailed contract requirememt$1COs/ASOs to facilitate the provision of

culturally and linguistically appropriate care t@mbers. MCO/ASO policies and procedures must
reach out to specific cultural and ethnic membeis r@spect individual attitudes, beliefs, customs,
and practices. Translation of MCO/ASO member nmteinto languages spoken by prevalent
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non-English speaking member populations is alsdractually required. Policies and procedures
for the provision of interpreter services is reqdiras well as TDD for members with a hearing
impairment. For members with visual impairmentstenals are required to be in Braille, large
print, or audiotapes.

Assurance of Adequate Capacity and Services

To ensure an appropriate network of providers thaufficient to provide adequate access to all
covered services, the Department requires conttdd€0Os/ASOs to maintain specific caseload
ratios for participating Primary Care Physician€PB), provider specialists, and obstetrics and
gynecology (OB/GYN) providers. Member to providetios for PCPs and specialists must be
1:2000; for OB/GYNSs they must be 1:1600.

MCO/ASO primary care providers must include Fanigdicine, General Practitioners, Internal
Medicine, and Pediatrics. Specialist providers mastude Cardiology, Otolaryngology/ENT,
Endocrinology, Gastroenterology, Neurology, Orthldipge, Pulmonary, General Surgery,
Ophthalmology, and Urology. OB/GYN includes OB/GYaxbviders and providers in a clinic or
practice setting that provide specialty obstetnd/ar gynecological services.

Prior to expanding into a new service area or edjpgnthe eligibility categories served, the
contracted MCO/ASO must complete and provide theditenent with a service plan analysis
which includes the proposed county or countiesefguansion of categories of populations to be
served, and an analysis of the capability of imvler network to adequately serve its expanded
membership.

In addition, each contracted MCO/ASO is requiregubmit to the Department a detailed written
report of the MCO’s/ASO’s network adequacy withih dusiness days following the close of each
quarter. At a minimum, this report must include:

* Anticipated enrollment;

» Actual and expected health care utilization;

* Number of network providers by service area;

* Number of network providers not accepting new masibe

» Calculated distance for members to travel fromrthemary residence to PCPs, specialists,
and hospitals;

» Calculated caseload ratios for PCPs, specialistsCB/GYN providers in each service
area,

* Types of transportation that members ordinarilyfaseach service area; and

* Number of providers with physical access for mermlvath disabilities for each service
area.

Coordination and Continuity of Care

MCO/ASO contracts specify that members shall setemit PCP, but if the member does not select
a PCP, the MCO/ASO must select one for the memmematify the member of the PCP’s name,
location, and office telephone number. Contrad?¥clOs/ASOs are also required to have written
policies and procedures for timely coordinationtloé provision of all covered services to their
members. The MCO/ASO must also develop and imphrpelicies and procedures for ensuring
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member access to EPSDT benefits even when theynarea covered benefit under the
MCOQO’s/ASQO'’s contract with the Department.

Contracted MCOs/ASOs are required to establish arantain policies and procedures to
coordinate health care services for members wiglgciaphealth care needs with other agencies (e.g.,
mental health and substance abuse, public headtiggortation, home and community-based care,
developmental disabilities, local school districthild welfare, Individuals with Disabilities
Education Act (IDEA) programs, Title V, familiesaregivers, and advocates).

MCO/ASO contracts clearly specify that the confidkdity of all member records and other
materials, in any form, including electronic shiaé protected. The contracts also require that,
except for purposes directly connected with the iathtnation of the Medicaid program,
MCOs/ASOs may not disclose information about oraoi®gd from any member in a form
identifiable with the member without the prior veih consent of the member or a minor's parent or
guardian. An exception to this would be the disale of information in summary, statistical, or
other form that does not identify particular indivals.

MCOs/ASOs contracted with the Department must Ipreeedures and the capacity to implement
the provision of individual needs assessment afteollment and any other time, in order to assess
the existence of special health care needs (eeptahhealth, high risk health problems, functional
problems, language or comprehension barriers, Hret oomplex health problems).

Contracts also stipulate that MCOs/ASOs develop iamolement mechanisms to assess each
member identified as having special health carelsée detect any ongoing special conditions that
require a course of treatment or regular care rmong. The MCO/ASO must also use appropriate
health care professionals to perform the assessnir@tibwing completion of the needs assessment,
MCOs/ASOs are required to develop an individuahtireent plan based on the results of the
assessment. The treatment plan must include tesatobjectives, ensure treatment follow-up,

monitor outcomes, and be revised as necessary.

MCOs/ASOs are required to allow members with spdugalth care needs, who use specialists
frequently for their health care, to maintain thegees of specialists as PCPs, or be allowed direct
access/standing referral to specialists for thelee@eare.

