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STATE OF WEST VIRGINIA

DEPARTMENT OF TAX AND REVENUE
CECILH.UNDERWOOD ROBINC.CAPEHART

GOVERNOR Charleston, West Virginia 'SECRETARY
P.O. Box 963
Charleston, WV 25324-0963

Ph. (304) 558-0211 - Fax (304) 558-2324

: NT TO PROPOSAL OF RULE

To Whom It May Concern:

Pursuant to West Virginia Code §5F-2-2(2)(12), the undersigned hereby grants consent
to the proposal of the following rule proposed by the Insurance Commissioner of the State of
West Virginia: Title 114, Series 53, relating to Quality Assurance.

Dated this 25th day of June, 1997.

Robin Capehart 4
Secretary of Tax and Revenue

~An equal opportunity/affirmative action employer”
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Quality Assurance -
Title 114, Series 53

BRIEF SUMMARY OF RULE

This proposed rule implements the provisions of the Health
Maintenance Organization Act, W. Va. Code §8 33-25A-1 et. seq.,
which was amended during the 1996 legislative session by House
Bill 451i. The rule sets forth the standards for quality
assurance programs which must be met by each health maintenance
organization as a condition precedent to the issuance of a

Certificate of Authority to transact insurance in the State of
West Virginia effective May 1, 1998.
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Quality Assurance

Title 114, Series 53

T MENT QF CIR TANCE

During the 1996 legislatiave session, the West Virginia
Legislature passed House Bill 4511, which amended the Health
Maintenance Organization Act, W. Va. Code §§ 33-25A-1 et. seq.
This rule sets forth the standards for quality assurance programs
which must be met by each health maintenance organization as a
condition precedent to the issuance of a Certificate of Authority

to tramsact insurance in the State of West Virginia effective May
1, 1998.




APPENDIX B

FISCAL NOTE FOR PROPOSED RULES

Rule Title: Quality Assurance
Series 53
Type of Rule: XX Legislative _ _ Interpretive __ Procedural
Agency: . Insurance Commissioner
Address: Post Office Box 50540

2019 Washington Street, East
Charleston, West Virginia 25305-0540

1. Effect of Proposed Rule
ANNUAL . FISCAL YEAR
Increase Decrease l Current | Next Thereafter
ESTIMATED 243,771 464,468 464,468
TOTAL COST
PERSONAT, 123,680 197,630 197,630
SERVICES
CURRENT 43,116 160,637 160,637
EXPENSE
REPAIRS AND None None None
ALTERNATIONS B
EQUIPMENT 38,9200 38,900 38,900
OTHER 38,075 67,301 67,301
2. Explanation of above estimates:

The Consumer Advocacy Division will require additional

employees to regulate the guality assurance reguirements

imposed by this rule and House Bill 4511. These additiomal

employees include: one (1) OQOffice Assistant I, two (2} Nurse |
45, one (1) Health Care Analyst 2 and one (1) Paralegal.




Rule Title: Quality Assurance
Serieg 53

3. Objectives of tThese rules:

The objective of this proposed rule is to set forth the
standards for guality assurance programs required to be
established by health maintenance organizations pursuant to
the requirements of H.B. 4511.

4. Explanation of Overall Economic Impact of Proposed Rule.
4. Economic Impact on State Government.
None, other than those indicated in Question 1.

B. Economic Impact on Political Subdivisions; Specific
Industries; Specific groups of Citizens.

"Will have economic impact on hezlth maintenance
organizations required by H.B. 4511 to undergo a review
of gquality assurance programs by a nationally
recognized accreditation and review organization
approved by the Commissioner.

C. Economic Impact on Citizens/Public at Large.

None.

bate: gm. 2, (777

Signature of Agency Hegad or" Authorized Representative

K72 4L

B. KEITH HUFFMAN
GENERAL COUNSEL




DATE: August 1, 1997

TO: LEGISLATIVE RULE-MAKING REVIEW COMMITTEE
FROM: OFFICE OF THE INSURANCE COMMISSIONER
LEGISLATIVE RULE TITLE: Quality Assurance, Series 53

1. Authorizing statute(s) citation: West Virginia Code §§ 33-2-10, 33-25A-4(1)(b) and
33-25A-17a

2. a. Date filed in State Register with Notice of Hearing:
June 26, 1997
b. What other notice, including advertising, did you give of the hearing?

NONE

c. Date of hearing(s): The public comment period ended July 28, 1997.

d. Attach list of persons who appeared at hearing, comments received, amendments, reasons
for amendments.
Attached X
No comments received __

e. Date you filed in State Register the agency approved proposed Legislative Rule following
public hearing: (be exact)
August 1, 1997

f.  Name and phone number of agency person to contact for additional information:

Donna Quesenberry, Associate Counsel
(304) 558-0401




3. If the statute under which you promulgated the submitted rules requires certain findings and
determinations to be made as a condition precedent to their promulgation:

a. Give the date upon which you filed in the State Register a notice of the time and
place of a hearing for the taking of evidence and a general description of the

issues to be decided.

Not applicable

b. Date of hearing:  Not applicable

c. On what date did you file in the State Register the findings and determinations

required together with the reasons therefor?

Not applicable

d. Attach findings and determinations and reasons:

Attached: Not applicable
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Section

§114-53-1. General.

§114-53-2. Definitions.
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§114-53-5. Quality Management & Improvement.
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114CSR53 RECEIVED

WEST VIRGINIA LEGISLATIVE RULE
INSURANCE COMMISSION

SERIES 53 SORETIRY ©

QUALITY ASSURANCE

§114-53-1. General.

1.1. Scope. -- The purpose of this rule is to set forth
standards for quality assurance programs established as a
component of a health maintenance organization’s overall
structure.

1.2. Authority. -- W. Va. Code §§ 33-2-30, 33-25A-4(1) (b),
and 33-25A-17a.

1.2. Filing Date. --
1.4. Effective Date. --
§114-53-2. Definitions.

2.1. “Accountability” means the responsibility of a
department or individual for achieving defined goals.

2.2. “Appropriateness” means the extent to which a
particular procedure, treatment, test or service is clearly
indicated, not excessive, adeguate in quantity and provided in
the setting best suited to the patient’s/member’s needs.

2.3. “Commissioner” means the West Virginia Insurance
Commissioner.
2.4, “Clinician” means a physician, psychologist or

psychiatrist who specializes in clinical studies or practice.

2.5. “Credentialing” means the process by which a health
maintenance organization authorizes, contracts with or employs
clinicians, who are licensed to practice independently, to
provide services to its members.




Insurance Commissiconer
Legislative Rule
Title 114, Series 53

2.6 “DEA” means Drug Enforcement Administration, the
Faderal agency that issues licenses to prescribe and dispense
scheduled drugs.

2.7. “Delegation” or “delegated” means the formal process by
which a health maintenance organization gives a contractor the
authority to perform certain functions on its behalf, such as
credentialing, utilization review and gquality assurance. A
health maintenance organization can delegate the authority to
perform a function but cannot delegate the responsibility for
assuring the function is performed properly.

2.8. “Governing body” means an individual, group or agency
with the ultimate authority and responsibility for the overall
operation of the organization.

2.9 *“Health care services” means any services or goods
included in the furnishing to. any individual of medical, mental
or dental care, or hospitalization, ostecpathic services,
chiropractic services, pediatric services, home health, health
education, or rehabilitation, as well as the furnishing to any
person of any and all other services or goods for the purpose of
preventing, alleviating, curing or healing human illness or
injury.

2.10. “Health maintenance organization” or “HMO” means a
public or private organization which provides, or otherwise makes
available toc enrollees, health care services, including at a
minimum basic health care services, which:

a. Receives premiums for the provision of basic
health care services to enrollees on a prepaid per capita or
prepaid aggregate fixed sum basis, excluding copayments;

b. Primarily provides physicians’ services:

1. Directly through physicians who are either
employees or partners of the organization;
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2. Through arrangements with individual
physicians or cne or more groups of physicians organized on a
group practice or individual practice arrangement; or

3. Through some combination of paragraphs one
and two of this subdivision;

c. Assures the availability, accessibility and
quality including appropriate utilization of the health care
services that it provides or makes avallable through clearly
identifiable focal points of legal and administrative
responsibility; and

d. Offers services through an organized delivery
system, in which a primary care physician is designated for each
subscriber upon enrcllment. The primary care physician is
responsible for coordinating the health care of the subsgcriber
and is responsible for referring the subscriber to other
providers when necessary: Provided, that when dental care is
provided by the health maintenance organization the dentist
selected by the subscriber f£rom the list provided by the health
maintenance organization shall coordinate the covered dental care
of the subscriber, as approved by the primary carxe physician or
the health maintenance organization.

2.11. “Medical recoxrd” means the record in which clinical
information relating to the provision of physical, social and
mental health services is recorded and stored.

2.12. “Member,” “subscriber” or “enrollee” means an
individual who has been voluntarily enrolled in a health
maintenance organization, including individuals on whose behalf a
contractual arrangement has been entered into with a health
maintenance organization to receive health care services.

2.13. “Oversight” means the monitoring and direction of a

set of activities by individuals responsible for the execution of
the activities resulting in the achievement of desired outcomes.
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2.14. “Practice guidelines” or “protocols” means
systematically developed statements to assist patient and
practitioner decisions about appropriate health care fox gpecific
clinical circumstances. Practice guidelines are usually based on
guch authoritative sourcesg as clinical literature and expert
consensus. _

2.15. “Provider” means any physician, hospital, or other
person or organization which is licensed or otherwise authorized
in this state to furnish health care services.

2.16. “Public health related activities” means those
activities related but not limited to the prevention of epidemics
and the spread of disease in communities; the protection against
environmental hazards; the prevention of injuries; the promotion
and encouragement of healthy behaviors; and the assurance of
accessibility of health services and treatment of specific
illnesses for persons in high risk and vulnerable populations.

2.17. “Quality assurance” means an ongoing program designed
to objectively and systematically monitor and evaluate the
quality and appropriateness of the enrcllee’s care, pursue
opportunities to improve the enrollee’s care and to resolve
identified problems at the prevailing professional single
standard of care.

2.18. “Quality assurance work plan” means an annual plan
that describes with timeliness the specific planned quality
assurance activities that will be carried out within the quality
assurance program.

2.19. “Quality of care” means the degree to which health
services for individuals and populations increase the likelihood
of desired health ocutcomes and are consistent with current
professional knowledge.
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§114-53-3. Goals of a Qualityvy Assurance Program.

3.1. The goals of a health maintenance organization’s
quality assurance program shall be to:

a. Assure the provision of appropriate medical .
services delivered to members, while simultaneocusly addressing
the effectivensess of quality of care;

b. Monitor, evaluate and improve the guality of
health care;

c. Provide a systematic process that promotes the
delivery of medically appropriate care in a timely, effective and
efficient manner, while maintaining the quality of health caxre;

d. Direct members and providers toward the goal of
gquality, cost effective health care.

2.2. A health maintenance organization’s guality assurance
program shall include a mechanism for identifying potential
utilization management issues. and linking them to the EMO’s
utilization management program.

3.3 A health maintenance organization that has obtained
full accreditation or egual status from a nationally recognized
accreditation and review organization approved by the
commissioner pursuant to W. Va. Code § 33-25A-17a is deemed to be
in compliance with this rule.

§114-53-4. Reguirements of a Quality Assurance Program.
4.1. A health maintenance organization shall develop a
quality assurance program which adheres to all applicable state

and federal laws, federal regulations and state rules.
4.2. Each application for a certificate of authority or
renewal thereof filed with the commissioner pursuant to the

Health Maintenance Organization Act, W. Va. Code §§ 33-25A-1 et
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seqg., shall be accompanied by a description of a health
maintenance organization’s quality assurance program, which shall
‘include, but not be limited to, the requirements of the guality
agssurance program set forth in this rule.

a. Pursuant to the regquirements of W. Va. Code § 33-
25A-3, a health maintenance organization shall file notice with
the commissioner prior to any wmodification of the quality
assurance program.

4.3. A health maintenance organization shall have a program
for quality assurance which clearly defines the structure, design
and responsibilities of both delegated and non-delegated
activities.

a. The basic components of the guality assurance
program shall include:

1. organizational arrangements and
responsibilities for guality management and improvement
processes;

2. a documented utilization review program;

3. written policies and procedures for
credentialing and Recredentialing physicians and other licensed

providers;

4. a written policy addressing members’ rights
and respongibilities; and

5. the adoption of practice guidelines for the
use of preventive health services.

b. Utilization management rules contained in 114CSR51
shall be incorporated herein and made a part hereof.

Page 6



Insurance Commissionex
Legislative Rule
Title 114, Series 53

4.4, If a health maintenance corganizaticn delegates any
gquality assurance activity to contractors, there shall be
evidence of oversight and auditing of the contracted activity.

a. The HMO shall maintain a written description of the
delegated activities, the contractor’s accountability for the
activities, the frequency of reporting to the HMO, the process by
which the delegation will be evaluated and the remedies
available, including revocation of delegation, if the contractor
does not fulfill its obligations.

b. The HMC shall maintain evidence of its regular
evaluation and approval of the delegated activities by the
contractor.

c. The HMO shall be responsgible for monitoring the
activities of the contractor to which it delegates quality
assurance activities and for ensuring that the requirements of
this rule are met.

4.5. No health maintenance organization may place
restrictions upon any provider or upon any primary care physician
which would serve to limit the communication of medical advice or
optiong available to the membex, gsubgcriber or enrollee or would
act in any way to limit the communication between the provider or
physician and his or her patient. An HMO may not prevent any
provider from advising an enrollee whether or not a treatment is
covered by the plan.

a. No health maintenance organization may provide to
any provider or any primary care physician an incentive plan that
includes specific payment made directly or indirectly, in any
form, to the provider or primary care physician as an inducement
to deny, release, limit, or delay specific, medically necessary
and appropriate services provided with respect to a specific
enrollee or groups of enrocllees with similar medical conditions.

4.6. Data or information pertaining to the diagnoses,
freatment or health of a member cobtained from the member or from
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a provider by a health maintenance organization is confidential
and shall not be disclosed to any person except to the extent
that it may be necessary to carry out the purposes of these rules
and as allowed by state law, or upon the express consent of the
menmber, or pursuant to statute or court order for the production
of evidence or the discovery thereof or in the event of a claim
or litigation between the member and the health maintenance
organization where the data or information is pertinent,
regardless of whether the information is in the form of paper,
preserved on microfilm, or stored in computer retrievable form.
If any data or information pertaining to the diagnosis, treatment
or health of any enrollee or applicant is disclosed pursuant to
the provisions of this subsection, the health maintenance
organization making this required disclosure shall not be liable
for the disclosure or any subsequent use or misuse of the data.

