Attachment I Section 1.9 for Community-Rated HMO Contracts

SECTION 1.9
PLAN PERFORMANCE—COMMUNITY-RATED HMO CONTRACTS (JAN 2007)

(a) Detection of Fraud and Abuse. The Carrier shall conduct a program to assess its
vulnerability to fraud and abuse and shall operate a system designed to detect and eliminate fraud
and abuse internally by Carrier employees and subcontractors, by providers providing goods or
services to FEHB Members, and by individual FEHB Members. The program must specify
provisions in place for cost avoidance not just fraud detection, along with criteria for follow-up
actions. The Carrier must submit to OPM an annual analysis of the costs and benefits of its fraud
and abuse program. The Carrier must also submit annual reports to OPM by March 31
addressing the following: the number of cases; dollars identified as lost and recovered; actual
and projected savings; cases referred by law enforcement and resolved through negotiated
settlement; and number of arrests and criminal convictions. The report will also include the
industry standards checklist.

(b) Clinical Care Measures. The Carrier shall measure and/or collect data on the quality
of the health care services it provides to its members as requested by OPM. Measurement/data
collection efforts may include performance measurement systems such as Health Plan Employer
Data and Information Set (HEDIS), or similar measures developed by accrediting organizations
such as the National Committee for Quality Assurance (NCQA), the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), or URAC. Costs incurred by the Carrier
for collecting or contracting with a vendor to collect quality measures/data shall be the Carrier’s
responsibility.

(c) Patient Safety. The Carrier shall implement a patient safety improvement program.
At a minimum, the Carrier shall --

(1) Report to OPM on its current patient safety initiatives;

(2) Report to OPM on how it will strengthen its patient safety program for the future;

(3) Assist OPM in providing its members with consumer information and education
regarding patient safety; and

(4) Work with its providers, independent accrediting organizations, and others to
implement patient safety improvement programs.

(d) Accreditation. To demonstrate its commitment to providing quality, cost-effective
health care, if it has 500 or more Federal enrollees, the Carrier shall continue to pursue and
maintain accreditation according to the steps and timeframes outlined in the carrier's current
business plan. The carrier shall submit accreditation changes and business plan updates to its
OPM contract representative.

(e) Consumer Assessments of Healthcare Providers and Systems (CAHPS). In addition to
any other means of surveying Plan members that the Carrier may develop, the Carrier shall
participate in the HEDIS Consumer Assessments of Healthcare Providers and Systems (CAHPS)
to provide feedback to enrollees on enrollee experience with the various FEHBP plans. The
Carrier shall take into account the published results of the survey, or other results as directed by
OPM, in identifying areas for improvement as part of the Carrier’s quality assurance program.
Payment of survey charges will be in accordance with Section 3.7.

(F) Physician Credentialing. The Carrier is encouraged to use an independent accrediting
organization to validate its physician credentialing. If the Carrier's physicians meet the




credentialing requirements of the credentialing organization, it has met and exceeds the
minimum requirements listed below. Otherwise, the Carrier must demonstrate that it requires the
following credential checks of all of its physicians, both during the initial hiring process and
during periodic re-credentialing. As an alternative, the Carrier may demonstrate that the
following credential checks are performed by a secondary source, such as a hospital.

e Verification of medical school graduation records.

e Routine check with local and/or state medical societies and/or boards.

e Routine check of the Department of Health and Human Services (DHHS) list of

debarred providers.

e Routine check of the National Practitioner Data Bank.

(9) Contract Quality Assurance. The Carrier shall develop and apply a quality assurance
program specifying procedures for assuring contract quality. At a minimum the Carrier shall
meet the following standards and submit an annual report to OPM on these standards by July 1
of the following contract period.

(1) Claims Processing Accuracy - the number of FEHB claims processed accurately
divided by the total number of FEHB claims processed for the given time period, expressed as a
percentage.

REQUIRED STANDARD: An average of 95 percent of FEHB claims must be processed
accurately.