Coverage and Authorization of Services

The MCO/ASO contract includes a separate attachnvemich lists all of the services that an
MCO/ASO is required to provide its Medicaid membe#Adl services included on the list must be
provided or the MCO/ASO must arrange for them topbevided. The following services are
included:

* Inpatient hospital services

* OQutpatient hospital services

* Rural Health Clinic (RHC) services

* Federally Qualified Health Clinic (FQHC) Services

» Other laboratory and x-ray services

» Skilled nursing facility (SNF) services

» Early Periodic Screening, Diagnosis and TreatmERSDT) services
» Family planning services

* Maternal support services
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* Outpatient mental health visits (wrap around fereskrvice)
» Physician services

* Home health services

» Emergency services

MCOs/ASOs are further required to ensure that #eices provided are sufficient in amount,
duration, and scope to reasonably be expectedhiewacthe purpose for which the services are
furnished. In addition, the MCO/ASO must provide tsame standard of care for all members
regardless of eligibility category, and shall mallecovered services to members as accessible ir
terms of timeliness, amount, duration, and scop&ase services are accessible to non-membe
Medicaid members within the same area.

The MCO/ASO contract clearly states that “Medicallgcessary” shall mean as defined in the
Department’s rules at 10 CCR 2505-10, § 8.205.Istasd below:

Medical Necessity A covered service shall be deemed medically seny if, in a manner
consistent with accepted standards of medical ipeat:

1. Is found to be an equally effective treatment amotiter, less conservative, or more
costly treatment options, and

2. Meets at least one of the following criteria:

a. The service will, or is reasonably expected toyent or diagnose the onset of an
iliness, condition, primary disability, or secongdisability;

b.  The service will, or is reasonably expected to cawerect, reduce, or ameliorate
the physical, mental, cognitive, or developmentédats of an illness, injury, or
disability;

c. The service will, or is reasonably expected toucedor ameliorate the pain or
suffering caused by an illness, injury, or disajili

d. The service will, or is reasonably expected tojsagbe individual to achieve or
maintain maximum functional capacity in performifsgtivities of Daily Living.

A course of treatment may include mere observairpmwhere appropriate, no treatment at all.

The MCO/ASO and the member's PCP, in consultatiath ihe member or member’s
guardian, shall determine the medical necessity @overed service. In the PCCM, the
member's PCP and the review entity designated &\D#partment, in consultation with the
member or member's guardian, shall determine tlteoaenecessity of a covered service.

Contracted MCOs/ASOs are required to follow the &@@pent's rules at 10 CCR 2505-10,

88.079.82, and have policies and procedures torersunsistent application of review criteria for

authorization decisions and consultation with thequesting provider when appropriate.

MCOs/ASOs are further required to maintain and g®the Department internal documents that
demonstrate they are following this requirement.

MCOs/ASOs may not arbitrarily deny or reduce theant, duration, or scope of a required service
solely because of diagnosis, type of illness, erddmn of the member. The contract also requires
MCOs/ASOs to ensure that a physician familiar vatandards of care in Colorado reviews and
signs all utilization denials.

1
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MCO/ASQ Contract Provisions and Department Standards for Structure and
Operations

This section outlines and discusses the contragvigons that must be met by contracted
MCOs/ASOs regarding Department standards for streacend operations at the health plan
including provider selection, member informatiomnfidentiality, enrollment and disenrollment,
grievance systems, and subcontractual relationships

Provider Selection and Retention

MCOs/ASOs are required to have written policies anocedures governing the selection and
retention of providers. All MCO/ASO participatimpgoviders must meet licensing and certification
requirements through a formal credentialing progthat complies with the standards of the NCQA
for initial credentialing and recredentialing ofogiders. Information from the accreditation of
primary care clinics by the Joint Commission on r&ditation of Health Care Organizations
(JCAHO) may also be used to assist in meeting NQ@@alentialing standards. All MCO/ASO
contracted laboratory-testing sites are requiretiawee either a Clinical Laboratory Improvement
Amendments (CLIA) Certificate of Waiver or a Cddite of Registration along with a CLIA
registration number.

The MCO’s/ASO’s credentialing program must inclyatdicies and procedures for detecting and
reporting incidents of questionable practice, impbance with Colorado Statutes and regulations,
the Health Care Quality Improvement Act of 1986] &ICQA standards. In addition, MCOs/ASOs
are prohibited from discriminating against provelerho serve high-risk populations or specialize
in conditions that require costly treatment.

Member | nformation

MCOs/ASOs are contractually required to provideatbo members, including new members, a
Member Handbook that must include general inforamatibout services offered by the MCO/ASO
and complete statements concerning member riglitsresponsibilities within a reasonable time
after the MCOJ/ASO is notified of the member’s ehmant.

MCOs/ASOs are also required to provide periodicatiesl to the Member Handbook, when needed,
to explain changes to policies. Prior to printitttg MCO/ASO must submit the updated handbook
to the Department for review and approval, at I@stalendar days prior to the targeted printing
date, and notify the member regarding changesfarnmation at least 30 days prior to the change
effective date. Minimum requirements for infornaatito be included in the member handbook are
listed in Appendix A.