§114-53-5. Quality Management & Improvement.

5.1. Organizational arrangements and regpensibilities for
quality management and improvement processes ghall be clearly
defined and assigned to appropriate individuals.

a. There shall be a detailed written description of
the program which shall be reviewed annually and updated as
necessary.

b. A senior executive shall be responsible for
program implementation.

c. A medical director shall have substantial
involvement in quality improvement activities, and be employed on
a full-time basis no later than the first day of the third year
of the health maintenance organization’s operation.

d. A committee shall be created to oversee quality
improvement and shall include HMO providers as active
participants. The committee shall keep contemporaneous written
records reflecting all of its actions.
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e. The role, structure and function, including
frequency of meetings, of the quality improvement committee shall
be specified in the program description.

£. Adequate resources including, but not limited to,
personnel, analytic capabilities and data resources shall be
dedicated. to meet program needs.

g. A written guality improvement work plan shall be
prepared annually and shall include: the cbjectives, scope and
planned projects or activities for the year; planned monitoring
of previously identified issues, including tracking of issues
over time; and planned evaluation of the guality improvement
program.

5.2. The gquality improvement committee shall be accountable
to the governing body of a health maintenance organization. The
governing body shall consist of the board of directors or a
committee of senior management in instances where the board’s
participation with guality improvement is indirect. There must
be documented evidence of a formally designated structure,
accountability at the highest levels of the organization and
ongoing and/or continuocus oversight of gquallty assurance.

a. The governing body shall formally designate =2
subcommittee to provide oversight of quality improvement or
formally decide to provide such oversight as a committee of the
whole.

b. There must be written documentation that the
governing body has reviewed and approved the written overall
gquality improvement program and the annual guality improvement
work plan.

a. The governing body or designated committee shall

regularly receive written reports from the guality improvement
program delineating actions taken and improvements made .
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d. All qguality assurance informaticon shall be
considered in recredentialing, recontracting and/or annual
performance evaluations.

5.3. all findings, conclusions, recommendations, actions
taken, and results of actions taken as a result of the quality
improvement process shall be documented and reported to the
appropriate individuals and committees in the health maintenance
organization and through established guality improvement
standards.

a. Quality improvement activities shall be
coordinated with other performance wonitoring activities,
including but not limited to utilization menagement, risk
management and resolution, monitoring of member complaints and
grievances, assessment of member satisfaction and medical records
review.

b. Quality improvement shall be linked with other
management functions of the health maintenance organization such
as network changes, benefits redesign, medical management
systems, practice feedback to providers and patient education.

5.4. Requirements to participate in gquality improvement
activities shall be incorporated into all provider contracts and
employment agreements. Contracts shall specify that hospitals
and other contractors will allow the health maintenance
organization access to members’ medical records. Contracts shall
also specify that the health maintenance organization allows open
provider-patient communication regarding appropriate treatment
alternatives and that it does not penalize the provider for
discussing medically necessary or appropriate care for the
patient.

5.5. The gquality improvement program must be ongoing and
designed to objectively and systematically monitor and evaluate
the quality and appropriateness of care and service provided
members and to pursue opportunities for ilmprovements.
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a. The scope of the program shall be comprehensive
and shall include quality of clinical care and gquality of
gervice.

b. Members shall be afforded opportunities to
participate in and cffer suggestions on gquality improvement.

C. A health maintenance organization shall monitor
and evaluate clinical issues in institutional and non-
institutional settings, primary care and major specialty services
including mental health, high volume high-risk services,
preventive care services, and the care of acute and chronic
conditions. Such monitoring and evaluation shall reflect the
population served in terms of age groups, diseage categories and
special risk status.

5.5. A health maintenance organization shall adopt and use
practice guidelines or explicit criteria that are based on

reasonable scientific evidence.

a. The guidelines. shall be reviewed and updated as
needed.

b. The guidelines and any updates shall be
communicated in writing to all providers.

5.7. An HMO shall develop and implement mechanisms for:

a. assessing performance against practice guidelines;

b. evaluating member continuity and cooxrdination of
care;

c. detecting under and ovexr utilization; and

d. assessing patient outcomes.

5.8. A health maintenance organization shall establish
standards for the availability of primary care providers and
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access wnich shall include but not be limited to routine, urgent
and emergency care; identification of members with chronic/high-
rigk illnesses and the appropriate programmatic responses;
telephone appointments, advice and member service lines. The
availability and access standards shall conform tc the minimum
requirements set by the commissioner.

5.8. A heslth maintenance organization shall develop
indicators, a data collection system and data analysis
capabilities to track quality improvement.

a. Indicators shall be objective, measurable and
basgsed on current knowledge and clinical experience and shall be
uged to monitor and evaluate all aspects of care and services
identified.

b. An HMO shall have performance goals and/or a bench
marking process for each indicator.

c. Appropriate methods and frequency of data
collection shall be used for each indicator.

d. Appropriate clinicians shall be used to evaluate
data on the clinical performance of practitioners.

e. Multidisciplinary teams shall be used, where
indicated, to analyze and address systems issues.

§114-53-6. Credentialing & Recredentialing.

6.1 A health maintenance organization shall ensure that its
network has sufficient numbers and types of providers. The HMO
shall have a written access plan outlining its strategy for
maintaining an adequate network and shall implement mechanisms
designed to assure the availability of primary care and gspecialty
practitioners. . -

§.2 A health maintenance organization shall have written
policies and procedures for the credentialing of all providers
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that include the original credentialing, recredentialing,
recertification and or reappointment of physicians and other
licensed independent practitioners who f£all under its scope of
authority and action.

a. The governing body, or the group or individual to
whom the governing body has formally delegated the credentialing
function, shall review and approve credentialing policies and
procedures.

b. A credentialing committee or other peer review
body shall be established to make recommendations regarding
credentialing decisions. The committee shall include providers,

including but not limited to physicians, as voting members.

6.2 In terms of initial credentialing, an HMO shall obtain
and review verification of the following from primary sources:

a. a2 current valid license to practice;

b. when applicable, clinical privileges in good
standing at the hospital designated by the practitioner as the
primary admitting facility;

c. a valid DEA certificate, as applicable;

d. graduation from medical school ox appropriate
graduate schocl and completion of a regidency, specialty training
and board certification, as applicable;

e. complete work history;

f. current adeguate malpractice insurance according to
the HMO's policy;

g. complete professional ligbility claims history; and

h. any other information deemed necessary by the HMO
in determining whether to contract with a prospective provider.
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§.4. A prospective provider shall complete an application
for membership which includes a statement by the applicant
regarding:

a. reasons for any inability to perform the essential
functions of the position, with or without accommodation;

b. lack of present illegal drug use and alcohol abuse;

¢. history of loss of license and/or felony
convictions;

d. history of loss or limitation of privileges or
disciplinary activity;

e. any other information deemed necessary by an HMO in
determining whether to contract with a prospective provider; and

£ an attestation to the correctrness/completeness of
the application.

56.5. A health maintenance organization shall reguest
information on the prospective provider from recognized
monitoring organizations including: the National Practitioner
Data Bank; the appropriate State licensing boards such as the
Board of Medicine, Chiropractic Board, Osteopathic Board and/or
Dental Board; and any Medicare/Medicaid sanctioning.

§.6. Representatives from the credentialing committee or
members of their staff shall make an initial wvisit to each
potentizl primary care practitioner’s office and to the offices
of obstetricians/gynecologists and cther high-volume gpecialists
resulting in documentation of a structured review of the site and
of medical record keeping practices to ensure conformance with '
the EMO’s standards.

6.7. A health maintenance organization shall have written

policies and procedures for the initial and ongoing guality
assessment of health delivery organizations with which it intends
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to contract. The HMO shall confirm that the healith delivery
organization has been reviewed and approved by a recognized
accrediting body and is in good standing with state and federal
regulatory bodies. If the health delivery organization has not
been approved by a recognized accrediting body, the HMO must
develop and implement standards of participation. Health
delivery organizations shall include but are not limited to
hospitals, home health agencies, behavioral health agencies,
nursing homes, skilled nursing facilities and free-standing
surgical centers.

a. At least every three years, the health maintenance
organization shall confirm that the health delivery organization
continues to be in good standing with the state and federal
regulatory bodies and, if applicable, is reviewed and approved by
an accrediting body.

5.8. In termg of recredentialing, a health maintenance
organization shall develop a process for the periodic
verification of credentials which shall be implemented at least
every Lwo years.

a. At 2z minimum, recredentialing shall include
verification from primary sources of:

1. a valid state license to practice;
2. clinical privileges in good standing at the

hospital designated by the practitiocner as the primary admitting
facility;

3. a valid DEZ certificate, as applicable;

4. board certification, as applicable;

5. current, adequate malpractice insurance;
6. professional liability claims history; and
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7. any other information deemed necessary by an
HMO in determining whether to re-contract with a provider.

b. The recredentialing process shall include a
current statement by the applicant regarding reasons for any
inability to perform the essential functions of the position,
with or without accommodation and lack of present illegal drug
use and aicchol abuse.

C. An HMO shall request recredentialing infeormation
from the National Practitioner Data Bank; the appropriate State
licensing boards such as the Board of Medicine, Chiropractic
Board, Osteopathic Board and/or Dental Boaxd; and any
Madicare/Medicaid sanctioning.

d. The recredentialing process shall also include a
review of data from member complaints and grievances, results of
quality reviews, utilization management, member satisfaction
surveys, medical record reviews and site visits.

e. The recredentialing process shall include an on-
site visit to all primary care providers, obstetricians/
gynecologists and high-volume specialists and shall involve
documentation of a structured review of the site and medical
record keeping practices to ensure conformance with HMO
standards.

f. A health maintenance organization shall have
polices and procedures in place for reducing, suspending or
terminating practitioner privileges which shall include but is
not limited to:

1. a mechanism for reporting to the appropriate
authorities seriocus quality deficiencies resulting in suspension

or termination; and

2. an appeal process for and notice thereof to
the provider.

Page 16




Insurance Commissionar
Legislative Rule
Title 114, Series 53

114-53-7. Members’ Rights & Responsibilities.

7.1. An HMO shall demonstrate a commitment to treating
members with respect by developing written policies giving them
the right to:

a. volce grievances about the HMO or care provided;

b. have information concerning the HMO, its services,
the practiticners providing care and members’ rights and
responsibilities;

. participate in decision-making regarding health
care; and

d. be treated with respect and recognition of their
dignity and need for privacy.

7.2. An HMO shall develop a written policy addressing
members’ responsibilities for cooperating with those providing
health care gservices by giving needed information to professional
staff to ensure appropriate care and by following instructions
and guidelines given by those providing health care services.

7.3. All policies on members’ rights and respongibilities
shall be provided in writing in clear and concise terms to all
members and participating providers and, at a minimum, shall
address the following procedures for, policies concerning or
information regarding:

a. how to submit claim for covered services;

b. how to obtain primary and specialty care,
behavioral health services and hospital services;

c. after-hours and emergency coverage including the

HMC's policy on when to directly access emergency care Or Use 511
type services;
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d. benefits and services included and excluded from
membership;

e. obtaining out-of-area coverage;

£. special benefit provisions such, as co-payment,

higher deductibles and rejection of claims, that may apply to
services outsgide the system;

g. member charges;

h. notification of termination or change in any
benefits, services or delivery site/cffice;

i. notification of termination of a primary care or
specialty provider and the process for selecting a new provider;

j. appealing decisions adversely affecting a member’s
coverage, benefits or relationship teo the HMO;

k. changing practitioners;

L. disenrollment of nongroup subscribers;

m. voicing complaints, grievances and appeals;

n. recommending changes in policies and services;
O. points of access to primary care, specialty care

and hospital services;

. the process by which a managed care organization
determines whether or not to include new and emerging technology
or treatment as a covered benefit;

a. provider names, gqualifications and titles;

r. confidentiality; and
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8. member satisfaction surveys that assess patient
complaints, requests to change practitioners and/or facilities
and disenrollments.

7.4. A health maintenance organization shall have a
procedure by which a member, upon diagnosis with a life-
threatening, degenerative or disabling condition or disease,
either of which requires specialized health care cover a prolonged
period of time, shall receive a standing referral to a specialist
with expertise in that comdition or disease who will be
responsible for and capable of providing and coordinating the.
member’s specialty care. When a standing referral is made, the
EMO shall periodically review the referral for continued
necessity.

§114-53-8. Preventive Health Services.

8.1. A health maintenance organization shall adopt
guidelines for the use of preventive health services which must
be based on reasonable medical evidence and the full sexrvice
population. The guidelines shall be developed or adopted with
the participation of the HMO’s providers and must include a
mechanism for periodic updates.

a. The guidelines and all updates shall be provided
in writing to all providers and members.

b. The guidelines shall consist of the following
categories:
1. Prenatal and perinatal care;
2. Preventive care for infants up to 24 months;
3. Preventive care for children and adolescents

aged two through 19 vears old;

4. Preventive care for adults aged 20 through 64
years old; and
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5. Preventive care for those aged 65 and older.

c. Bach guideline shall describe the prevention or
early detection interventions and the recommended fregquency and
conditions under which the interventions are required. The
health maintenance organization shall document the scientific
bagis or authority upon which it based the preventive health
guidelines. -

d. Providers from the health maintenance organization
who have appropriate knowledge shall be involved in the adoption
of the preventive health guidelines.

e. At least annually, an HMO shall monitor, evaluate
and take action upon a minimum of two of the following preventive
services and take action to improve the use of preventive
services as appropriate:

1. Childhood immunizations recognized by the
American Academy of Pediatrics or as required by state or federal
law;

2. Adult immunizations including influenza
vaccine, pneumococcal vaccine, Hepatitis B wvaccine, diphtheria
and tetanus toxoid, rubella screening for women of childbearing
age or any other immunization required by state or federal law;

3. Coronary artery diseasge risk factor screening
and/or counseling for smoking, cholesterol, exercise and
hypertension;

4, Breast and cervical cancer screening;

5. Counseling for prevention of motor wvehicle
injury;

6. Lead toxicity screening;
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7. Sexually transmitted disease
screening/prevention;

8. ~ Prenatal care;
9. HIV/Aids counseling, screening and education;
10. Prevention of unintended pregnancy;

11. Alcohol and drug abuse screening/prevention;
and

12. Any other preventive gervices deemed
appropriate by the commissioner and any other state or federal
regulatory authorities.