(2) Coordination of Benefits (COB) - the Carrier must demonstrate that a statistically
valid sampling technique is routinely used to identify FEHB claims prior to or after processing
that require(d) coordination of benefits (COB) with a third party payer. As an alternative, the
Carrier may provide evidence that it pursues all claims for COB.

(3) Claims Timeliness - the average number of working days from the date the Carrier
receives an FEHB claim to the date it adjudicates it (paid, denied or a request for further
information is sent out), for the given time period, expressed as a cumulative percentage.

REQUIRED STANDARD: The Carrier adjudicates 95 percent of claims within 30 working
days.

(4) Processing ID cards on change of plan or option - the number of calendar days
from the date the Carrier receives the enrollment from the enrollee’s agency or retirement system
to the date it issues the ID card.

REQUIRED STANDARD: The Carrier issues the ID card within fifteen calendar days after
receiving the enrollment from the enrollee’s agency or retirement system except that the Carrier
will issue ID cards resulting from an open season election within fifteen calendar days or by
December 15, whichever is later.

(5) Member Inquiries - the number of working days taken to respond to an FEHB
member's written inquiry, expressed as a cumulative percentage, for the given time period.

REQUIRED STANDARD: The Carrier responds to 90 percent of inquiries within 15 working
days (including internet inquiries).

(6) Telephone Access - the Carrier shall report on the following statistics concerning
telephone access to the member services department (or its equivalent) for the given time period.
Except that, if the Carrier does not have a computerized phone system, report results of periodic
surveys on telephone access.

(i) Call Answer Timeliness - the average number of seconds elapsing before the
Carrier connects a member's telephone call to its service representative.
REQUIRED STANDARD: On average, no more than 30 seconds elapse before the




Carrier connects a member's telephone call to its service representative.

(ii) Telephone Blockage Rate - the percentage of time that callers receive a busy
signal when calling the Carrier.

REQUIRED STANDARD: No more than 5% of callers receive a busy signal.

(iii) Telephone Abandonment Rate - the number of calls attempted but not
completed (presumably because callers tired of waiting to be connected to a Carrier
representative) divided by the total number of calls attempted (both completed and not
completed), expressed as a percentage.

REQUIRED STANDARD: On average, enrollees abandon the effort no more than 5
percent of the time.

(iv) Initial Call Resolution — the percentage of issues resolved during the initial
call.

REQUIRED STANDARD: On average, caller’s issues must be resolved during the
initial call at least 60% of the time.

(7) Responsiveness to FEHB Member Requests for Reconsideration:

REQUIRED STANDARD: For 100 percent of written FEHB disputed claim requests received
for the given time period, within 30 days after receipt by the Carrier, the Carrier shall affirm the
denial in writing to the FEHB member, pay the claim, provide the service, or request additional
information reasonably necessary to make a determination.

(h) Quality Assurance Plan. The Carrier must demonstrate that a statistically valid
sampling technique is routinely used prior to or after processing to randomly sample FEHB
claims against Carrier quality assurance/fraud and abuse prevention standards.

(i) Reporting Compliance. The Carrier shall keep complete records of its quality
assurance procedures and fraud prevention program and the results of their implementation and
make them available to the Government as determined by OPM.

(1) Correction of deficiencies. The Contracting Officer may order the correction of a
deficiency in the Carrier's quality assurance program or fraud prevention program. The Carrier
shall take the necessary action promptly to implement the Contracting Officer's order. If the
Contracting Officer orders a modification of the Carrier's quality assurance program or fraud
prevention program pursuant to this paragraph (j) after the contract year has begun, the costs
incurred to correct the deficiency may be excluded from the administrative expenses -- for the
contract year -- that are subject to the administrative expenses limitation specified at Appendix
B; provided the Carrier demonstrates that the correction of the deficiency significantly increases
the Carrier's liability under this contract.

(K) In order to allow sufficient implementation time, the Contracting Officer will notify
the Carrier reasonably in advance of any new requirement(s) under paragraphs (a) through (i).