MCOs/ASOs are required to ensure that written mfion provided to members is, to the extent
possible, written at the sixth grade level, unledserwise directed by the Department, translated
into other non-English languages prevalent in theV6/ASO’s service area, and provided in

alternative formats.

MCOs/ASOs must ensure that members understaneiinaiiment in the MCO/ASO is voluntary,
and provide information to members about how taiest) disenrolilment. Members must also be
provided sufficient information for them to undewstl their benefits; how to access covered
services including authorization requirements; whextefits may be obtained from out-of-network
providers; what constitutes an emergency medicatliion; how to access emergency care after
hours; the fact that emergency services do notireguior authorization; policies on referrals for
specialty care; and any cost sharing requirements.
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Confidentiality

Contracted MCOs/ASOs are required to protect tdidentiality of all member records and other
materials, in any form, including electronic thaé anaintained in accordance with their contract
with the Department. Except for purposes direabnnected with the administration of the
Medicaid program, no information about or obtairfeoin any member in possession of the
MCO/ASO can be disclosed in a form identifiable wihe member without the prior written

consent of the member or a minor member's parerguardian. The exception to this is the
disclosure of information in summary, statisticai, other form that does not identify particular
individuals. The MCO/ASO is required to have vetitt policies governing access to and
duplication/dissemination of all such informatiomhe MCO/ASO must also advise its employees,
agents and subcontractors that they are subjetiese confidentiality requirements. In addition,
MCOs/ASOs must provide its employees, agents, ahdosntractors, if any, with a copy or written

explanation of these confidentiality requiremergfobe access to confidential data is permitted.

MCOs/ASOs must comply with the requirements of #4.2205.50, as amended, and to Article 16,
Title 10 paragraph 423, C.R.S., as amended, andH® Parts 160 and 164, as amended, and 42
CFR 431.304-431.307, as amended, regarding cotifiign of health information about any
member.

NI

Enrollment and Disenrollment

The Department has established a process to earall disenroll members, and includes
comprehensive enrollment and disenroliment requergsrin MCO/ASO contracts. Enroliment
requirements cover: the fact that enroliment isiatdry; the MCO’s/ASQO'’s obligation to reenroll a
member who has been disenrolled due to loss/réamsént of Medicaid coverage within a 2 month
or less period; statements prohibiting the MCO/A8N discriminating on the basis of race, color,
national origin, health status, or need for heaéhnvices; the 12 month lock-in requirement;
readability requirements for written materials; tunditions under which the MCO/ASO may elect
to not accept new members (except newborns); emeoll effective date requirements; newborn
enrollment requirements; and conditions under withehMCO/ASO may postpone enroliment due
to an inpatient hospital stay.

Disenrollment requirements cover: the fact that amiper may disenroll within 90 days of
enrollment with the MCO/ASO or every 12 months wiih cause; notification requirements
regarding the member’s right to disenroll everymi@nths; conditions under which a member may
disenroll; disenrollment effective date requirensemequirement for postponing disenrollment due
to an inpatient hospital stay; and notification uegments when a member moves outside the
service area.

The Department also includes in MCO/ASO contracte@dures for verifying Medicaid eligibility
and member enrollment, and requirements for the MSO to provide quarterly reports of
enrollment and disenrollment activities to the Dépant.
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complaint and appeal information. The completeth daporting form must be submitted to the
Department within 30 calendar days following thel exf each quarter, along with a completed
Department complaint-reporting questionnaire thaviles a written analysis of complaint data.

Department procedures for the review of MCO/ASOewainces and appeals files, and for
identifying systematic problems is as follows:

1. The Department shall review a random sample oMK’s/ASO’s grievance and appeal
files during the annual site review process.

2. Each file is reviewed to determine whether grieeaand appeal regulations have been
followed, the appropriateness of the resolutiopoisstion of the grievance or appeal, and
any overall patterns related to the nature/topithefcomplaints.

3. The results of each file review are documented onezklist and the MCO/ASO is given an
overall score for compliance in this area.

4. Any systematic problems with the entities grievameel appeal process or patterns of
complaints are documented in the Department’s Bitalvisit report and a corrective action
is required.

Subcontractor Relationships and Delegation

The Department has established requirements for MSO oversight of subcontractors.
MCOs/ASOs are responsible for all work performediamtheir contract with the Department,
including work performed by subcontractors. MCOS{s are required to evaluate the
subcontractor’'s ability to perform delegated atig before entering into a subcontractor
relationship, and oversee performance once theosititact is in place.

A written agreement with each subcontractor mugduktte the activities the MCO/ASO has
delegated to the subcontractor and the subcontimateporting responsibilities. The written
agreement must also include specifications for kengpdelegation or imposing other sanctions if
the subcontractor’s performance is inadequate.

