E. QUALITY IMPROVEMENT PROGRAM

1. The MA Organization agrees to operate, for each plan that it offers, an ongoing quality
improvement program as stated in accordance with § 1852(e) of the Social Security Act and 42 CFR
8422.152.

2. Chronic Care Improvement Program

(a) Each MA organization must have a chronic care improvement program and must establish
criteria for participation in the program. The CCIP must have a method for identifying enrollees with
multiple or sufficiently severe chronic conditions who meet the criteria for participation in the
program and a mechanism for monitoring enrollees' participation in the program.

(b) Plans have flexibility to choose the design of their program; however, in addition to
meeting the requirements specified above, the CCIP selected must be relevant to the plan's MA
population. MA organizations are required to submit annual reports on their CCIP program to CMS.

3. Performance Measurement and Reporting: The MA Organization shall measure performance
under its MA plans using standard measures required by CMS, and report (at the organization level)
its performance to CMS. The standard measures required by CMS during the term of this contract
will be uniform data collection and reporting instruments, to include the Health Plan and Employer
Data Information Set (HEDIS), Consumer Assessment of Health Plan Satisfaction (CAHPS) survey,
and Health Outcomes Survey (HOS). These measures will address clinical areas, including
effectiveness of care, enrollee perception of care and use of services; and non-clinical areas including
access to and availability of services, appeals and grievances, and organizational characteristics.
[422.152(b)(1), (e)]

4. Utilization Review:

(a) An MA Organization for an MA coordinated care plan must use written protocols for
utilization review and policies and procedures must reflect current standards of medical practice in
processing requests for initial or continued authorization of services and have in effect mechanisms
to detect both underutilization and over utilization of services. [422.152(b)]

(b) For MA regional preferred provider organizations (RPPOs) and MA local preferred
provider organizations (PPOs) that are offered by an organization that is not licensed or organized
under State law as an HMOs, if the MA Organization uses written protocols for utilization review,
those policies and procedures must reflect current standards of medical practice in processing
requests for initial or continued authorization of services and include mechanisms to evaluate
utilization of services and to inform enrollees and providers of services of the results of the
evaluation. [422.152(e)]

5. Information Systems:
(a) The MA Organization must:

(i) Maintain a health information system that collects, analyzes and integrates the data
necessary to implement its quality improvement program;



(i) Ensure that the information entered into the system (particularly that received from
providers) is reliable and complete;

(iii) Make all collected information available to CMS. [422.152(f)(1)]
6. External Review: The MA Organization will comply with any requests by Quality
Improvement Organizations to review the MA Organization's medical records in connection with

appeals of discharges from hospitals, skilled nursing facilities, and home health agencies.

7. The MA Organization agrees to address complaints received by CMS against the MA
Organization as required in 42 CFR 8422.504(a)(15) by:

(a) Addressing and resolving complaints in the CMS complaint tracking system; and

(b) Displaying a link to the electronic complaint form on the Medicare.gov Internet Web site
on the MA plan's main Web page.