. Preventive health service studies shall be
enrollee population-based, measuring compliance as it relates to
the total at-risk population.

§114-53-9. Medical Records.

9.1. A health maintenance organization shall require all of
its providers to have an organized medical recordkeeping system.
Medical records shall be maintained in a manner that is current,
detailed, organized and permits effective patient care and
quality review. Records shall also reflect all aspects of
patient care including ancillary services.

a. An HMO ghall set forth in writing appropriate
standards for medical records, the systematic review for
conformance and the institution of corrective action when
standards are not met. Copies of all standards and goals and any
updates shall be provided to all providers.

b. Records ghall be available to health care

practitioners at each patient visit and to nationally and state
recognized reviewing bodies sanctioned by the commissioner.
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§114-53-1. Severability.

10.1. If any provision of this rule or the application of
this rule to any person or circumstances is for any reason held
to be invalid, the remainder of the rule and the application of
the provisions to other persons or circumstances shall not be

affected by the holding.
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Attachment to Question 2(d):

Eleven (11) sets of comments to the proposed rule were received during the
comment period, copies of which are attached hereto.

(1) A comment was received from John M. Collins, Chairman of the West
Virginia Health Maintenance Organization Association (WWVHMOA). The WVHMOA
suggests that the word “Assure” in subdivision a of subsection 3.1 be changed to either
“Encouragé” or “Facilitate” to “better define the role of the HMO.” The Commissioner
disagrees with this suggestion and points out that it is the role of the HMO, pursuant o
West Virginia Code § 33-25A-4(1)(a), to “assure” the provision of medical services.

The WVHMOA suggests that subdivision ¢ of subsection 4.3 which provides that
- “Igjuidelines concerning public health related activities shall be developed by HMOs to
insure the ongoing cooperation and/or collaboration with state and local health
agencies” be stricken from the rule. The Commissioner is in agreement with this
recommendation, and the appropriate language has been stricken.

In subdivision ¢ of subsection 5.1, the rule requires the HMO to hire a full-time
medical director. The WVHMOA suggests that the word “full-time” be stricken because
“start-up plans may not require a full-ime medical director and may be able to
administer an effective quality assurance program with a part-time medical director.”
The Commissioner is in agreement with this recommendation and amends the
language of this subdivision to read as follows:

C. A medical director will have substantial involvement in the
quality improvement activities and be employed on a full-time basis no
later than the first day of the third year of the health maintenance
organization's operation.

In subdivision d of subsection 5.2, the rule provides that “[a]ll quality assurance
information shall be used in recredentialing, recontracting and/or annual performance.”
The WVHMOA is concerned that some of this information may not be creditable or
should not be used, and proposes that the language be changed fo require that quality
assurance information “shall be considered.” The Commissioner is in agreement, and
therefore amends the language contained in subdivision d of subsection 5.2 to read as
follows:

d. All quality assurance information shall be uset considered in
recredentialing, recontracting and/or annual performance evaluations.




The WVHMOA further suggests that the [anguage “telephone appointments,
advice be stricken from subsection 5.8. The Commissioner agrees that the provider,
not the HMO, is responsible for making a subscriber's appointment with the provider.
However, subsection 5.8 requires the HMO to establish “standards” for “telephone
appointments, advice,” it does not require the HMO to make subscriber appoiniments.
An amendment to this subsection is therefore unnecessary.

The WVHMOA is concemned that section 7.3 seems to require the HMOs to
‘provide a separate document to each member describing members’ rights and
responsibilities. However, this provision does not specifically require this information to
be provided in a separate document. The Commissioner’s concern is that this
information be provided “in clear and concise terms to all members and participating
providers.” This information may be incorporated into the Certificate of Coverage as
long as it meets all requirements of subsection 7.3. No amendment to the rule is
therefore necessary.

Finally, the WVHMOA requests that l[anguage be added to the rule providing that
an HMO which has obtained approval from a nationally recognized accreditation and
review organization pursuant to West Virginia Code § 33-25A-17a, be deemed to be in
compliance with this rule. The Commissioner is in agreement and, therefore, adds the
following language to section 3:

3.3. A health maintenance organization that has obtained full
accreditation or equal status from a nationally recognized accreditation
and review organization approved by the Commissioner pursuant to West
Virginia Code § 33-25A-17a is deemed to be in compliance with this rule.

(2) A comment was received from Amanda Matthiesen, Assistant Legisiative
Director for the Health Insurance Association of America (HIAA). The HIAA is
concerned that the definition of “health maintenance organization” contained in section
114-53-2.9(d) ties dental plans to the HMO rule. The definition of “health maintenance
organization” contained in this rule is identical to that contained in West Virginia Code
§ 33-25A-2(11). This definition does not tie “dental plans” to the rule, but merely
applies to those instances when “dental care” is provided by the health maintenance
organization.

HIAA is also concemned with the provision contained in section 114-53-4.1 which
requires a health maintenance organization to develop a quality assurance program
which adheres to all applicable state and federal laws, federal regulations and state
rules. Specifically, HIAA is concerned with a state jurisdiction mandating enforcement
of federal laws. This provision is already contained in the Utilization Management rule,
114CSR51, as a component of the quality assurance program. The Commissioner is
concerned that the HMO meset all regulatory requirements to ensure quality of care, and
therefore no amendment to this subsection is made.




HIAA requests that section 114-53-4.2(a), which requires a health maintenance
organization to file notice with the Commissioner prior to any modification of the quality
assurance program, be amended by inserting the word “material” before the word
“modification.” The Commissioner disagrees with this suggestion since any
modification may have material consequences to the overall quality assurance program
as well as a significant impact upon consumers.

HIAA contends that section 114-53-4.3(a) as currenily drafted implies that
“quality assurance” and “utilization review” are the same. The Commissioner disagrees.
The rule clearly states in subsection 4.3 that utilization review is a component of the
quality assurance program. This issue has been discussed previously in response {o
the comments received by the WVHMOA.

HIAA further states that health maintenance organizations should not be subject
to public health agency guidelines and principles as required by section 114-53-4.3(c).
This issue has been previously discussed, and the language has been stricken from the
rule.

HIAA suggests that the last sentence in section 114-53-4.5, which states that
“laln HMO may not prevent any provider from advising an enrollee whether or not a
treatment is covered by the plan” be stricken because “physicians’ communications
should not bind the HMO to any coverage or promise of coverage.” HIAA also requests
that the phrase “options available to the member” also be stricken from that subsection.
The Commissioner disagrees with these suggestions. The communication between a
physician and his patient as to what treatments or options are available to that patient,
and whether these options are covered by the HMO, would not bind the HMO to any
coverage or promise of coverage. The patient should have some input into what
medical treatment to seek with consideration as to the cost of that treatment to the
patient.

HIAA has requested clarification on how quality assurance differs from quality
management in section 114-53-5. “Quality assurance” is defined in section 114-53-
2.16 and is the overall program which includes a component referred to as “quality
management.” Quality management, as stated in section 114-53-5.1, is the
organizational arrangements and responsibilities “within the HMO structure to assure
the provision of quality of care to enroliees.”

HIAA does not feel that it is necessary to have a medical director, as required by
section 114-53-5.1(c), to be employed full time and have substantial involvement in
guality improvement activities because as HIAA points out, someone other than the
medical director performs utilization review and quality review functions. The issue of a
full-time medical director has been discussed previously and an amendment has been
made to require a full-time medical director by the third year of operation. This
provision, as drafted, does not require the medical director to actually perform those




functions, but instead requires oversight and input into those functions. [t is necessary
for someone performing this function to have the proper medical training and
experience to insure that quality of care objectives are met and improved upon.

HiAA requests that section 114-53-5.1(g), requiring a written quality improvement
plan to be prepared annually, be amended to allow for plan information to be
considered confidential and proprietary. HIAA does not feel that plan information
should be made public for all other plans to review or have access to review. The
Commissioner does not feel that this amendment is necessary since there is no
requirement that the quality improvement plan be released other than to Commission
staff and others performing a review of the quality assurance program.

HIAA does not feel that organizational structure should be regulated as required
under section 114-53-5.2. The Commissioner disagrees and feels that for the quality
assurance program to be successful and meet the desired objectives that there must be
accountability to the governing body of the HMO.

In section 114-53-5.2(d), requiring all quality assurance information to be used in
recredentialing, recontracting and/or annual performance evaluation, HIAA suggests the
word “appropriate” be substituted for the word “all.” That section has already been
amended to provide that “all quality assurance information shall be considered in
recredentialing . . . . © This amendment should take care of any concerns by HIAA.

In section 114-53-5.3(b), which requires quality improvement to be linked to
other management functions of the health maintenance organization such as . . . .
benefits redesign, the HIAA requests that the phrase “benefits redesign” be stricken,
but offers us no explanation as to why this proposed amendment is requested. The
Commissioner feels this language is necessary and therefore does not amend the
existing language.

HIAA requests that the language in section 114-53-5.4 be clarified because
medical communications between a provider and his/her patient does not bind the
health plan to coverage of all treatments discussed. The language which provides for
open provider-patient communication regarding appropriate treatment alternatives does
not bind the HMO to coverage of all treatments discussed, but merely provides for open
communication between the physician and patient as to treatment alternatives. No
amendment to this subsection is therefore required.

HIAA requests that the phrases “participate in” be stricken from section 114-53-
5.5(b) which provides that members be afforded opportunities to participate in and offer
suggestions on quality improvement. HIAA offers no rationale for this suggestion. The
Commissioner feels this language is necessary and therefore makes no amendment to
this subsection.




With respect to section 114-53-6.3 dealing with recredentialing, HIAA asks
whether the State has standard credentialing standards. This rule establishes in
subsection 8.3 the credentialing standards for HMO providers.

HIAA is concerned that section 114-53-6.7 requires accreditation of an HMO and
points out that accreditation is generally voluntary. Subsection 6.7 does not require
accreditation of the HMO, but accreditation of health delivery systems with which it
intends to contract. This subsection also makes provisions for those instances in which
the health delivery organization has not been approved by an accrediting body. In
those instances, the HMO must develop “standards of participation,” or standards by
which the HMO will participate in or assure the quality of care provided by health
delivery systems.

Finally, HIAA points out that some of the requirements contained in section 114-
53-7.3, advising members of their rights and responsibilities, may vary by membership
and cannot be woven into a general bill of rights. The Commissioner does not view this
as problematic since those rights and responsibilities which can vary by membership
can be provided as a “supplement” to a general bill of rights. The Commissioner is only
concerned that the required information be provided to all members and participating
providers in clear and concise terms.

(3) A comment was received from Susan Sobkoviak, Government Relations
Associate for the National Association of Social Workers (NASW). NASW is
concernad that the term “medical services” as used in section 114-53-3.1 may be too
limiting. This is a general term not intended to be limiting. “Medical services” would
include, at a minimum, “basic health care services” as that term is defined in West
Virginia Code § 33-25A-2, and which the health maintenance organization, by its
definition, is required to provide. See section 114-53-2.9.

NASW is also concerned that the term “clinician” is narrowly defined, and
requests that other provider groups also be specified. The definition of “clinician”
contained in section 114-53-2 4 is the generally accepted medical definition. As that
term is used within the rule (section 114-53-5.9), clinicians are required to evaluate data
on the clinical performance of the practitioner. As this is a reviewing function, the
Commissioner feels it is necessary to have professionals with the extensive training of
physicians, psychologists or psychiatrists perform this function. The term “clinician” in
no way limits the use of other professionals as providers, as that term is defined in
section 114-53-2.14.

NASW is also concerned with the confidentiality of medical records as provided
for in section 114-53-4.6. The Commissioner has attempted to include the needed
safeguards in the drafting of this language. This subsection specifically states that
medical data or information shall not be disclosed “except to the extent that it may be
necessary to carry out the purposes of these ruies and as allowed by state law.” This
language should eliminate any concerns by NASW.
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In section 114-53-5.2, NASW states that consumers, as well as providers,
should be on the governing body of the HMO. The rule states that the governing body
is to consist of the board of directors or a committee of senior management. There is
no provision which limits the board of directors to providers and West Virginia Code
§ 33-25A-6 specifically states that the governing body “may include enrollees,
providers, or other individuals.” Therefore, no amendment to the rule is required.

NASW is concerned that section 114-53-5.3 makes no provision for public
access to findings of the quality improvement process. Section 5 of this rule is intended
to deal only with the quality improvement committee and the accountability of that
committee to upper management of the HMO. This is internal information that will be
reviewed by the Commissioner and/or a nationally recognized accreditation and review
organization. To release this information to the general public in its raw form may tend
to limit the information provided by the HMO. At some future date, the Commissioner
may consider releasing generai information, or a “report card”, regarding HMOs and
their efforts to ensure all aspects of quality of care.

In section 114-53-5.5, the NASW is again concerned that the term “clinician”
may be too narrowly used. This issue has been addressed previously. The monitoring
of clinical issues described in subdivision a of this section is for the quality improvement
program.

The NASW questions the source of the practice guidelines provided for in
section 114-53-5.6. The term “practice guidelines” is defined in section 115-33-2.13.
Any guidelines falling within this definition would meet the requirements of subsection
5.6.

The NASW requests that section 114-53-5.8 calling for multi-disciplinary teams
“where indicated to analyze and address systems issues” be expanded upon to provide
better guidance. The Commissioner intends the requirement to be drafted in general
terms to give the HMOs flexibility. The HMOs will, however, be required to justify the
methods used to track quality improvement.

The NASW feels that section 114-53-6.2, requiring the credentialing committee
or other peer review committee to include provider doctors as voting members, should
be amended to include other types of providers. The Commissioner is in agreement
with this suggestion and amends subdivision b of subsection 6.2 to read as follows:

b. A credentialing commitiee or other peer review body shall be
established to make recommendations regarding credentialing decisions.
The committee shall include deeters providers including, but not limited to,
physicians as voting members.

As defined by subsection 2.14, provider “means any physician, hospital, or other
person or organization which is licensed or otherwise authorized in this state to furnish
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health care services.” However, “health care services” has not been defined in the rule.
To eliminate any potential for misunderstanding, the Commissioner amends section 2
of the rule to include the following definition for “health care services.”