Written oversight policies and procedures, whiah subject to Department approval, must include
monitoring of covered services for quality, apprafness, and patient outcomes, and
subcontractor compliance with requirements for madirecords, data reporting, and other
applicable provisions of the MCO’s/ASO’s contracithwthe Department. If the MCO/ASO
identifies deficiencies or areas for improvemeie tMCO/ASO and subcontractor must take
corrective action.
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Contract Provisions and Department Standards for Quality Measurement and
Improvement

This section of the Quality Strategy outlines arstulsses the contract provisions that must be me
by the MCOs/ASOs regarding Department standards gerformance measurement and
improvement systems.

Practice Guidelines

The Department has established policies for theeldpment and use of practice guidelines.
MCOs/ASOs are required to adopt practice guidelineperinatal, prenatal and postpartum care;
conditions related to persons with a disabilityspecial health care needs; and well-child care.
MCOs/ASOs must ensure that practice guidelinedased on valid and reliable clinical evidence
or a consensus of health care professionals intecyar field; consider the needs of the member;
are adopted in consultation with participating pdevs; and are reviewed and updated annually.

Practice guidelines must be disseminated to adicé#fl providers and, upon request, to members
and potential members. The guidelines must beadblaito the Department and members at no
cost. MCOs/ASOs may charge a cost for guidelimeaan-members and the public. Decisions
regarding utilization management, member educatiovered services and other areas to which the
guidelines apply must be consistent with the ginesl

Quality Assessment and Performance | mprovement Program

The Department requires MCOs/ASOs to conduct pedoce improvement projects that are
designed to achieve, through ongoing measuremertsirgervention, significant improvement,
sustained over time, in clinical and nonclinicarecand services that are expected to have &
favorable effect on health outcomes and membesfaation. Performance improvement projects
must include:

* Measurement of performance using objective qualitycators;

* Implementation of system interventions to achigmprovement in quality;

» Evaluation of the effectiveness of the intervengicand

* Planning and initiation of activities for increagiar sustaining improvement.

MCOs/ASOs must also conduct performance improvenpeafects on topics selected by the
Centers for Medicare & Medicaid Services (CMS) wiiee Department is directed to focus on a
particular topic.

MCOs/ASOs are required to report the status angdtsesf each performance improvement project
in an annual quality report and upon request ofDbepartment. The results of each performance
improvement project must be submitted in sufficidetail so that the Department can validate the
projects. Performance improvement projects misst bé completed in a reasonable time period in
order to facilitate the integration of project fings and information into the overall quality
assessment and improvement program and to pro@ucénformation on quality of care each year.

MCOs/ASOs must implement and maintain mechanisnassess the quality and appropriateness
of care for persons with special health care needs.

t
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MCOs/ASOs are required to implement and maintagséem for detecting the over-utilization and
under-utilization of health care services. Thetays should include MCO/ASO policies and
procedures for detecting and addressing the ovweation and under-utilization of services shall
be submitted during the annual site visit proceddhe Department shall review policies and
procedures and request copies of internal repodimgtilization monitoring as well as evidence of
how the MCO/ASO manages/corrects problem casethe IDepartment identifies that utilization is
not being adequately monitored and/or correcteeh) the detection of over-utilization and under-
utilization will be identified as a required cortiwe action item. The Department shall approve all
corrective action plans to address deficits in atétg and addressing over-utilization and under-
utilization of services and monitor the correctaction through completion.

MCOs/ASOs are required to investigate any allegeality of care concerns, upon request of the
Department. A brief but clear description of tlssue, the efforts that the MCO/ASO took to
investigate the issue, and the outcome of the wewneist be submitted to the Department. The
outcome review must include whether or not thedssas found to be a quality of care issue and
what action the MCO/ASO intends to take.

MCOs/ASOs are required to calculate and submit iBedcHEDIS performance measures.

MCOs/ASOs must analyze and respond to results ateticin the HEDIS measures and submit
audited HEDIS results to the Department on Juné 8dteach contract year for the previous
reporting year. In addition to HEDIS measures, MOX$Os must calculate additional

performance measures as developed and requiretiBy ICOs/ASOs must also monitor member
perceptions of accessibility and adequacy of sesvithrough the use of member satisfaction
surveys, anecdotal information, grievance and dppdata and enrollment and disenrollment
information. MCOs/ASOs must develop a correctiggom plan when members report statistically
significant levels of dissatisfaction, when a pattef complaint is detected, or when a serious
compliant is reported.

MCOs/ASOs must maintain a process for evaluatimgithpact and effectiveness of the quality
assessment and improvement program on at leashrmmlabasis. An annual report must be
submitted to the Department detailing the findingthe program impact analysis. The report shall
describes the MCO’s/ASO'’s techniques to improvdgoerance, the outcome of each performance
improvement project and the overall impact and atifeness of the quality assessment and
improvement program. The Program Impact Analysd Annual Report must provide sufficient
detail for the Department to validate the MCO’s/AS(performance improvement projects
according to 42 CFR parts 433 and 438, ExternalliQuBeview of Medicaid Managed Care
Organizations.