Attachment Il Section 1.9 for Experience-Rated HMO Contracts

SECTION 1.9
PLAN PERFORMANCE--EXPERIENCE-RATED HMO CONTRACTS (JAN 2007)

(a) Detection of Fraud and Abuse. The Carrier shall conduct a program to assess its
vulnerability to fraud and abuse and shall operate a system designed to detect and eliminate fraud
and abuse internally by Carrier employees and subcontractors, by providers providing goods or
services to FEHB Members, and by individual FEHB Members. The program must specify
provisions in place for cost avoidance not just fraud detection, along with criteria for follow-up
actions. The Carrier must submit to OPM an annual analysis of the costs and benefits of its
fraud and abuse program. The Carrier must also submit annual reports to OPM by March 31
addressing the following: number of cases; dollars identified as lost and recovered; actual and
projected savings; cases referred by law enforcement and resolved through negotiated settlement;
and number of arrests and criminal convictions. The report will also include the industry
standards checkilist.

(b). Clinical Care Measures. The Carrier shall measure and/or collect data on the quality
of the health care services it provides to its members as requested by OPM. Measurement/data
collection efforts may include performance measurement systems such as Health Plan Employer
Data and Information Set (HEDIS), or similar measures developed by accrediting organizations
such as the National Committee for Quality Assurance (NCQA), the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), or URAC. Costs incurred by the Carrier
for collecting or contracting with a vendor to collect quality measures/data shall be the Carrier’s
responsibility and are allowable administrative expenses, subject to the administrative cost
limitation.

(c) Patient Safety. The Carrier shall implement a patient safety improvement program.
At a minimum, the Carrier shall --

(1) Report to OPM on its current patient safety initiatives;

(2) Report to OPM on how it will strengthen its patient safety program for the future;

(3) Assist OPM in providing its members with consumer information and education
regarding patient safety; and

(4) Work with its providers, independent accrediting organizations, and others to
implement patient safety improvement programs.

(d) Accreditation. To demonstrate its commitment to providing quality, cost-effective
health care, the Carrier shall continue to pursue and maintain accreditation according to the steps
and timeframes outlined in the carrier's current business plan. The carrier shall submit
accreditation changes and business plan updates to its OPM contract representative.

(e) Consumer Assessments of Healthcare Providers and Systems (CAHPS). In addition
to any other means of surveying Plan members that the Carrier may develop, the Carrier shall
participate in the HEDIS Consumer Assessments of Healthcare Providers and Systems (CAHPS)
to provide feedback to enrollees on enrollee experience with the various FEHBP plans. The
Carrier shall take into account the published results of the survey, or other results as directed by
OPM, in identifying areas for improvement as part of the Carrier’s quality assurance program.
Payment of survey charges will be in accordance with Section 3.11.

(F) Physician Credentialing. The Carrier is encouraged to use an independent accrediting
organization to validate its physician credentialing. If the Carrier's physicians meet the




credentialing requirements of the credentialing organization, it has met and exceeds the
minimum requirements listed below. Otherwise, the Carrier must demonstrate that it requires the
following credential checks of all of its physicians, both during the initial hiring process and
during periodic re-credentialing. As an alternative, the Carrier may demonstrate that the
following credential checks are performed by a secondary source, such as a hospital.

¢ Verification of medical school graduation records.

¢ Routine check with local and/or state medical societies and/or boards.

e Routine check of the Department of Health and Human Services (DHHS) list of

debarred providers.

e Routine check of the National Practitioner Data Bank.

(9) Contract Quality Assurance. The Carrier shall develop and apply a quality assurance
program specifying procedures for assuring contract quality. At a minimum the Carrier shall
meet the following standards and submit an annual report to OPM on these standards by July 1
of the following contract period.

(1) Claims Processing Accuracy - the number of FEHB claims processed accurately and
the total number of FEHB claims processed for the given time period, expressed as a percentage.

REQUIRED STANDARD: An average of 95 percent of FEHB claims must be processed
accurately.