2.9. “Health care services” means any services or goods
included in the furnishing to any individual of medical, mental or dental
care, or hospitalization, osteopathic services, chiropractic services,
pediatric services, home health, health education, or rehabilitation, as well
as the furnishing to any person of any and all other services or goods for
the purpose of preventing, alleviating, curing or healing human illness or

injury.

NASW is concerned that the language in section 114-53-6.3, subdivision d is too
narrow. However, use of the phrase “as applicable” should eliminate this concern, and
makes this requirement more general.

Finally, there is a concern that section 114-53-8.3 is not specific enough, and
questions “who will be determining what the preventive health guidelines are.”
Subsection 8.1 specifically states that the guidelines shall be developed by the HMOs
“with the participation of the HMO’s providers.” The reviewing body and the
Commissioner will determine upon review of the quality assurance program whether
these guidelines are adequate.

(4) A comment was received from Donna Z. Heuneman, Executive Director of
the West Virginia Developmental Disabilities Planning Council. The Council is
concerned that the definition of “clinician” in section 114-53-2.4 is too narrow. This
issue has been discussed previously and the Commissioner does not feel that an
amendment to this definition is necessary.

The Council also suggests that the definition of “health maintenance
organization” in section 114-53-2.9 be broadened to allow for subcontracting of
specialty services other than dental. This issue has been discussed previously and the
Commissioner does not feel that an amendment to this subsection is warranted.

In section 114-53-4.3, the Council requests that several additional areas be
considered components of the quality assurance program: a written grievance
procedure, reasonable time travel/distance from service delivery, and procedures for
emergency services. The grievance procedure and availability and accessibility of care
have been addressed in the Health Maintenance Organization Act. See West Virginia
Code § 33-25A-12 and 33-25A-4, respectively. Procedures for emergency services
have been provided for throughout this rule and previous legislative rules. See section
114-53-7.3 and 114CSR50.

The Council requests that section 114-53-4.3, subdivision a, paragraph 5 be
amended to add the following language: “including habilitative services for mitigation of
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secondary disabilities and to reduce the impact of primary disability.” However, the
Council offers no reason for the requested amendment. The Commissioner dces not
feel this additional language is necessary since the term “preventive health services” is
broad and would, as necessary, include such habilitative services.

The Council requests that section 114-53-4.5 be amended to include a reference
regarding referral to specialists. The Commissioner does not amend this subsection
since the general language would include any such communication regarding
specialists and specialty care. The Commissioner has, however, amended the rule at
subsection 7.4 to provide for a standing referral to specialists.

The Council requests that section 114-53-5.1, subdivision d be amended to
include subscribers on the quality improvement committee. The Commissioner does
ot feel that such an amendment is required. This is an internal committee of the HMO,
and the rule does not restrict subscribers from being included.

The Council asks how members will be afforded opportunities to participate in
and offer suggestions on quality improvement as required by section 114-53-5.5. The
method of member participation is left to the health maintenance organization. The
Commissioner and the accreditation and review organization will review the methods to
ensure adequate participation. The Commissioner does not amend this provision.

The Council requests the addition of “long-term are services” to the list of issues
to be monitored and evaluated in section 114-53-5.3, subdivision ¢. This subdivision,
as currently drafted, requires the monitoring of “acute and chronic conditions.” This
provision would include “long-term care” and therefore no amendment to this language
is reguired.

The Council requests that the phrase “best practices” be added to section 114-
53-5.6, but offers no explanation why this language is necessary. The Commissioner,
therefore, does not amend this section.

The Council requests that a new subdivision be added to subsection 5.7,
“Assessing patient outcomes.” Although ne explanation was given, the Commissioner
agrees that this language is necessary and is in keeping with the purpose of the rule.
This amendment has, therefore, been made to the appropriate subsection.

There is also a concem, in section 114-53-7.1, that there is nothing addressing
the availability of alternative formats to meet the needs of people with disabilities. The
Commissioner has no objection to an amendment addressing these needs, but the
Council has not offered any suggested language. The Commissioner, therefore, does
not amend this provision and feels that the requirement in subsection 4.1 requiring the
HMO to adhere to “all applicable state and federal laws, federal regulations and state
rules” would require adherence to the Americans with Disabilities Act (ADA) and simitar
state and federal laws.




The Council has suggested that subsection 7.2 be amended to address the
issue of a member request for a change in the course of treatment. However, no
explanaticn as to why this amendment is necessary has been given and no suggested
language has been provided. The Commissioner does not, therefore, amend this
provision.

The Council has suggested that subsections 7.3 and 8.1 be reviewed for
compliance with the ADA. As discussed previously, the requirement that the HMOs
abide by all applicable state and federal laws should eliminate this concern.

Finally, the Council has suggestied that subsection 9.1 be amended to address
the member's right to timely access to their own (or minor family member’s) medical
records. Section 9 deals exclusively with internal record keeping by providers. The
right to access to medical records (and confidentiality) is addressed in subsection 4.6.

(5) A comment was received from Elizabeth G. Evans, Ph.D., president-elect
of the West Virginia Psychological Association, Inc. The Association feels that the
definition of “appropriateness” needs to include who is making the determination. The
Commissioner does not feel this amendment is warranted since this is an accepted
definition of a nationally recognized accreditation and review organization approved by
the Commissioner, and reading the word in context with the rule, it is first the HMO, and
then the reviewing body, which will determine the appropriateness of a particular
procedure, test, treatment, service, etc.

It is also requested that the term “clinician” in subsection 2.4 be defined more
broadly. This issue has been previously discussed and no amendment is made to this
definition. ’

The Association has requested that the term “practice guidelines” be amended to
make reference to some objective, nationally recognized source. The Commissioner
feels this definition, as drafted, is adequate.

The Association has further requested that the term “provider” be amended to
include psychologist. The definition of “provider” is current law contained in West
Virginia Code § 33-25A-2. This definition would include a psychologist licensed or
otherwise authorized in this state to furnish health care services.

The Association requests that subsection 3.1 be amended to include limits with
regard to time or travel to get to a provider. The Commissioner feels this is
unnecessary since an HMO is required to demonstrate availability and accessibility of
adequate personnel and facilities prior to being licensed. See West Virginia Code § 33-
25A-4(1).

The Association requests a 90-day time frame to obtain credentialing and
recredentialing. The Commissioner feels this is unnecessary. Should credentialing and
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recredentialing take an unreasonable amount of time, this will be noted in review of the
quality assurance program. Additionally, the HMO is required under subsection 6.1 to
ensure that its network has sufficient numbers and types of providers. This should
eliminate any undue delay in the credentialing process.

The Association requests that subsection 3.1 be amended to add, as a goal of
the HMO, the provision of a fair and open credentialing process. The Commissioner
disagrees and stresses that the goals of an HMO is to provide appropriate guality care
to its members in a cost-effective manner.

It is also suggested that subsection 4.5 be amended to prohibit a financial
advantage to the provider if the service is not pursued or rendered. The Commissioner
is in agreement and adds subdivision a to subsection 4.5 to read as follows:

c. No health maintenance organization may provide to any
provider or any primary care physician an incentive plan that includes
specific payment made, directly or indirectly, in any form, to the provider
or primary care physician as an inducement to deny, reduce, limit, or
delay specific, medically necessary and appropriate services provided
with respect to a specific enrollee or groups of enrollees with similar
medical conditions.

The Association is concerned that the language contained in subsection 4.6
protects only the HMO and does not adequately protect the patient, but does not
explain why it feels the current language is inadequate. It is the Commissioner’s
position that this subsection, which was drafied to protect patient confidentiality, does
so adequately and no amendment to this subsection is needed.

The Association further recommends that a provision be added to section 7
requiring HMOs to provide their quality assurance programs to members at a cost not to
exceed $5.00. No rationale for the amendment has been provided. The Commissioner
feels that all pertinent information is required to be provided to members under section
7 dealing with members’ rights and responsibilities.

The Association feels that section 5 should provide safeguards against financial
incentives being used to limit services This issue has been addressed and an
amendment has been made to subsection 4.5 to address this prohibition.

it is suggested that subdivision d of subsection 5.1 be amended to include

individuals outside the HMO. The rule, as drafted, contains no prohibition against
individuals outside the HMO being on the committee.
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In subsection 5.2, the Association suggests the addition of “some provision for
accountability outside the governing body of the HMO.” No explanation as to the need
for the amendment has been provided and the Commissioner does not understand why
such an amendment is necessary.

The Association requests that a provision be added to subsection 5.2 which
requires all notification, review and treatment decisions to be “made by persons who
possess the appropriate levels of training and credentialing in this specialty.” No
explanation is provided as to why this provision is needed. The Commissioner feels
that the proper safeguards have been built into the rule as drafted and, therefore,
makes no amendment.

In subsection 5.4, the Association is again concerned with client confidentiality.
This has already been discussed. Confidentiality is adequately provided for in
subsection 4.6. Also in subsection 5.4, an amendment is requested that would require
the provider to discuss “and provide” medically necessary or appropriate care. The
Commissioner disagrees with the suggestion and is concerned that such language may
bind the HMO for coverage of non-covered services. As written, the provision allows
the member to be advised of his or her treatment options and any associated costs.
Furthermore, any concern with incentive plans should be eliminated with the
amendment to subsection 4.5

In subsection 5.5, the Association asks how member input will be accomplished.
This issue has been previously dealt with.

The Association requests amendments to subsection 5.6 regarding “ties to
sanctioned, ethical professional practice” and considering “the well being of the
members before cost.” No explanation is given as to why these amendments are
considered necessary. The Commissioner feels the appropriate safeguards have been
included in the rule as drafted and makes no amendment to this subsection.

The proposed amendment to subsection 5.7 has already been discussed and
the rule amended accordingly.

In subsection 5.8, the Association recommends that the standards should
address parity between mental and physical health. The Association further asks how
high-risk persons will be protected and remain eligible for services. The Commissioner
does not feel that the standards need to address parity between mental and physical
health since basic health care services provided by HMOs includes at a minimum
“short-term mental health services.” See West Virginia Code § 33-25A-2(1).
Furthermore, renewability of accident and sickness insurance coverage is provided for
in West Virginia Code §§ 33-25A-2(d), 33-16-31 and 33-16D-7, all of which are
applicable to health maintenance organizations. Therefore, no amendment to this
subsection is being made.
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The Association reguests an amendment to subsection 6.1 ensuring “providers
in each area of the state in which it offers services.” The Commissioner does not feel
this is necessary since availability and accessibility of providers is a requirement for
licensure in this State. Additionally, it is not feasible to require certain specialty
providers in all areas of the State.

The Association suggests that a standardized application form be developed
pursuant to subsection 6.2 so that providers do not have to put the same information
into different formats. The Commissioner feels this is outside the realm of the quality
assurance rule, and disagrees that the amendment should be made. The Association
further asks that the rule provide that credentialing and recredentialing be done within a
90-day period. This issue has been discussed previcusly, and an amendment is made.

The Association requests an amendment to subsection 7.1 emphasizing
members’ right ro availability and accessibility of services. As previously stated, this
requirement is set forth in statute as a requirement for licensing and, therefore, no
amendment is necessary. lt is also requested that a provision be made for a member
to have the right to receive an appropriate level of care from a provider of the member’s
choosing. It is a matter of statutory law that the member choose a primary care
physician. The PCP is then to refer the member of a specialist as needed. See West
Virginia Code § 33-25A-2(17).

The Association has requested language is subsection 7.2 which will protect
individuals with special needs from being excluded from services due to their inability to
provide information about themselves or follow through with recommended treatment.
No explanation or justification has been given for the suggestion and the Commissioner
does not understand the need for such language. No amendment to this section is,
therefore, being made

It is also requested that language be added so that communications occur in a
manner useful for members. While the commissioner has no objection to this
suggestion, he feels that the requirement of the HMO to abide by federal and state laws
(such as the ADA) should eliminate this concern. No amendment is, therefore, being
made.

The Association feels that subdivision j of subsection 7.3 shouid be amended to
provide additional safeguards for the appeals process, such as appeal to the
Commissioner. This provision is a matter of statutory law and, therefore, it is
unnecessary to reiterate this in the rule. See West Virginia Code § 33-25A-12,

Again, in section 9, the Association stresses the importance of protecting

member confidentiality. This issue has been previously addressed and no amendment
to this section is deemed necessary.
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(6) A comment was received by Nidia Henderson, Government
Relations Coordinator for the West Virginia Behavioral Healthcare Providers
Association. The Association requests that the definition for “clinician” in subsection 2.4
be broadened. This issue has been previously addressed and no amendment is made.

The Association asks if it is the intent of the Department that the governing body
of an HMO be an instate group. The composition of the governing body is determined
by West Virginia Code § 33-25A-6. There is no requirement that the body be an instate
group.

The Association also expresses concern about the definition of “health
maintenance organization” and its referral to dental services. This issue has been
discussed and the Commissioner does not feel an amendment is necessary. However,
the Commissioner does agree with the comment that “it would be cumbersome and
discouraging if a person with a chronic . . . . illness had to seek approval of the HMO's
primary care physician every time he or she sought . . . . services.” Therefore, the
following language is added to section 7:

7.4 A health maintenance organization shall have a procedure
by which a member, upon diagnosis with a life-threatening, degenerative
or disabling condition or disease, either of which requires specialized
health care over a prolonged period of time, shall receive a standing
referral to a specialist with expertise in that condition or disease who will
be responsible for and capable of providing and coordinating the
member’s specialty care. When a standing referral is made, the HMO
shall periodically review the referral for continued necessity.

The Association questions the definition of “member” in subsection 2.11. The
Commissioner points out that this is the statutory definition contained in West Virginia
Code § 33-25A-2(8) and, therefore, no amendment is warranted.

It is questioned whether the term “practice guidelines” as defined in subsection
2.13 is intentionally vague. This definition was drafted in accordance with the standards
of a national accreditation and review organization. The Commissioner intends this
term to be broad.

The Association suggests that subdivision ¢ of subsection 3.1 should make
reference to reasonable travel distance and waiting times for services. As previously
mentioned, availability and accessibility of providers is provided for by statute and is a
condition for licensure. Subsection 3.1 already provides for the delivery of care in a
timely manner. The Commissioner, therefore, does not feel that an amendment to this
subsection is necessary.
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The Association suggests that section 4 be amended to provide specific
language regarding the provision and payment of emergency medical services. This
issue has previously been addressed. Provisions regarding emergency medical
services are confained in 114CSR50. No amendment to this rule is, therefore,
necessary.