Quality Monitoring Elements

MCOs/ASOs are required tparticipate in the annual external independentesgvof quality
outcomes, timeliness of, and access to the sereme=ed under this contract. The external review
may include but not be limited to all of any of tfulowing: medical record review, performance
improvement projects and studies, surveys, calomaand audit of quality and utilization
indicators, administrative data analyses and rewoéwndividual cases. MCOs/ASOs must also
participate in the development and design of artgreal independent review studies to assess anc
assure quality of care. Final study specificatiaresat the discretion of the Department.
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Health | nformation System

The Department has mechanisms in place to ensaredhtracting MCOs/ASOs maintain a health
information systems that collect, analyze, integjrand report data, and can achieve the objectives
of the Medicaid Program. Systems include data oamber enrolilment spans, provider
characteristics, and services rendered.

The MCOs/ASOs are required to have available angd@rocessing and management information
system sufficient to support provider payments dath reporting between the MCO/ASO and the
Department. The MCO/ASO should be capable of ofiimtg, processing, and paying providers for

services rendered to MCO/ASO members. The MCO/A&t collect service-specific procedures

and diagnosis data, price specific procedures oowarters (depending on the agreement betweer
the provider and the MCO/ASO), and maintain detiariecords of remittances to providers. Data
accuracy and completeness is assessed. The leaast@ssment tool and on-site audit specifically
focus on the accuracy and timeliness of reported; dae completeness, logic, and consistency of
the data; and the extent to which the data is ci@tein standardized formats. The MCO/ASO is

required to annually submit Colorado HEDIS-speaiéiports, according to the most current NCQA

specifications and timelines, utilizing Coloradaeesific samples of members. Additionally, each

MCO/ASO is obligated to contract with an NCQA-cketl HEDIS auditing vendor and undergo a

full audit of its HEDIS reporting process.
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Intermediate Sanctions

This section describes an intermediate sanctiotesythat will be applied based upon the results of
MCO/ASO quality/monitoring activities. It describdsow the Department uses intermediate
sanctions in support of its Quality Strategy andradses the requirements specified in 42 CFR 438
Subpart I, and reviews the methodology for usingcsans to address identified quality of care
problems.

MCO/ASO contracts require that the contractor cgnvakh all provisions of the contract and its
amendments, if any, and act in good faith in thdgomance of the provisions. The MCOs/ASOs
agree that failure to comply with the contract ps@mns may result in the application of remedial
actions and/or termination of the contract. TH®Wing constitute grounds for remedial action:

e A failed audit that nullifies more than three regdi HEDIS measurés

e Substantial failure to provide medically necessamyices that the contractor is required to
provide, under law or this contract, to a member.

e Imposition on members’ premiums or charges thatiarexcess of the premiums or
charges permitted under the Medicaid program.

e Actions that discriminate among members on thesbaSitheir health status or need for
health care services.

e Misrepresentation or falsification of informatioarfished to the Department, the Centers
for Medicare & Medicaid Services, members, potémiambers, or providers.

e Failure to provide medical records and other regaeslocuments for non-emergency
review within 30 calendar days of the date of th#ten request.

e Direct distribution or indirect distribution, thrgh any agent or independent contractor, of
any marketing materials that have not been appriyethe Department or that contain
false or materially misleading information.

e Failure to satisfy the scope of work found in tlomtcact, as determined by the results of
monitoring activities or audits described in SectibH. of the contract.

e Failure to comply with the requirements for phyaitincentive plans.

e Violation of any other applicable requirements et®ons 1903(m) or 1932 of the Social
Security Act and its implementing regulations.

If deficits in compliance are identified, the Dejpaent requires that the MCO/ASO develop a
corrective action plan to address the identifieficits. All corrective action plans are submittied
the Department for approval and are monitored byabtenent staff for a pre-determined amount of
time. |If, at the end of the time period, Departinstaff identifies a deficit in MCO/ASO
performance that is not successfully addressedugiwrdhe corrective action process, staff will
document the issues, efforts made by the Departioeatidress the issue(s) with the MCO/ASO,
and make a recommendation to management to utibméract remedies. Department staff that
identifies a severe deficit in the MCO/ASO, suchttasse which will seriously impact the health
and welfare of its members, may make emergencynmemndations to management to utilize
contract remedies.

ORefer to Work Plan Tables to see required HEDI&suees. The required measures are those includkd Performance
Improvement Projects (PIP).
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Contract remedies include:

» Withholding of payment to contractor until the nesary services or corrections in
performance are satisfactorily completed;

* Impose monetary fines,
» Impose temporary management of the contractor,
» Allow members the right to terminate enrollmentheiit cause,
» Suspension of member enrollment, or
* Termination of the contract.
The application of remedies is a matter of puldicord.

The use of intermediate sanctions for non-compéasalescribed in Section 1932(e) of the Social
Security Act as enacted in the BBA Section 4707(Ehis provision states that a hearing must be
afforded to contractors before termination of a tmwt under this section can occur. The
Department must notify members of such a hearinbadiow members to disenroll, without cause,
if they choose.
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This section explains how the Department will regiyl monitor and evaluate MCO/ASO
compliance with Department standards for accesmjctste and operations, and quality
measurement and improvement activities.