(2) Coordination of Benefits (COB) - the Carrier must demonstrate that a statistically
valid sampling technique is routinely used to identify FEHB claims prior to or after processing
that require(d) coordination of benefits (COB) with a third party payer. As an alternative, the
Carrier may provide evidence that it pursues all claims for COB.

(3) Claims Timeliness - the average number of working days from the date the Carrier
receives an FEHB claim to the date it adjudicates it (paid, denied or a request for further
information is sent out), for the given time period, expressed as a cumulative percentage.

REQUIRED STANDARD: The Carrier adjudicates 95 percent of claims within 30 working
days.

(4) Processing ID cards on change of plan or option - the number of calendar days from
the date the Carrier receives the enrollment from the enrollee’s agency or retirement system to
the date it issues the ID card.

REQUIRED STANDARD: The Carrier issues the 1D card within fifteen calendar days after
receiving the enrollment from the enrollee’s agency or retirement system except that the Carrier
will issue ID cards resulting from an open season election within fifteen calendar days or by
December 15, whichever is later.

(5) Member Inquiries - the number of working days taken to respond to an FEHB
member's written inquiry, expressed as a cumulative percentage, for the given time period.

REQUIRED STANDARD: The Carrier responds to 90 percent of inquiries within 15 working
days (including internet inquiries).

(6) Telephone Access - the Carrier shall report on the following statistics concerning
telephone access to the member services department (or its equivalent) for the given time period.
Except that, if the Carrier does not have a computerized phone system, report results of periodic
surveys on telephone access.

(i) Call Answer Timeliness - the average number of seconds elapsing before the
Carrier connects a member's telephone call to its service representative.

REQUIRED STANDARD: On average, no more than 30 seconds elapse before the Carrier

connects a member's telephone call to its service representative.




(if) Telephone Blockage Rate - the percentage of time that callers receive a busy
signal when calling the Carrier.

REQUIRED STANDARD: No more than 5% of callers receive a busy signal.

(iii) Telephone Abandonment Rate - the number of calls attempted but not
completed (presumably because callers tired of waiting to be connected to a Carrier
representative) divided by the total number of calls attempted (both completed and not
completed), expressed as a percentage.

REQUIRED STANDARD: On average, enrollees abandon the effort no more than 5 percent
of the time.

(iv) Initial Call Resolution — the percentage of issues resolved during the initial
call.

REQUIRED STANDARD: On average, caller’s issues must be resolved during the initial
call at least 60% of the time.

(7) Responsiveness to FEHB Member Requests for Reconsideration:

REQUIRED STANDARD: For 100 percent of written FEHB disputed claim requests received
for the given time period, within 30 days after receipt by the Carrier, the Carrier shall affirm the
denial in writing to the FEHB member, pay the claim, provide the service, or request additional
information reasonably necessary to make a determination.

(h) Quality Assurance Plan. The Carrier must demonstrate that a statistically valid
sampling technique is routinely used prior to or after processing to randomly sample FEHB
claims against Carrier quality assurance/fraud and abuse prevention standards.

(i) Reporting Compliance. The Carrier shall keep complete records of its quality
assurance procedures and fraud prevention program and the results of their implementation and
make them available to the Government as determined by OPM.

(1) Correction of deficiencies. The Contracting Officer may order the correction of a
deficiency in the Carrier's quality assurance program or fraud prevention program. The Carrier
shall take the necessary action promptly to implement the Contracting Officer's order. If the
Contracting Officer orders a modification of the Carrier's quality assurance program or fraud
prevention program pursuant to this paragraph (i) after the contract year has begun, the costs
incurred to correct the deficiency may be excluded from the administrative expenses -- for the
contract year -- that are subject to the administrative expenses limitation specified at Appendix
B; provided the Carrier demonstrates that the correction of the deficiency significantly increases
the Carrier's liability under this contract.

(k) In order to allow sufficient implementation time, the Contracting Officer will notify
the Carrier reasonably in advance of any new requirement(s) under paragraphs (a) through (i).