In subsection 4.5, the Association suggests that additional language be added to
prohibit the practice of provider reimbursement in relation to service denials. This issue
has been discussed previously and the proper amendment has been made.

In subsection 4.6, the Association is concerned regarding the confidentiality of
medical records. This issue has been addressed and the Commissioner does not feel
any amendment {o this subsection is warranted.

The Association suggests that the language in subsection 5.1 should include
consumer representative, medical ethicists and other stockholders. This issue has
been addressed previously and no amendment is warranted.

The Association again expresses its concern for confidentiality of medical
records in relation to the provisions of subsection 5.4. This issue has been addressed
and the Commissioner sees no need for any amendment to this subsection.

The Association questions the method in which members are to be notified of
opportunities to participate in and offer suggestions on quality improvement. This issue
has been addressed previously.

It is requested that “patient outcomes” be added to subsection 5.6. This has
been previously suggested and the recommended amendment has been made.

In subsection 7.1, the Association suggests language addressing the needs of
persons with disabilities. This issue has been addressed previously and the
Commissioner does not feel that an amendment is necessary given required adherence
to state and federal laws, such as the ADA.

The Association expresses concern that subsection 7.2 does not address
situations where patients are desirous of altering the course of treatment. This issue
has been discussed previously and the Commissioner make no amendment {o this
subsection.

Again, in subsection 9, the Association expresses concern about member
confidentiality. This issue has been addressed and no amendment is needed.

(7) A comment was received from Mimmie H. Byrne, President of the
West Virginia Chapter of the National Association of Social Workers. Ms. Bryne
makes several suggestions without any explanation or rationale as to why these
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changes are necessary. Most of these suggestions have been discussed previously
and no amendments to the rule were required. The Commissioner has reviewed the
remaining suggestions and does not feel any amendments are warranted.

(8) [dentical comments were received rom Mimmie Byrne, Pamela
Sullivan, Richard M. Goldman of behalf of the West Virginia Coalition of Professional
Associations, and Mr. Goldman on behalf of the Licensed Professional Counselors
Association. These organizations make suggestions regarding subsections 2.2, 2.4,
2.9,213,2.14,217,3.1,4.3,46,5.1,52,5.4,5.5,566,5.8,6.1,6.2, 71, 72and 7.3
which have been previously discussed and the Commissioner does not feel that any
amendments to these provisions are necessary.

With regard to subsection 4.5, these organizations are concerned with the
prohibition against financial incentives to deny medical services. This issue has been
addressed and the proper amendment has been made.

The organizations suggest an amendment to subsection 5.2, but provide no
explanation why they feel the proposed language is needed. The Commissioner does
not understand the need for this additional language and, therefore, no amendment is
being made.

The organizations suggest an amendment to subsection 5.7 which has already
been addressed and the appropriate language added.

It is suggested that subdivision d of subsection 6.3 be amended to include the
phrase “or appropriate graduate school.” The Commissioner is in agreement with this
suggestion and amends subdivision d of subsection 6.3 to read as follows:

d. graduation from medical school or appropriate
graduate school and completion of a residency, specialty training and
board certification, as applicable.

It is also suggested that subdivision c of subsection 6.8 be amended to
specifically include certain boards. The Commissioner does not feel this amendment is
necessary since the requirement is not limited to those boards specifically named, “the
appropriate State licensing boards such as. . . .. “ (Emphasis added.)

The organizations also have questions regarding the policies and procedures for
reducing, suspending or terminating practitioner privilege. The rule merely requires the
HMO to develop and have in place such policies and procedures. The policies and
procedures will then be reviewed by the accreditation and review organization and the
Commissioner to determine their adequacy.
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The organizations also question the provision of grievance procedures in
subdivision a, subsection 7.1. This procedure is more fully explained in West Virginia
Code § 33-25A-12 and does not need to be reproduced in the rule.

Finally, it is suggested that section 9 be more fully developed, but no

suggestions have been made. The Commissioner feels that this section is adequate
and makes no amendment at the present time.
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COALITION OF PROTESSTONAL ASSOCIATIONS

oF MENTAL HEALTE FROVIOERS OF WrST VIRGINA

WY Fachiauic Amodaton WY Lianard Profll Goutitaites Axac,
Wy pryiiogical Azsociation Nasooal Arouiytion of SeeialWorkers
W N Amacution WV Chipuy

MINDIE BN, ASF0C. PRy WYL BIRAY. MEDICING, 930 CestUT HIDGE ., MORGANTOWS, WV 26305 (204) 2932411

Dorma §, Queeenberry, Aseociare Counsel
Astentior: Legal Division

Offices of the lnsurance Conumissiener
F.0. Box 50540

Charlesten, WV 25805-0540

RE. 114CSRss, Legistative Rules on Quality Assurance
. Dsar Mrs, Quesenberry:

The Steering Comuxittee of the West Virgmia Coalition of Professional Associations of Mental Health
Care Providers (COPA) commends you zad your office for proposing the sbove-rnentioned Legislative
Rules on Quality Assnrance. We view your effort toward furthering the Rules an Quality Assurance as
generally promoting the health and safety of the pecple of West Virginia and, specifically, as protection of
its patients.

The meber organizations of COPA , the WV Peychiatric Assodation, WV Psychologica] Association,
Mationa! Association of Social Workers-WV Chapter, WY Psychiatric Associntion, WV Licensed
Professiom) Counselors Association, and the Appatachien Art Therapy Association), feel that ment=l
health services ave as available with the sarpe degree of actess and duration 38 physical health services.

Wee also feel that it is trnporeant that sverss of appesl regarding HMO actions be directed to authorities
which exist outside the HMO umnbrelta. ‘We feet that this is especially necessary when it involves
questions about the courss of treatment.

We appreciste the apportunity that you offix for providing input regayrding this patter. The following
cormmwnts indude many of gur concerns, but due to the short preparation tire allawed for this letter is
not ali-inclusive. On a point-by-point basis:

§ 114552 Definitions

22 Who sets the standards and deterwrines the “appropriatansss’?

2.4 =Clinician” might al1o indude a Licensad Profeasiongl Coymselar and 5 Licemmed Qlirdesl Social
“Worker?

29 HMO might include menwl health services along with hraith services?

esa Also saight include mental health services along with health scrvicea?

2.5b Might be written “Pritmrily provides physicians’ and other health and mental health care Hoensed
providers services?”

818 Pe{:b:pz could be rare spacific by Sting & national, standard sousce 2s basis for establishing the
protoools?

2,14 Provider should inciude Psychologist, Licerued Professional Counselor, and Licenzed Clinjcal
Social Worker. ,

€.17 Designed by whon? Any requircrent for no=HMO input?

8.1c Might it also provide for “grographically accemsible” care, especially in rural areas?
8.2 Axu suggested addition that would provideifor  fair, open, and standgrdized crdemtialing process.

a.Szs A o0 day lirit on a gtandardized credentiafing and recredentinling might be establinhed,
4.5 “No HMO mmy place any restyrictions, lal or otherwire, upon any provider... (no-geg erder)...

2.6 Nead stronger protection and delinested sanctions.

P.B2
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.14 The committee right indude non-HMO members, sush as consurer advocates and profassionals
who miight e able to more objectively monitor quality and athical issues. o
5% The quality feprovement shall be accountable to the governing body of the HMO for meeting @ gives
establisked appropriatz siandard.
5.2¢ drrure all notification, evins and treaiment decivions are mads by pessons wha passess the appropriaie broel of
training and evedetialing tn their pectalty.
54 Must (8) provide for patient confidentiality arsd (b) cali for provider’s ability to corrmonicate and
provide appropriste care.

5.50 Specifically, how will this be accomplished?
56 ....criteria that are based on reasonzble sclentific evidence end profesrional ethics.  Sangtions?
£6c Guidelines shall priovitixe member wall-bemg over cost

&.7¢ An HMO shall develop and implement mechanisms for:. ... Patiznt Cutames. ‘
5.8 Standards need to addrees moental health/physical health parity. It also st protect higherisk

. persons to remain eigible for services.

1134556 ialin =]

6.1 An HMO shall epsure that its netwark has sufficient numbers and types of providers grographically
distributed in eack aren of the state in whick it offers seyvices (especially the rural ereas).

6.2 A standardized credentinting and recredentialing ferm.should be developed and utilized,

6.8 The crodentialing/ racredentialing prosess thold be livited 10 50 days.

6.3d graduation from medical or apfropriate graduaiz school-.-..

65 ...the appropriate State licensing boards such s the Board of Medicine, Chiropractic Board,

Ostecpathic Board, Prydholagy Boord, Secial Weork Board, Board of Examiners in Counseling, and/or Dental

Board:

6.5¢ ... Boardof Medicne, Chiropractic Board, Ostecpathic Board, Psychology Board, Secal Fork Board,
Board of Ezaminers tn Counreling, snd/for Dental Baard;

6.0 Specifically, how is this established and by whort?

6.8f2 Specifically, to whom?

114555 iotrts am jlits

7.1 (a) Availability of accessible service (evpecially in rural arear) and (b) the right to receive an
appropriate level of care from 3 provider of the memmber’s choosing.
7.1a ‘To whemand with what sanctions for the HMO?
72 {a) What sbout protecting members with special needs and thewr inability to follow-thr?
(b} "What ahout protecting member who do oot follow & specialty recommendation?
7.3 Provide additional safeguard for the appeals process, for example, adding. . .as well o appealing the
FIMO derision to the BV Insurance Commissionar or ars independent arbitration. committes as to witich treatment
#hall be covered.

£ 114539 Medical Recgrds
Thie is an area of WSt concern and xst be developed significandy.

Confidentiality, access to care for physical and mental health, appropriate mechartism for redress, and an
open relationship between provider and patient/ client/mendber highlight many of owr concemms.
Although thers are other concerns that we did not fully have the e to eXamixe and comament on, we
hope that you will keep the forum open for both cur reported and unreported iasues regarding these
Legislative Rules.

A
!

Micrayse B;ﬁfl;mml Association of Soci=l Workers
Speaker-Elect, Steering Cormmittes, WV.COPA

P.83
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COALITION OF PROFESSIONAL ASSDCIATIONS

QF MEN'I‘_A!.;HEALTH PRovioeRs OF WEST VIRGINIA

WV Prychiaic Amochation W Licerwed Profl. Cosrueiods Asaoc.
WV Prychologian} Axtochition. Nationat Amocistion of Socie Wedkers
WV Nuring Amacaion WY Clugper

PANILA SULLTVAN, M.D., ASSC, FXOF, GF PRICHIATRY, CRGANTOWN, WY 26503 {304] 263-2411
Donna 5. Quesenbesry, Associate Counsel

Awention: Legal Division

Offices of the Ingurance Comznisstones

P.O. Box 50540

Charleston, WV 25305-0540

RE: 114C5R53, Legislative Rules on Quality Assurance

Drear Mrs. gmmbe:ﬂ

The Steering Committee of the West Virginia Colition of Professional Associations of Mental Health
Care Providers {COPA) cormrends you and your office for proposing the shove-rmentioned Legisiative
Rules on Quality Assurance, We view your effort toward Airrthering the Rules on Quality Aesurapce as
generally promoting the health and safety of the penple of Went Virginia and, epecifically, s proteciion of
its patients,

The mepcber organizations of COPA , the WV Psychistic Assodiation, WV Psychological Association,
Naticrial Association of Socisl Werkers-WV Chapter, WV Peycaiatric Association, WV Licensed
Professional Counselers Asaaciation, and the Appalachian Art Therapy Association), feel that mental
health sarvices are as available with the same degres of soores and duration as phiysical health services,

We also fael that it is inportant that avenues of appeal mg-ai’ding HMO actions be directed to authorities
which exist outsice the MO ummbrellx, ‘We feel that this s especislly necessary when it invalves
questions about the course of treatrent.

We appreciate the epportunity that you offer for providing input regarding this matter. The following
conanents indude many of our concerns, but due to the short preparation tme allowed far this letter is
pot all-inclusive. On a poine-by-paint basis:

§ 11453 ¢ Definitions

g8 Who sets the standards and determrines the "approprizteness™?

2.4 “Chinician™ rright also include & Licensed Professional Counselor ared 8 Licensed Qlinical Social
Worket?

29 HMO might indude mental health services dlong with health services?

29a Also might include mental health services aonig with health services?

2.5b Might bei written “Prizurily provides physicians’ and other health and roental health care licenved
providers services:” ‘

219 Perhaps could be moze specific by citing & national, standard source a5 basis for establishing the
protocols?

2 14 Provider sbould indude Psychalogist, Licensed Professional Counselor, and Licepsed Clinical
Spcal Worker,

217 Desigred by whomn? Any requirement for pon-YIMO input?

3.1c Might it alse provide for “geographically accessible” care, especially in rural areasP
3.0¢ As 8 suggested addirion that would provide;for a fair, open, and standlardized credentialing process.

§ 114-68-4 Bequirgrents of 3 Quality Assursnce Program
4323 A 90 duy limit on u standardized credentialing and recredentizling raight be established,

4.5 “No HMO may place any restrictions, financial or elhertrii upon any provider. .. {no=gag order)...
4.5 Need stronger protection 2nd delineated sanctions.
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2913 rove,

513 The conxmittes might include non-HMO mewbers, such ds consurner advocates and professionsls

who might be able o more objectively momitor quality and ethical issues.

5.2 The quality improvement shall be accountable to the governing body of the HMO for meing a given

extablivhed opprogrials sidndard

5.9¢ Arrare all agtification, reviny and treatment decisinns are wade by peravns wha possess the appropriate levelt of

Srainds, gmdaﬁvw' Saling i thair shecially,

5.4 Must {a} provide for patient confidentiality and.(b) call for provider's ability to commmmicate end
ide 2ppTOPTIAtE COre.

§.5b Specifically, how will this be acenmplished?

56 ... riteriathat are based on ressorable scientific evidence and professional ethics. Sanctions?

£.6e Guidelines chall prioritine member well-being over cost.

&.7¢ An HMOQishall develop and inmplerment rechanisme for:. .. Potiont Cuicomer.

6.8 Standardsnced to address mental health/phiysical health parity. It also mmist pratect highstisk
pexvesss % Femin eligible for services. .

§5114.58-6 Cr_edenga‘ ting.apd Recredentizling

6.4 An HMO chali ensure thar its network has sufficient rummbers and types of providers geographically
distributed in cack area of the stale in whick it offers services (cpecially the rusal aveas).

e A smndardized credentialing and recredentialing form should be developed and utilized.