Program Organizational Structure

1. The Department approves the Quality Strategy andntmas ultimate authority for
overseeing its management and direction. The Qu&trategy supports the authority and
responsibility of the Department for the developmend implementation of effective
management of the Quality Strategy. The Departrieenésponsible for reporting Quality
Strategy activities, findings, and actions to ttaksholders, public, legislators, governor, and
CMS.

2. The Department oversees the Quality Strategy’sabiveffectiveness and staff performance
in carrying out the requirements, and reviews gut@es the Quality Strategy itself.

3. The Quality Improvement Section of the Departmexs management responsibilities for the
Quality Strategy. This Section also reviews anpores issues, formulates policies and
procedures, and makes recommendations to the Degart The Quality Improvement
Section is responsible for developing processestthak and measure the efficiency and
effectiveness of care and service. They are @sponsible for overseeing the work of the
EQR vendor, and for reviewing and approving the EQRtract deliverables.

4. Multi-disciplinary committees may be formed to agkl specific quality initiatives and/or
issues.

Department Annual Quality Strategy Evaluation

At least annually, an EQR by a qualified vendorieess data and reports of the Quality Strategy
activities and findings to assess the effectivenésise Quality Strategy. This evaluation includes
review of completed Quality Strategy activitieseriding of clinical and service monitors,
effectiveness of the Quality Strategy monitoringl aaview activities, effectiveness of the Quality
Strategy in identifying quality of care performanssues, and the success of the Quality Strategy ir
improving member care and provider performancee Jpecific EQR activities include conducting
two focused studies; completing up to 15 casednidividual care review; performing the peer
review functions of the credentialing process; @latng and auditing HEDIS and PCCM,
measures; conducting member satisfaction surveys,implementing one quality improvement
intervention. The current EQR contract ends ore B(h 2004.

In addition to the EQR activities, the Departmesnaucts an annual site survey of each health plarn
to finalize the Quality Strategy Evaluation by cdeting the assessment of areas not reviewed by
the EQR. The evaluation is completed following taodlection of the calendar year HEDIS data
and CAHPSsurvey results. The evaluation is reported tostageholders and members and made
available to the public. The evaluation is theib&sr establishing the next year’s Quality Strgteg
and Work Plan.

1
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Work Plan

Each year a Quality Strategy Work Plan (Work Plargrepared based on the results of the Annual
Evaluation. The Department approves the Work PlHme Work Plan is not a static document. It
will be updated as processes change and actiatiescompleted. The Work Plan will reflect
progress throughout the year. The Work Plan dessri

1. The objectives, scope, methodology, and planneglitees to be undertaken in the coming
year.

Plans for monitoring previously identified issuesl dracking issues over time.
Timeframes for completing activities, writing repgrand accomplishing results.
The entity responsible for each activity.

a s~ D

Plans for evaluating the Quality Strategy.

Quality Improvement Activities

Annual NCQA HEDIS Compliance Audits™ — Perfor mance M easurement Validation

NCQA HEDIS Compliance Audily' are developed and performed by an EQRO for thePPCP
and/or an independent plan vendor in coordinatioth the Department Quality Improvement

Section and the MCOs/ASOs. The HEDIS measuresatigaselected for monitoring are listed in

the Work Plan. These measures may vary from yegedr.

Annual Consumer Assessment of Health Plans (CAHPSP)

A consumer satisfaction survey is conducted anpudllhe population that is surveyed will vary
from year to year.

MCO/ASO Contract Compliance Performance

The Department conducts annual Medicaid Managed Eeygram Operations related oversight of
the quality of MCO/ASO services. Site Reviews klbal conducted by the Department for the
purpose of determining compliance by the Contraatitih applicable Department regulations and
the requirements of this contract. The Departnseatso responsible to conduct follow-up in those
areas requiring a Corrective Action Plan (CAP)tetmediate sanctions may be necessary and are
defined in the contractual relationship with thepBement.

Corrective Action Plan (CAP)

A process or quality improvement plan will be resfee from the MCOs/ASOs in cases for which
the process or monitor reviewed does not reaclopednce standards. The CAP should include

clearly stated objectives and timeframes for cotmgple The CAP may include but are not limited
to:

» Education, by oral or written contact, or throughjuired further training
» Recertification for procedures or services thatnegcertification

» Required submission of a corrective action plathwubsequent monitoring or reauditing to
confirm compliance with said action plan

» Prospective or retrospective trend analysis optitéerns or trends
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* In-service training

* Provider education

* Modification, suspension, restriction, or termioati

* Intensified review

* Changes to administrative policies and proced@&sppropriate.

Continuous Monitoring and Reassessment

To prevent recurrence of corrected quality issties,MCO/ASO is monitored and/or reassessed to
confirm that the corrective action has resolvedifisees. Quality issues remain an open item until
resolved. Improvements in patient care and sem@salting from corrective action are documented
appropriately.