Attachment 111 Section 1.9 for FFS Contracts

SECTION 1.9

PLAN PERFORMANCE--EXPERIENCE-RATED FFS CONTRACTS (JAN 2007)

(a) Detection of Fraud and Abuse. The Carrier shall conduct a program to assess its
vulnerability to fraud and abuse and shall operate a system designed to detect and eliminate
fraud and abuse internally by Carrier employees and subcontractors, by providers providing
goods or services to FEHB Members, and by individual FEHB Members. The program must
specify provisions in place for cost avoidance not just fraud detection, along with criteria for
follow-up actions. The Carrier must submit to OPM an annual analysis of the costs and
benefits of its fraud and abuse program. The Carrier must also submit annual reports to OPM
by March 31 addressing the following: number of cases; dollars identified as lost and
recovered; actual and projected savings; cases referred by law enforcement and resolved
through negotiated settlement; and number of arrests and criminal convictions. The report will
also include the industry standards checkilist.

(b) Clinical Care Measures. The Carrier shall measure and/or collect data on the
quality of the health care services that are provided to its members as requested by OPM.
Measurement/data collection efforts may include performance measurement systems such as
Health Employer Data and Information Set (HEDIS) or similar measures developed by
accrediting organizations such as the National Committee for Quality Assurance (NCQA), the
Joint Commission on Accreditation of Healthcare Organizations (JCAHO), or URAC. Costs
incurred by the Carrier for collecting or contracting with a vendor to collect quality
measures/data shall be the Carrier’s responsibility and are allowable administrative expenses,
subject to the administrative cost limitation.

(c) Patient Safety. The Carrier shall implement a patient safety improvement program.
At a minimum, the Carrier shall --

(1) Reportto OPM on its current patient safety initiatives;

(2) Report to OPM on how it will strengthen its patient safety program for the future;

(3) Assist OPM in providing its members with consumer information and education
regarding patient safety; and

(4) Work with its providers, independent accrediting organizations, and others to
implement patient safety improvement programs.

(d) Accreditation. To demonstrate its commitment to providing quality, cost-effective
health care, the Carrier shall continue to pursue and maintain accreditation according to the
steps and timeframes outlined in the carrier's current business plan. The carrier shall submit
accreditation changes and business plan updates to its OPM contract representative.

(e) Consumer Assessments of Healthcare Providers and Systems (CAHPS). In
addition to any other means of surveying Plan members that the Carrier may develop, the
Carrier shall participate in the HEDIS Consumer Assessments of Healthcare Providers and
Systems (CAHPS) to provide feedback to enrollees on enrollee experience with the various
FEHBP plans. The Carrier shall take into account the published results of the survey, or other
results as directed by OPM, in identifying areas for improvement as part of the Carrier’s
quality assurance program. Payment of survey charges will be in accordance with Section
3.11.

(F) Contract Quality Assurance. The Carrier shall develop and apply a quality
assurance program specifying procedures for assuring contract quality. At a minimum the
carrier shall meet the following standards and submit an annual report to OPM on these
standards by July 1 of the following contract period:




(1) Claims Processing Accuracy - the number of FEHB claims processed accurately
and the total number of FEHB claims processed for the given time period, expressed as a
percentage.

REQUIRED STANDARD: An average of 95 percent of FEHB claims must be processed
accurately.

(2) Claims Coding Accuracy - the number of FEHB claims coded accurately divided
by the total number of FEHB claims coded for the given time period, expressed as a
percentage.

REQUIRED STANDARD: An average of 98 percent of FEHB claims shall be coded
accurately.

(3) Recovery of Erroneous Payments - the average number of working days it takes for
the Carrier to begin collection action against an FEHB provider or member following
identification of an erroneous payment, including overpayments.

REQUIRED STANDARD: The Carrier takes an average of no more than 30 working days
from the date it identifies an FEHB erroneous payment to the date it begins the collection
action.