&.9¢ The credesitialing/recredamtialing process should be limited to 50 days.

#.5d gradvarion from medical or appropriate graduate school. ...

5.5 ...the appropriate State licsnsmg boards such a< the Board of Medicine, Chiropractic Board,

Owweopathic Board, Prychology Board, Social #ork Béard, Board of Exarniners in Couwseling, apd/or Dental

Board;

&8¢ ..... Board of Medicine, Chirepractic Board, Ostecpathic Beard, Pryhology Beard, Social Work Board,

Board of Exansiners in Counseling, and/or Detrtal Board,;

6.8f Specifically, bow is this established and by whon?

6.8f¢ Specificklly, to whone?

aq1

Mexobers' Bj bl jei
7.1 (a) Availability of acceswible service (especially In rural areas) and (b) the right to receive an
appropriate level of care from a provider of the membet™s chaosing. :
‘.14 To whom and with what sanations for the HMO?
7.2 (a) What about protecting roenibers with special needs and their inability to follow-thru?
(&) What about protecting merriber whe do not follew a specialty recomrmendation?
7.4} Provide additional safeguard for the appeals process, for example, adding. ...as well ar appeating the
HMO d:wma'mwwrfw o Buvanes Commmitsionsr or an indspendent arbitration vomuittee 2 to which tratwnt
sholl be

& 114509 Medical Records

This js an acea of utmoat concern and must be developed significanty.

Cotﬁdendﬂli*;'y, secass b cave for physical and mental health, appropriate mechanizm for redress, and m
open relarionship between provider and patient/chent/member lighlight may of our concerns.
Although there are other concerns that we did not fully bave the tome to exammine ad corment on, We
bope that you will keep the fornm open for both cur reported and unreported issues regarding theoe
Lagislative Rules.

Sgerely,

A Wﬁ
gﬂ%ﬂ:—g& M.D,, Steeving Conmittee, COPA

' “President, West Virginia Psychiatric Association

TOTAL P.BS
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SERRER EEE
WEST VIRGINIA LICENSED PROFESSE

: P e

ONAL COUNSELORS ASSOCIATION |

Dr. Richard M. Goldmsan
Immediate Past President
Chair, Govemment Relations

.
ONE DOGWOOD LANE ST, GEORSE, WV 26280
(304) 478 - 4842 FaX: 476 - 4006 DRECLOMAN@AOL.COM

Dopna 5. Quesenberry, Associate Counsel
Attention: Legal Division

Offices of the Insurance Cornrrissioner
P.C, Box 50540

Charleston, WV 25305-0540

RE: 114CSR53, Legistative Rules on Quality Assurance
Dear Mrs. Quesenberry:

The Board of Directors of the West Virginia Licensed Professional Counselors Association, forrperly the
WV Mental Health Counselors Association, commends you and your offics for proposing the above-
mentioned Legislative Rules on Quality Assurance. We view your effort toward ﬁxrthering the Fules on
Quality Assurauce as generdlly promoting the health and safety of the pecple of West Virginia and,
specifieally, as protection of its patients.

I accord with our fellow members of WV COPA. (The Coalition of Professional Associations of Mental
Health Care Providers: WV Psychiatric Association, WV Psychological Association, National Association
of Social Workers- WV, WV Psychiatric Association, WV Licensed Professional Counselors Association,
and the Appalachizn Art Therapy Assoclation), wa feel that mental health services are a3 available with
the same degree of access and duration as physical health services.

We also feel $hat it is irportant that avenuss of appeal regarding HMO aciions be to authorities which
exist outside the HIMO wmbrella. We feel that this is especially necessary when it involves questioos
about the course of treatrent.

We appreciate the opportunity that you offer for providing imput regarding this matter. The following
cormzrents include many of our concerns, but due to the short preparation time allowed for this letter is
not all-inclugive. On a point-by-point basis:

11 Definitions

2.2 Who sets the standards and determines the “appropriateness”?

2.4 “Clinician” might also include a Licensed Professional Counselor and a Licensed Clinical Social
Worker?

2.9 HMO might include mental health services along with health services?

2.0a Also might include mental health services along with health services?

2.9b Might be written “Primarily provides physiclans’ and other health and mental health care licensed
providers services”

2313 Perhaps could be more specific by citing a national, standard source as basis for esteblishing the
protocals?

2,14 Provider should include Psychologist, Licensed Professional Counselor, and Licensed Clinical
Social ‘Worker,

2.17 Designed by whomr? Any requirement for non-HMO imput?
114-58-8 Go i 8

s.1c Might it also provide for “geographically accessible” care, espedially in rural areas?
s.1¢ Ae a suggested addition that would provide for 4 fair, open, and standardized credentialing process.

114-53-4 Requirvernents of a ity Assurance

4923 A S0 day lirnit on a standardized credentialing and recredentialing miight be established.
4.5 “No HMO may place any restrictions, finencaal or otherioise, upon any provider....(no-gag order)...

AR Noesd atrancer nentectinn and delinsared annctiong
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58-5 Ouali ana tand T vemeant

5.1d The commmittee might include non-HMO merrbers, such as consumer advocates and professionals
who might be able to more objectively monitor quality and ethical issues.
52 The quality itroprovernent shall be accountable to the governing body of the HMO for meeting 2 given
established appropriate standard, o
8.2¢ Assure all notification, reviaw and treatment desisions ara made by persons who possess the appropriate levels of
training and credentialing in their specialty.
8.4 Must {2) provide for patient confidentialicy and {b) call for provider's ability to communicate and
provide appropriate care.

' 8.5b Specifically, how will this be accomplished?
5.6 ...iriteria that ave based on reasonable scientific evidence and professional ethics, Sanctions?
&8¢ Guidslines shall prioritive member well-Being over oost,
3.7¢ An HMO shall develop and implement mechanisms for-..._Patient Chtcomes.
5.8 Standards need to address mental health/physical health parity. It also must protect high-risk

persons to rerrain eligible for services, :

14-58-6 Credentiali ecre

6.t An HMO shall ensure that its network has sufficient numbers and types of providers geographically
distributed in each area of the state & whick it offers rervices (especially the rural areas).

6.2 A standardized credentisling and recredentiating form should be developed and utilized,

6.2¢ The credentialing/ recredentiling process should be limited to 90 days.

6.8d graduation from edical or appropriatz greduate school......

8.5 .._.the appropriate State licensing boards such #3 the Board of Medicine, Chiropractic Board,

Osteopathic Board, Prychology Board, Social Work Board, Board of Examiners in Counseling, and/or Dental

Board;

8.8¢ ..... Board of Medicine, Chiropractic Board, Osteopathic Board, Pyychology Board, Sedal Werk Board,

Board of Ezaminers in Counseling, and/or Dental Board;

6.8f Specifically, how is this established and by whon®

6.6f2 Specifically, to whorn?

11453 a ! esponsibilities

7.1 (a) Availability of accessible service (especially in riwal areas) and (b) the right to receive an
appropriate level of care from a provider of the marmber's choosing.

7.1a To whom and with what sanctions for the HIMIO?

7.2 (a) What abowt protecting mernbers with special needs and their inabllity to follow-thru?
(b) What about protecting member who do not follow a specislty recommendation?

7.9] Provide addidonal safeguard for the appeals peocess, for exainple, addiig. ...ar well ar appealing the

HMO decision to the IFF Insurance Contmistionsr or an independint arbitration commitler as to winch treatment

thall be covered.
§ 114-53-8 Preventive Health Services  8.1¢9 Add Caneer to HIV Counseling
§114-53-9 Medical Records This js an area of ummet concern and pamst be deveioped significandy.

Counfidentiality, access to care for physical and mental health, appropriate mechanism for redress, and an
open relationship between provider and patient/dient/imember highlight many of our concerns.
Although there are other concerns that we did not fully have the time to examine and cormment on, we
hope that you will keep the forum open for both our reported and unreported fssues regarding these
Legistative Rules.

M. Goldrman, DDS, MA, LPC, NCC, RTC.
Paat-President, Licensed Professional Counselors Association
Chairman, Governreent Relations Commmittes
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Donna 5. Quesenberry, Assodate Counsel
Attention: Legal Division

Offices of the Insurance Corramissioner
P.O. Box 50640

Charleston, WV 25305-0540

RE: 114CBR53, Legislative Rules on Quality Assurance
Dear Mrs. Quesenberry:

The Steering Coprmnitice of the West Virginia Coalition of Professional Associations of Mental Hezlth
Care Providers (COPA) cormmends you and your office for proposing the above-mentioned Legislative
Rules on Quality Assurance. We view your effort toward furthering the Rules on Quality Assurance as
generally promoting the health and safety of the people of West Virginia and, specifically, as protection of
its patients.

The metnber organizations of COPA , the WV Psychiatric Association, WV Psychological Association,
National Association of Social Workers<WV Chapter, WV Psychiatric Association, WV Licensed
Professional Counselors Association, and the Appalachian Art Therapy Association), feel that mantal
health services are as available with the same degree of access and duration as physical health services.

“We also feel that it is Iroportant that avenues of appeal regarding HMO actions be directed to authorities
which exist outside the HMO urdrella. 'We feel that this is especially necessary when it invelves
questions about the course of treatrment.

‘We appreciate the opparhmity that you offer for providing input regerding this matter. The following
cotrmnents incdlude many of our concerns, but due to the short preparation Hme allowed for this letter is
not all-induzive. On a point-by-point basis:

14-53-2 itd

2.2 Who sets the standards and determines the “appropriateness™?

2.4 “Clinician” might also include a Licensed Professional Counselor and a Licensed Clinical Social
Worker?

2.9 HMO might include mental heal th services along with health services?

282 Also might Indlude mental health services along with health servicas?

2.8b Might be written “Primarily provides physiciany’ and other health and mental health care licensed
providers services:”

2.13 Perhaps could be more specific by citing a vational, standard source as basis for establishing fhe
protocols? .

2.1¢ Provider showld include Psychologist, Licensed Professional Counselor, and Licensed Clinical
Social Worker.

2.17 Designed by whor? Any requirement for non-HMQ input?

14-53-3 Goals of i g Pro

3.1¢ Might it also provide for “geographically accessible” care, especially in rural areas?
3.7e As a suggested addition that would provide for a fair, open, and standardized credentialing process.
14— Requi n i Fro

4.3a3 A 90 day lixpit on a standardized credentialing and recredentialing might be established,
44 “No HMO may place any restrictions, financial or atherwise, upon any provider....{no-gag order)...
4.8 Need stronger protection and delineated sapctions.
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114-53-5 Onality Mana nt and Iirprov

5.1d The committee might inctude non-HMO marnbers, such as consumer advocatas and, professionals
who mmight be able to more objectively monitor quality and ethical issues.
&8 The quality improvement shall be accountsble to the governing body of the HMO for meeting a given
establisked approfriate standard.
&.8e Assure all notification, review and treatment decisions ave made sons who possess the a viate levels
training and Wedegzhfzhg #rn Eheir spectully. e por ok 7
3.4 Must (2) provide for patient confidentality and (b) call for provider’s ability to corrmmumicate and
provide appropriate care,

5.5b Specifically, how will this be accormplished?
5.6 ...criteria that are based on reasonable scientific evidenca and profetional ethicr. Sanctions?
&.8¢ Guidelintes shall prioritive member well-betng over cost.
&.7¢ An HMO shall develop and inplement mechanisms for:...Patient Outcomes.
5.8 Standards need to address mental health/physical health parity. It also mmst protect high-risk

persons to remain eligible for services.

53-8 Credentiali <] Becr Halin

6.1 An HMO shall ensure that its network has sufficient nutnbers and types of providers geographically
disiribuled in each area of the state in which it offers services (especially the rural areas).

6.2 A standardized credentialing and recredentialing form should be developed and utilized.

6.2¢ The credentialing/recredentialing proces; should be fmited to 90 days,

6.5d praduation from medical or appropriate graduate school......

6.5 ....the appropriate State licensing boards such as the Board of Medicine, Chiropractic Board,

Osteopathic Board, Psydhology Board, Secial Bork Board, Board of Ezaminers in Counseling, and/or Dentat

Board; '

8.8¢ ..... Board of Medicine, Chiropractic Board, Osteopathic Board, Psychology Board, Secial Work Board,

Board of Examiners in Counseling, and/or Dental Board;

6.8f Specifically, how is this established and by whom?

6.8f2 Specifically, to whom?

1 i Mermbers' Rights and Re sibili

7.1 (a) Availability of accessible service (especially in rural areas) and (b) the right o receive an
appropriate level of care from a provider of the mermber’s choosing.
7.1a To whom and with what sanctions for the HMO?
7.2 (a) What about protecting menibers with special needs and their insbility to follov-thru?
{b) What about protecting member who do not follow a specialty recormmendation?
7.9] Provide additiona! safeguard for the appeals process, for exammple, adding. ...as well as a;zealz‘agt}ze
HMQ decizion to the ¥ Insurance Commissioner or an independent arbitration ommities as to which treatment
shall be covered.

4-88-9 i s
This is an area of utmost copcern and must be developed significantly.

Confidentiality, scoess to care for physical and mental health, appropriate mechanism for redress, and an
open relationship between provider and patient/client/member highlight many of our concerns.
Although there gre other concerns that we did not fully have the time to exarmine and cormment on, we
hope that you will keep the forum open for both our reported and unreported issues regarding these
Lagislative Rules.

Sincerely,

Richard M Goldman, DDS, MA, 1PC, NCC, RTC.
Spesker, Steering Cornmittee, COPA

cc: Mimmmmie Byrne, President, WV National Association of Social Workers
Dr. Pam Sullivan, President, WV Psychiatric Association
Dr. Betsy Evans, President-Elect, WV Psychological Association

Voms Tlarmrrar Thooeldrmam TP T et eiiaTe AT ecceve & e s nine! one




West Virginia Behavioral Healthcare Providers

ASSOCIATION
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July 24, 1997 U o s pﬁ D
w oy, By
. p1 O% /
Donna S. Quesenberry, Associate Counsel 4 031?
Legal Division \\,

Office of the Insurance Commissioner
P.O. Box 50540
Charleston, WV 25305-0540

Dear Ms. Quesenberry:

Please accept the following as comments on the proposed rules in the Series 53,
relating to Quality Assurance standards with Health Maintenance Organizations. We
thank you in advance for your consideration.