Quality Improvement Projects

Performance Improvement Projects have been idedtdind will be managed through phases of
activities over time. Focused studies may be ateétd to determine whether a performance
improvement project should be conducted. The WRbak describes the identification and rationale
of projects.

Additional Activities of the Strategy

Additional activities may include but are not liedkto the following:
» Conduct improvement projects by diagnosis or procedodes
* Review contracting and credentialing/recredentglin
* Review member appeals/grievances
* Educate staff, providers, Medicaid members
* Provide feedback to health professionals and MCQ Agff
* Monitor key measures
» Work cooperatively with the public health systenvate partners on projects
* Review of the QI strategy, annually
» Utilize HEDIShybrid methodology
» Conduct customer satisfaction surveys

» Coordinate the contract compliance audits to asadeguate structure and operations of the
MCOs/ASOs

Conflict of Interest

No member of a Quality Strategy development teartherreview entity will have a conflict of
interest. Members will not review or participatethe review of their own services, MCO/ASO, or
direct competitors, or be associated through firs@erangements.
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Upon request, information regarding the Qualityattgy is available to Medicaid members and
practitioners. The Department will provide the lailvith written information.

CAHPS’is a registered trademark of Agency for Health Gaobicy and Research (AHCPR)
HEDISis a registered trademark of the National Commifte€Quality Assurance (NCQA).
NCQA HEDIS Compliance Audit¥' is a trademark of the National Committee for Qyafissurance (NCQA).
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XV. Approval
The Strategy was reviewed and approved by thevialigp Department members:

Stakeholder Meeting August 5, 2003

Order of Publication for Public Comment MHCPF Web Site
2. Stakeholder Meeting
3. Written Commentary

Comments Received Comments at the time of the lstddker meeting included
clarification of activities delineated to the EQR@d the
health plans, clarification of provider satisfaatisurveys,
and clarification in specific areas that incorpedatontract
language into the strategy. No written commentary
received. Changes incorporated as a result of @antary
were mainly editing of the original text, which gdfeed the
roles of EQRO, Department, and health plans.

Submitted to CMS August 13, 2003

Approvals by the Department

Signature Date
Vivianne M. Chaumont, Director
Medical Assistance Office

Signature Date
Laurel Karabatsos, Manager
Quality Improvement Section
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Appendi x A Member Handbook

Member Handbook Requirements

To inform members of their rights and responsietit the MCO/ASO shall publish and distribute
to all members a Member Handbook that shall inclbbdé is not limited to the following
information:

1. A complete statement of member rights and respiitisib as specified in the Colorado Code
of Regulations (CCR).

2. Covered services and any additional benefits andces offered by the contractor;

3. Excluded or non-covered services;

4. Information about the contractor’'s standards fa #vailability and accessibility of services
including points of access for primary care, sgggidospital, and other services and how to
request accommodations for special needs, inclutiagrials in alternative formats;

5. Hours of service;

6. Location of facilities/offices;

7. Appropriate use of and procedures for obtaining cter hours care and emergency care
within the service area;

8. Appropriate use of and procedures for obtaining cter hours care and emergency care
when out of the service area;

9. Instructions about accessing urgently needed ssyvic

10.The phone number that can be used for assistanmgtaming emergency care, including the
9-1-1 number if that number is operable within $kevice area;

11.Enrollment procedures of the contractor, includmogv to change primary care providers, and
disenroliment information as required in Sectidnofi the contract to ensure that disenrollees
who wish to file a grievance are afforded apprdpriaotice and opportunity to do so and
members are informed about how to access the Depattconcerning disenroliment;

12.Complaint Form;

13.Maximum number of days between appointment reqaast actual visit with appropriate
Provider, as follows:

A. Urgent care within 48 hours;
B. Non-urgent care and EPSDT screens within 2 weeks;
C. Adult non-symptomatic well care physical examinasiavithin four months.

14.Policies on referrals for specialty care;

15. Informal and formal procedures and timeframes ticeva complaint, file a grievance or obtain
a fair hearing related to coverage, benefits, graspect of the member’s relationships to the
Contractor through both the Contractor’s internaé\wpnce process and the Department’s or
the State’s external process(es) to include:

A. The requirements and timeframes for filing a grire&or appeal,;

1. The availability of assistance in the filing proses

2. The toll-free numbers that the member can usel@oafigrievance or an appeal by
phone;

3. The fact that, when requested by the member, lengiil continue if the member
files an appeal or a request for State fair heanitgin the timeframes specified for
filing; and the fact that the member may be reqlite pay the cost of services
furnished while the appeal is pending, if the fidatision is adverse to the member.

Colorado DHCPF Quality Assessment and Improvement Strategy Page A-1
August 2003




APPENDIX A

4. Any appeal rights that the State chooses to ma&#ade to providers to challenge
the failure of the organization to cover a service.
A. For State fair hearing:
1. The right to hearing;
2. The method for obtaining a hearing;
3. The rules that govern representation at the hearing

B. Additional information that is available upon reqtjencluding the following:
1. Information on the structure and operation of the®1
2. Physician incentive plans.