(4) Coordination of Benefits (COB) - the Carrier must demonstrate that a statistically
valid sampling technique is routinely used to identify FEHB claims prior to or after processing
that require(d) coordination of benefits (COB) with a third party payer. As an alternative, the
Carrier may provide evidence that it pursues all claims for COB.

(5) Claims Timeliness - the average number of working days from the date the Carrier
receives an FEHB claim to the date it adjudicates it (paid, denied or a request for further
information is sent out), for the given time period, expressed as a cumulative percentage.

REQUIRED STANDARD: The Carrier adjudicates 95 percent of claims within 30 working
days.

(6) Processing ID cards on change of plan or option - the number of calendar days
from the date the Carrier receives the enroliment from the enrollee’s agency or retirement
system to the date it issues the ID card.

REQUIRED STANDARD: The Carrier issues the ID card within fifteen calendar days after
receiving the enrollment from the enrollee’s agency or retirement system except that the Carrier
will issue ID cards resulting from an open season election within fifteen calendar days or by
December 15, whichever is later.

(7) Member Inquiries - the number of working days taken to respond to an FEHB
member's written inquiry, expressed as a cumulative percentage, for the given time period.

REQUIRED STANDARD: The Carrier responds to 90 percent of inquiries within 15
working days (including internet inquiries).

(8) Telephone Access - the Carrier shall report on the following statistics concerning
telephone access to the member services department (or its equivalent) for the given time
period. Except that, if the Carrier does not have a computerized phone system, report results of
periodic surveys on telephone access.

(i) Call Answer Timeliness - the average number of seconds elapsing before the
Carrier connects a member's telephone call to its service representative.

REQUIRED STANDARD: On average, no more than 30 seconds elapse before the Carrier
connects a member's telephone call to its service representative.

(ii) Telephone Blockage Rate - the percentage of time that callers receive a



busy signal when calling the Carrier.

REQUIRED STANDARD: No more than 5% of callers receive a busy signal.

(iii) Telephone Abandonment Rate - the number of calls attempted but not
completed (presumably because callers tired of waiting to be connected to a Carrier
representative) divided by the total number of calls attempted (both completed and not
completed), expressed as a percentage.

REQUIRED STANDARD: On average, enrollees abandon the effort no more than 5 percent
of the time.

(iv) Initial Call Resolution — the percentage of issues resolved during the initial
call.

REQUIRED STANDARD: On average, caller’s issues must be resolved during the initial
call at least 60% of the time.

(9) Responsiveness to FEHB Member Requests for Reconsideration:

REQUIRED STANDARD: For 100 percent of written FEHB disputed claim requests
received for the given time period, within 30 days after receipt by the Carrier, the Carrier shall
affirm the denial in writing to the FEHB member, pay the claim, provide the service, or request
additional information reasonably necessary to make a determination.

(9) Quality Assurance Plan. The Carrier must demonstrate that a statistically valid
sampling technique is routinely used prior to or after processing to randomly sample FEHB
claims against Carrier quality assurance/fraud and abuse prevention standards.

(h) Reporting Compliance. The Carrier shall keep complete records of its quality
assurance procedures and fraud prevention program and the results of their implementation and
make them available to the Government as determined by OPM.

(i) Correction of Deficiencies. The Contracting Officer may order the correction
of a deficiency in the Carrier's quality assurance program or fraud prevention program. The
Carrier shall take the necessary action promptly to implement the Contracting Officer's order. If
the Contracting Officer orders a modification of the Carrier's quality assurance program or fraud
prevention program pursuant to this paragraph (i) after the contract year has begun, the costs
incurred to correct the deficiency may be excluded from the administrative expenses -- for the
contract year -- that are subject to the administrative expenses limitation specified at Appendix
B; provided the Carrier demonstrates that the correction of the deficiency significantly increases
the Carrier's liability under this contract.

(1) In order to allow sufficient implementation time, the Contracting Officer will notify
the Carrier reasonably in advance of any new requirement(s) under paragraphs (a) through (i).