First, we'd like to commend your office for proposing such rules, as they will help to set
a standard at a crucial period in the health care delivery system as the expansion of
HMO’s continues, both relative to private and public sector patients. While West
Virginia has been slow compared to other states in this regard, the trend still indicates
that the growth will continue, particularly as more Medicaid patients are enroiled.

Given the fact that HMOs are now predominately for profit organizations, and that they
have a strong incentive to control costs, without proper oversight and controls, many
consumers could suffer from the denial of medically necessary services.

With that said, let me offer these specific comments:

1) In the Definition section, 114-53-2, 2.4, we are concerned that the definition of
clinician is too narrowly defined excluding such practitioners as physician assistants,
nurses, chiropractors, podiatrists, acupuncturists (who are now licensed in the state),
social workers, drug and alcohol abuse counselors, occupational therapists, physical
therapists, etc. We would suggest language that is in conformity with the states’
policies and practice (Medicaid, PEIA, etc.) recognizing other legitimate provider
groups. To do otherwise could preclude many recipients of HMO services, particularly
persons with disabilities, from receiving medically necessary services.

2) 2.8, Governing Body, is it the intent of your department that this be an instate
group? ‘

8 Capitol Street, Svite 600 Charleston, West Virginia 25301 3043430728




3} 2.9, d, we have concerns that this language practically precludes the ability of a
HMO from subcontracting for specialty services other than dental. It would be
cumbersome and discouraging if a person with chronic mental iliness had to seek the
approval of the HMO'’s primary care physician every time he or she sought mental
health services. As you may know, there are thousands of West Virginians who
depend on the routine care behavicral health providers deliver which enable them to
live successfully in the community.

4) 2.11, we question if the term “voluntarily enrolled” is intentional in light of
developments in Congress?

5) 2.13, do you mean to leave practice guidelines vague or refer to nationally
recognized standards? For example, a reliable and objective source can be found in
the U.S. Agency for Health Care Policy and Research.

8) Section 114-53-3, 3.1c, should not reference be made to reasonable travel distances
and waiting times for services?

7) Section 114-53-4, Requirements of a Quality Assurance Program, we believe this
should have very specific language relative to the provision and payment of emergency
medical services.

8) 4.5, we strongly support this language, but would suggest that in addition to this “no
gag rule’, that additional language would be adopted prohibiting the practice of
provider reimbursement in any way being related to service denials.

9) 4.6 regarding the confidentiality of medical records, we suggest that this language
further delineate that in matters involving disclosure of records, that only those portions
of the record be released pursuant to [aw, and not the entire medical record.

10) Section 114-53-5, 5.1, d, should not this committee include consumer
representatives, medical ethicists, and other stakeholders?

11) 5.4, again we have concerns relative to the confidentiality of medical records.
Health care contractors should not be required to release a patients medical records in
total, only the relevant sections. The last sentence of 5.4 should also address policies
regarding provider ability to treat appropriately, as well as addressing the issue of
freely giving advise,

12) 5.5 b, how are members to be notified of such opportunities and through what
forums may they have input?

13) 5.6, it would be appropriate to add a section relevant to patient outcomes.

14) 7.1, absent here is language addressing the needs of persons with disabilities.




TDD services must be available, information on audio tape, braille, etc. A thorough
review of this section in relation to compliance with the Americans with Disabilities Act
would be helpful. Furthermore, it would be appropriate to ensure compliance with other
civil rights statutes in this section.

15)7.2 This language is froubling in that it does not address situations where patients
are desirous of altering the course of their treatment.

16)7.3, again this entire section should be reviewed to comply with the ADA.

17) Section 114-53-9, Medical Records, we reiterate extireme caution here in relation to
only those relevant records being released pursuant to state and federal laws. We
further urge, in concert with the recent debate in Washington and pronouncements
from President Clinton, that discrimination based upon genetic testing be prohibited.

Ms. Quesenberry, these comments are far from exhaustive but we hope will provide
some assistance to you and the Department as you proceed on this very important
project.

Sincerely yours,

Mewe:

Nidia Henderson
Government Relations Coordinator




Health Insurance Asscciation of America

July 23, 1997 w@% o ¢ K99,

Ms. Donna S. Quesenberry

Associate Counsel, Legal Division
Department of Insurance

Post Office Box 50540

Charleston, West Virginia 25305-0540

RE  Proposed Regulations Title 114, Series 53
Quality Assurance

Dear Ms. Quesenberry:

On behalf of the Health Insurance Association of America (HIAA), | appreciate the
opportunity to provide commentis on the above-referenced proposed regulations. The
HIAA is a leading national trade association representing more than 200 health
insurance companies nationwide. Together, HIAA member companies provide high-
quality health services for the nation.

Section 114-53-2.9 (d) Definitions/ Health Maintenance Organization

Among other things, ties dental plans to health maintenance organization regulations.
HIAA believes that dental plans are separate products and subject to separate
regulations. [t should also be noted, that some dental plans are fee for service add-
ons.

Section 114-53-4.1 Quality Assurance Program/Federal Requirements

HIAA has concerns with this section which requires a health maintenance organization
to develop a quality assurance program which adheres to all applicable state and
federal laws, federal regulations and state rules. Specifically, HIAA has concerns with
state jurisdiction over mandating enforcement of federal laws.

555 13th Street, NW Washington, D.C. 20004-1109 202/824-1600




Section 114-53-4.2 (a) Quality Assurance Program/Filing Requirements

Requires a health maintenance organization to file notice with the commissioner prior to
any modification of the quality assurance program. HIAA respectfully requests that the
Depariment insert the word “material” before the word modification. By inserting the
word “material” it would eliminate unnecessary and burdensome filings.

Section 114-53-4.3 (a) Quality Assurance Program/Components

The language as currently drafted, implies that “quality assurance” and “utilization
review” are the same. HIAA believes that these sections should be redrafted, so that
the two terms are not interchanged.

Section 114-53-4.3 (¢) Quality Assurance Programs/Public Health Agencies
Provides that guidelines concerning public health related activities shall be developed
by HMO’s to ensure the ongoing cooperation and/or collaboration with state and local
health agencies. HIAA does not believe that HMOs are public health agencies, and
therefore, should not be subject to public health agency guidelines and principals.

Section 114-53-4.5 Quality Assurance/Communication

This section states that: "an HMO may not prevent any provider from advising an
enrollee whether or not a treatment is covered by the plan.” HIAA believes that
coverage is an Administrative issue, not a medical issue and physicians’
communications should not bind the HMO to any coverage or promise of coverage.
HIAA respectfully suggests that the Department strike this sentence from this section.
In addition, HIAA respectfully requests that the Department strike the phrase “options
available to the member.”

Section 114-53-5 Quality Management & Improvement
HIAA respectiully requests clarification on how quality assurance differs from quality
management.

Section 114-53-5.1 (c) Quality Management & Improvement/Medical Director
Provides that a medical director shall be employed full-time and will have substantial
involvement in quality improvement activities. HIAA does not feel that this section is
necessary. Frequently, someone other than the medical director performs utilization
review and quality review functions.

Section 114-53-5.1 (g) Quality Management & Improvement/Work Plan

Provides that a written quality improvement work plan be prepared annually and shall
include: the objectives, scope and planned projects or activities for the year; planned
monitoring of previously identified issues, including tracking of issues over time; and
planned evaluation of the quality improvement program. HIAA does not feel that plan
information should be made public for all other plans to review or have access to
review. Therefore, HIAA respectfully requests that these requirements be amended to
aliow for plan information to be considered confidential and proprietary.




Section 114-53-5.2 Quality Management & Improvement/Organizational Structures
HIAA has concerns with this section which provides that the quality improvement
committee shall be accountable to the governing body of a health maintenance
organization. Specifically, HIAA does not feel that organization structures should be
regulate.

Section 114-53-5.2 (d) Quality Management & improvement/Information
Provides that all quality assurance information shall be used in recredentialing,
recontracting and/or annual performance evaluations. HIAA respectfully suggests that
the Depariment strike the work “all” and substitute “appropriate.”

Section 114-53-5.3 (b) Quality Management & Improvement/Management
Functions

Requires quality improvement to be linked with other management functions of the
health maintenance organization such as network changes, benefits redesign, medical
management systems, practice feedback to providers and patient education. HIAA
respectfully suggests that the Department strike the phrase “benefits redesign.”

Section 114-53-5.4 Quality Management & Improvement/Provider-Patient
Communication

Among other things, requires contracts to specify that the HMQO allow open provider-
patient communication regarding appropriate treatment alternatives and that it does not
penalize the provider for discussing medically necessary or appropriate care for the
patient. HIAA respectfully requests that this sentence be clarified. The medical
communications between a provider and his/her patient does not bend the Health Plan
to coverage of all tfreatments discussed.

Section 114-53-5.5 (b} Quality Management & Improvement/Member Participation
Provides that members shall be afforded opportunities to participate in and offer
suggestions on quality improvement. HIAA respectfully suggests that the Department
strike the phrase “participate in.”

Section 114-53-6.3 Credentialing & Recredentialing/Deemer Rule

Provides that in terms of initial credentialing, an HMO shall obtain and review
verification of the sources specified. HIAA respectfully requests clarification on deemer
rule when plan is credentialed by an outside accredited credentialing agency. Does the
State of West Virginia have standard credentialing standards?

Section 114-53-6.7 Credentialing & Recredentialing/Accrediting

Requires among other things, that an HMO shall confirm that the health delivery
organization has been reviewed and approved by a recognized accrediting body and is
in good standing with state and federal regulatory bodies. Generally, accreditation by
an HMO is voluntary. Also, HIAA respectfully requests that the Department clarify what
is meant by the phrase “standards of participation.”




Section 114-53-7.3 (f) (g) (h) Members’ Rights & Responsibilities/Bill of Rights
Provides among other things, that all policies on members' rights and responsibilities
shall be provided in writing in clear and concise terms to all members and participating
providers and, at a minimum, shall address the following procedures for, polices
concerning or information regarding: (f) special benefit provisions such, as co-payment,
higher deductibles and rejection of claims, that may apply to service outside the system;
(g) member charges; and (h) notification of termination or change in any benefits,
services or delivery sitefoffices. HIAA respectfully suggests that the benefit provisions
outline under subsection “f,” "g,” and “h” cannot be specifically woven into a general bill
of rights because they can vary by membership category.

Thank you again for the opportunity to offer these comments.

With kindest regards, | am

Sincerely,

P R S I I

Amanda Matthiesen
Assistant Legislative Director

cc:. Randy Cox
Julie Garner
Ron Souders
Susan VanGelder

j\docistatiakmistatestwseries53\7-21.doe




July 25, 1997 RECEIVED

Donna S. Quesenberry, Associate Counsel

Attention: Legal Division JUL 25 1997
Offices of the Insurance Commissioner LEGAL DIVISION
P.O.Box 50140 W. VA, INS, DEPT,

Charleston, WV 253(5-0540
RE: Title 114, Series 53, Quality Assurance
Dear Ms. Quesenberry:

On behalf of the West Virginia Health Maintenance Organization Association
(“WVHMOA™), I am submitting the comments below on the above-referenced proposed rule. The
WVHMOA. is a West Virginia association consisting of the following health maintenance
- organizations: Advantage Health, Carelink, Coventry, Health Plan, Optimum Choice and Prime
One. The WVHMOA has limited comments regarding this proposed regulation.

In Section 3.1.a on page 4, the WVHMOA requests that the word “Assure” be
changed to either “Encourage” or “Facilitate” to better define the role of the HMO.

In Subsection 4.3.c on page 6, the regulations provide that: “Guidelines concerning
public health related activities shall be developed by HMO’s to insure the ongoing cooperation
and/or collaboration with state and local health agencies.” While the regulations generally track the
NCQA standards, this requirement is not contained in the NCQA standards. The Association has
concerns about this requirement because it neither understands what this language requires an HMO
to do, nor how it will be applicable to HMO’s in the private sector, nor why it is necessary. Further,
HMO’s are not public health agencies. Accordingly, the WVHMOA asks that this provision be
stricken from the regulations.

In Section 5.1.c on page 8, the regulations require that an HMO hire a full-time
Medical Director. Start-up plans may not require a fiill time medical director and may be able to
administer an effective quality assurance program with a part-time Medical Director. Accordingly,
we suggest that the words “full time” be stricken.

In Section 5.2.d on page 9, the regulation provides that “All quality assurance
information shall be used. . .” A concern this creates is that some of this information may not be
creditable or should not be used. We would propose that this language be changed to the following:
“All quality assurance information shall be considered. . .”




In Subsection 5.8 on page 11, the regulations require that “a health maintenance
organization shall establish telephone appointments, advice and member service lines.” Generally,
the provider rather than the HMO will be responsible for making a subscriber’s appointment with
the provider. Likewise, the provider and not the HMO will provide advice to subscribers.
Accordingly, the WVHMOA would ask that the language “telephone appointments, advice” be
stricken from this subsection.

In Section 7.3 on page 17, the regulations seem to require that the HMO’s provide a
separate document to each member to include this information. Presently, this information may be
incorporated into the Certificate of Coverage which is distributed to each member. By allowing the
HMO’s to incorporate this information into one document, it will be administratively easier, less
costly, and will accomplish the same goals.

The regulations set forth comprehensive standards for quality assurance for HMO’s.
Further, W. Va. Code § 33-25A-17A(c) provides, in pertinent part:

As a condition to doing business in this state, each health maintenance
organization which has been in existence for at least three years shall apply for
and submit to an accreditation examination to be performed by a nationally
recognized accreditation review organization approved by the Commissioner.
The accreditation review organization must be experienced in health
maintenance organization activities and the appraisal of medical practice and
quality assurance in a health maintenance organization setting. . .

Accordingly, an HMO must submif, among other things, its quality assurance program for review
by a nationally recognized accreditation review organization after it has been in existence for at least
three years. The regnlations do not provide that if an HMO has obtained approval from a nationally
recognized accreditation and review organization that the WVHMOA’s quality assurance program
is deemed to be in compliance with these regulations. We would request that the regulations
provide that if an HMO has obtained approval from such an organization that its quality assurance
program is deemed to be in compliance with these regulations.

If you have any questions, please do not hesitate to contact me at (304) 340-6947.