16.Information about the contractor’s utilization mgeeent program and how it is used to
determine medical necessity of services. Infornmasioall include: appropriate points of contact
with the utilization management program; contacspes or phone numbers for information or
qguestions; and information about how to initiatgpegds related to utilization management
decisions.

17.EPSDT services;

18. Family planning policies;

19. Procedures for obtaining the names, qualificatians, titles of professionals providing and/or
20.Responsible for members’ care;

21.Circumstances under which members may have toqrayafe;

22. Procedures for arranging transportation;

23.How members will be notified of any change in bésefservices, or service delivery
offices/sites;

24. Information regarding the member’s right to foratel advanced directives, according to
applicable statutes and regulation and the cowmtragbolicies respecting the implementation of
such rights.

25. How to request information about the contractd@sality Management and Improvement
Program,;

26.A list of the contractor’s participating providemsho serve members, may be provided as an
attachment or addendum to the Member Handbook.li$hshall include the names, locations,
telephone numbers of, and non-English languagdsesploy current contracted providers in the
member’s service area, including identificatiorpadviders that are not accepting new patients.
This includes, at a minimum, information on primagye physicians, specialists, and hospitals.

27. Information regarding member participation on toatractor’'s consumer advisory committee,
and notification of right to attend meetings of tt@mmittee. Such information shall include
telephone contact number.

28. Information concerning a member’'s responsibility providing the contractor with written
notice to the contractor after filing a claim otian against a third party responsible for illness
or injury to the member.

29.Information concerning a member’s responsibility fellowing any protocols of a liable third
party payer prior to receiving non-emergency sewic

30.Information on restrictions, if any, on the membefreedom of choice among network
providers.

Colorado DHCPF Quality Assessment and Improvement Strategy Page A-2
Health Services Advisory Group, Inc. Confidential CO 2003 F1 August 2003




Appendix B Glossary

Table B-1—Acronyms, Terms, and Abbreviations

This acronym, term, or
abbreviation... means this... with this clarification or caveat...

ASO Administrative Service Organization
AHCPR Agency for Health Care Policy and
Research
BBA The Balanced Budget Act of 1997 (Publid@’he BBA enacts the most

Law 105-33)—legislation signed into lawsignificant changes to the Medicare

by President Clinton in August 1997. and Medicaid Programs since their
inception 30 years ago. It also
expands HCFA (now CMS)
services through the new Child
Health Insurance Program (Title
XXI).

——= ]

CAHPS® Consumer Assessment of Health Plans CAHBS registered trademark
of the Agency for Healthcare
Research and Quality (AHRQ).

CAP Corrective Action Plan
CBMS Colorado Benefits Management System
CCR Colorado Code of Regulations
CDHS Colorado Department of Human Services
CDPHE Colorado Department of Public Health
and Environment
CFR Code of Federal Regulations
CHCP Comprehensive Health Care Program
CLIA Clinical Laboratory Improvement
Amendments
CSHCN Children with Special Health Care Needs
CMS Centers for Medicare & Medicaid Ser- | Formerly the Health Care
vices Financing Administration (HCFA)
Federal agency within Department
of Health and Human Services
(DHHS) that regulates
requirements and procedures for
External Quality Review of MCOs
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DHSMHS Department of Human Services Mental
Health Services

EPSDT Early and Periodic Screening, Diagnosis
and Treatment
EQR External Quality Review
EQRO External Quality Review Organization
Y e N
FACCT Foundation for Accountability
FQHC Federally Qualified Health Clinic
FFS fee for service
GPRA Government Performance and Results Act
—y . |
HCFA Health Care Finance Administration Now called Cenfer Medicare &
Medicaid Services
HEDIS Health Plan Employer Data and Infor- HEDIS® is a registered trademark

mation Set, the most widely used set of of the National Committee for
performance measures in the managed Quality Assurance (NCQA).
care industry

HIPAA Health Insurance Portability and
Accountability Act
HMO health maintenance organization
HSAG Health Services Advisory Group, Inc.
— ke —_ |
IDEA Individuals with Disabilities Education
Act
JCAHO Joint Commission on Accreditation of
Health Care Organizations
MAC-D Medicaid Advisory Committee-
Disabilities
MCO managed care organization
. _—vop—! |
NASHP National Academy for State Health Policy
NCQA National Committee for Quality
Assurance
OB/GYN Obstetrics and Gynecology
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PCCM Primary Care Case Management
pPCP Primary Care Physician
PCPP Primary Care Physician Program
. —or5— /|
Ql Quality Improvement
QIC Quality Improvement Committee
RHC Rural Health Clinic
SNF Skilled Nursing Facility
| Tyvwxyz— .
the Department Colorado Department of Health Care

Policy and Financing
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