Sincerely,

WEST Virginia HEALTH MAINTENANCE
ORGANIZATION ASSOCIATION

5154
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) TEL. (304) 345-NASW (6279)
FAX (304) 343-3295
E-MAIL: NASWWYVY @ aol.com

National Association of Social Workers WEST VIRGINIA CHAFTER

Tuly 28, 1997

Donna S. Quesenberry, Associate Counsel
ATTN: Legat Division

Offices of the Insuranes Commissioner
PO Box 50540

Charleston, WV 25305-0540

Dear Ms. Quesenberrry:

Pursuant to the Legislative Rules on Quality Assurance, my congerns are as follows:
114.53-2
2.4 Add clinical social wotker
2.9.b strike physician; add health, mental health and sometimes child welfare
2.9.b.} strike physician, add provider
2.9b.2. strike physician; add provider

114-53-3
1.8. strike medical; add health

114-33-5
1.d A comumittee... include HMO providers. and consumers as active participants

Add h. The portion of the health care premiums spent on direct care shall be determined and
mads available to the Commissioner k

114-53-6

6.2.b strike doctors; add clinicians, Also'add: The training of the committes shail be similar to
the training of those being credentialed.

6.3.d4. after board certification add “or completion of a professional training program in
preparation for independent clinjeal licensure,” -

6.5.i.Add: Credentialing spplications shall be approved by the Commissioner.

6.4.b strike illegal drug use and alcohol abuse; add alcohol or dmg dependency

6.8 Add: This verification of credentizls should be in standard format approved by the

Comrpissipner.
6.8.b, strike iflegal drug use and alcohol atmse; add alcokol and drug dependendy.

114-53-7
1.a. Add: Information about grievances {0 the Insurance Commissioner shall be provided.
3. Add: Appeal to an external body shall be provided.

[ would like it noted that T have commented on these Rules. Thank you for reviewing my commenis,

Sincerely,

L nis 8 Gy
Mimmie H, Byroe, President
WV Chapter
Nationa] Association of Social Workers

TOTAL P.GB2
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West Virginia

Developmental Disabilities

Planning Council

- Tuly 25, 1997

Donna 8. Quesenberry, Assoc. Counsel
ATTN: Legal Division

-Offices of the Insurance Ccm:mssmner
P.O. Box 50540

Charleston, WV 25305-0540

Dear Ms. Quesenberry:

Thank you for the opportunity to comment on the proposed standards for Senes 53, Quahty
. Assarances for health maintenance organizations.

The Developmental Dmabﬂlties Planping Council is aware of the gmwth in enroliment in health
maintenance organizations in West Virginia. This means, of course, that more individuzals with
developmental and other disabilities are receiving their health care coversge through managed
.care entities. We comuiend the Iusurance Commission on drafting standards for quality '
assurance We would like to request your con51derauon of the following specific comments: °

1. §1 14-53 2. 2.4: We are concerned that this definition may be too narrow. Other
‘practitioners such as occupational and physical therapists, chiropractors, podiatrists,
nurses, physician assistants, ctc. should be included as well. We would liks you to -
consider language which conforms to the state’s polisies and practzce of recogmzmg other
legitimate provider groups. )

20 §1 14—53-2 2.9.d: You may wish to broader the category of subcontractmg for specmlty .

’ services other than dental. It could prove burdensome to some individuals with - '
disabilitics to seek the approval of their PCP each time they sought specxahty care; ie.
mental health services, neurological services in the management of seizures or other
chronic conditions.

3. §114—53-4 4.3a: Please add several areas which should be considered as componcnts of
" the quality assurance program 2 written grievance procedure which is timely and
effective for members; address the issue of reasonable travel time/distance from service
delivery: and written policies and procedures for expergency services. '

4 §114-53-4, 4.3.2.5: Please add “including habilitative services for mitigation of’ sec.ondary,' .
: disabilities and to reduce the impact of primary disability.”

5.°  §114-53-4, 4.5: We strongly support this section, but would request that you add a
component addressing the need to refer to specialists as on option that also may not be
restricted. This is especially critical for individuals with developmenta| disabilities.

" 110 Stockton Street, Chearieston, WV 25312-2521 ‘

. (304) 558-0416 (VOICE) # (304) 558-2376 (TTD)  (304) 568-0941 (FAX)
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July 25, 1997

6.  §114-53-5, 5.1.d: We strongly encourage you to include subscribers on this committe_e,'
including at least one person with a disability. :

7. §114-53-5, 5.5.b: How will members be afforded these opportunities to participate in and
offer suggestions on quality improvement? This should be defined.

8. §114-53-5,5.5.c: We would ask you to consider the addition of “long-term care services”
10 the list of issues to be monitored and evaluated.

9. '§114-53-5, 5.6: Please add “and best practices” after “reasonable scientific evidence” at
the end of the first paragraph.

10.  §114-53-5, 5.7: Pleasc add “D. Assessing patient outcomes.”

1l.  §114-53-7, 7.1: There is nothing in this section addressing the needs of people with
. disabilities: the availability of alternative formats, or TDD access. This section should be
. reviewed for compliance with the ADA and other appropriate state and federal
regulations. We also suggest you consider the addition of a Patient Advocate in this
section (similar to that prcmded through the Mcdma:.d Managed Care program)

12) §114-53-7, 7.2: We feel you should also address the issue of 2 member request fora’
change in the course of treatment here. oo

13.  §114-53-7, 7.3.and §114-53-8, 8 la also need to be reviewed for compliance w1th the -
Amencans Wlth Disabilities Act. e

14, §1 14-53-9, 9.1.a: “This section should also address the member’s right to txmely acoess to
their own (or minor family member’s) medical records

Once again, thapk you for the opportunity to comment on these crucial standards. We would
appreciate it if you could send us a copy of the final version.

Sincerely,

Dﬁj‘;}{mfﬂw R "BECEIVE'D'.?-.

* Executive Director | | JUL 25 {997 I

LEGAL Drvigin
w- VA, l& DBNT.
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July 24, 1997 RE C‘E’vs b

Donna S. Quesenberry, Associate Counsel

ATTN: Legal Division Jur 2 8 f9?21
Offices of the Insurance Commissioner LEGag D

P.0. Box 50540 W, va, ”g‘S?on
Charleston, WV 25305-0540 =2 Ly,

RE: 114CSR53, Legislative Rules on Quality Assurance
Dear Ms. Quesenberry:

The executive committee of the West Virginia Psychological Association would like to commend your office
for proposing the above referenced quality assurance rules. We believe it is in the best interest of the citizens
of West Virginia to assure the quality of health services, and applaud your efforts to seek ways to contain costs
while not allowing financial incentives to be the sole determining factor in health care availability.

We believe it is also important to ensure that mental health services are available with the same ease of access
and duration as physical health services, and to provide a method of appealing to an authority outside of the
HMO itself when there is a question about the necessity of certain treatments.

Thank you for providing an opportunity to provide feedback regarding the proposed rules. Your consideration
is appreciated and, although the following comments are far from exhaustive, we hope they will be useful.

114-53-2 Definitions

2.2 "Appropriateness" - the definition needs to include who is making the determination.

2.4 "Clinician" -- definttion may be too narrow to adequately serve some populations

2.13 '"Practice guidelines" -- The definition seems broad and vague, Perhaps it could
reference some objective, nationally recognized source.

2.14 "Provider" -- should include psychologist

114-53-3 Is of a Quali surance Program

3.1c. This provision should include reasonable limits with regard to travel and/or time it
takes to get to the service provider. For example, adding "and assuring members
shall not have to travel over 40 minutes to receive basic health care services.”
Consider adding 3.1 e : Provide for a fair and open credentialing process

114-53-4 Requirements of li ce Pr m

4.3 a3 The length of time required to obtain credéntiaiing and recrecientialing should bé
included. A 90 day time-frame would be reasonable.
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4.6

We strongly support the inclusion of this "no-gag" clause, and would like to see
it strengthened so that there is no financial advantage to the provider if service is
not pursued, nor disadvantage if the service is rendered.

The last several lines address protecting the HMO, but what about patient
confidentiality? Additiona! language protecting confidentiality seems warranted.

Consider adding 4.7 --Quality Assurance Programs shall be provided to any
meimnber or provider who requests one for a cost not to exceed $5.00.

114-53-5 Quali ana ni & Improvemen

This section should provide safeguards against financial incentives being used to limit
availability and/or provision of services.

5.1d

5.2

5.4

5.5b

56

5.8

This committee should include some individual(s) outside of the HMO such as a
consumer advocate or professionals who are responsibler for monitoring ethical
practice.

There should be some provision for accountability outside of the governing body
of the HMO.

Consider adding 5.2 e -- Assure all notification, review and treatment decisions are

made by persons who possess the appropriate levels of training and credentialing
in their specialty.

Here again there is no provision made to protect client confidentiality. Also, with
regard to provider-patient communication, the provider should be able to discuss
AND PROVIDE medically necessary or appropriate care.

It is good to allow members to have input. How will that be accomplished?

This must be more specific with clear ties to sanctioned, ethical professional
practice.

Consider adding 5.6 ¢ -- All guidelines shall consider the well being of the members
before cost.

Consider adding 5.7 d -- Patient outcomes.
"The HMO established standards should address parity between mental and physical

health. If high-risk persons are clearly identified, how will they be protected and
remain eligible for services?




Donna S. Quesenberry, Associate Counsel

Page 3

114-53-6 Credentialing & Recredentialing

6.1

6.2

MO shall ensure ... providers in each area of the state in which it offers services.
This is crucial since in the recent past some organizations have required individuals
to travel hours in order to obfain covered services.

A standardized application form should be developed so that providers do not
waste hours of time putting the same information into a different format.

Consider adding 6.2 ¢ --Credentialing and recredentialing shall be done within 90
days from receipt of application.

114-53-7 mberg' Rig r Responsibiliti

7.1

7.2

1.3

7.3j

Add language emphasizing members' right to availability and accessability to
services. Also the right to receive an appropriate level of care from a provider of
the member's choosing.

Add language which protects individuals with special needs from being excluded
from services due to their inability to provide information about themselves or
follow through with recommended treatments. Also, will members be excluded
from all areas of service if they fail to follow a recommendation in a specialty area?

Add language so that these communications occur in a manner useful to members,
for example using audio or visual recordings.

Provide additional safeguard for the appeals process, for example, adding ... as well
as appealing the HMO decision to the WV insurance commissioner as to which
treatment would be covered.

114-53-9 Medical Records

We would like to emphasize the importance of protecting members' confidentiality. Some
thought should be given to how QA information can be obtained without compromising
confidentiality, especially as it relates to sensitive areas such as mental health.

Ms. Quesenberry, thank you again for your consideration and the opportunity to share our
comments. Although not exhaustive, we hope you will find them helpful as you continue
this significant project.

Sincerely,

Eli

eth G. Evans, Ph.D.

President-elect, WVPA.
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Domna S. Quenenberry, Associate Counsel 7 o f
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Office of the Insurance Commaissiones ‘q O, '@)
PO Box 50540 Ao 4]

Charleston, WV 25305-0540

Dear Mr. Guesenberty:

Thank you for giving us the opportunity to comment on the proposed mles in the Series 33,
relating to Quality Assurancs standards with Health Maintensmce Organizations, We feell it is very
important for rules to be established a3 HMO’s continne to grow and expand in West Virginia and
commend your office for proposing such rules. Due to limited time, we were only able to make a
cursory review. Thank you for considermg these comments. '

An over-all concern of ours is that HMO's have strong incentives to control costs. We ﬁm
agreement that health care costs need to be controlled, but are concerned that without epnards
in place, consumers cquld be denied necsssary sarvices. Some specific areas of concem jaclude?

114-53-1 (a) As writies, HMO's are confined to “medical services”. Depending on the
definition of “medical services™, this may be too limiting, i.e. mental health counseling, drug and
aleohol treatment efe. .

114-53-2, 2.4, We are concemed that the definition of “clinician” is very nanowly defihed. ‘We
sugpest other provider groups that have been recognized in other state policies also be ed
here: physical therapists, social workers, drug and alcohol counselors, physician , efc.

114-53-4.4.5. Weo strongly support this “anti.gag rule” provision.

114-53-4.4.6. The issue of confidextiality concerns us. The way this proposed rulc_mcE the
health care provider would have to disclose the patient’s entire raadical record, notjust the
relevant portions.

114.53-5.2 We fecl it is essential to establish a subcommittes to oversee quality improviement,
We would ke to see consuraers as well as providers on the governing body.

114-53-5.3. Documentation. is required about findings of the quality improvement process.
However there are no provisions for public aceess to this documentation. Perhaps therzjcould be 2
rule that thess documents are to be filed with the office of the insurmce commissiomer o January
1 of each year; or they could be filed as they are written.
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‘types of “clinicians™ need to be specifically mentioned in the definition of clinician as

Ao Sl

. Govemment Relations Associate

114.53-5.5 (c) Mental heaith i3 listed as a major specialty service. Again we teiterate :;%cét:cr

previously. This section seems to require the HMO keep statistics. We are unclear as to
these statistics are to be kept or if they are to be reported 1o anyone, other than for quality
improvement.

114-53-5.6. What is the source for the practice guidelines? Are you reteming to national
recognized standards? We feel this is a very important stipulation but it is not specified
gnidelines are coming from.

114-53-5.9 () This sectlon calls for the use of multidisciplinary teams “where indicated fo

analyze and address systems issues™. This stateent is quite vague and needs fo be expar
upon to provide better guidance.

114-53-6.2 (b) This section states the “credentislling committes or other peer review bod
include provider doctors as voting members.” We fezl this shonld be changed to include

oned
end

here the

ded

y...shall
other

types of providers. Perhaps a minimum ration of committes membership conld be establjshed,

This raises the question as to who is credentialling whom. We suggest that the oredential
committes have voting members who are equally prepared in education and training to th
providers they are consideriug for credentialling.

114-53-6,3 Again this narrow language conceras us for providers in other disciplines:
“braduation from medical school and completion of a residency, specialty training and bq
certification...”

(3]

ard

114-53.7, This s a very good beginuing for a cliont bilt of rights and gives us something to build

on,
114-53-8. Preventive Health Services. While we are pleased to see a seotion devoted fo

what the praventive health guidelings are? Many other states have daveloped standards

preventive health we would also like to see more specificity in this arca. Who will be de o ining
F a
the

very heavy emphases on preventive health services to keep consumers healthy and out 0

hospital, thus reducing health care costs, It may be beneficial for West Virginia to reviey theses

standards.

Aggin, we thank your office for proposing thesc rules and appreciate the opportunity to comment.

We hope this will be of benefit to you. If given the oppornity, we would like to firthey
comthent at & tafer date. .

We'hopd We can be of assistancs to you.

Susan Sobleovigk:
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