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Memorandum of Agreement With Providers of Health Care Services

3000.
BACKGROUND

The Memorandum of Agreement (MOA) is a written document which outlines  your administrative and review responsibilities and the responsibilities of  providers, necessary to accomplish certain review requirements under your contract.   (See §3005 for statutory authority applicable to MOAs.) The responsibilities of both parties should be clearly outlined in the MOA.


Quality Improvement OrganizationI (QIOs) are required to develop, implement, and revise MOAs, acceptable to CMS, with certain providers of health services (i.e., Hospitals, Critical Access Hospitals, Skilled Nursing Facilities, Home Health Agencies, and Medicare + Choice Organizations) who wish to participate, or continue to participate in the Medicare program, as specified in the contract with the Secretary. It is the provider's responsibility to sign and return the MOA. In all instances, both the QIO and the provider are expected to honor the terms of the agreement. QIOs are not required to develop MOAs with individual practitioners.


NOTE:
QIOs are not required to develop MOAs with individual physicians pertaining to physician services rendered in freestanding physician offices or physician offices related to Medicare +Choice (M+C) organization reviews. 
3005.
STATUTORY AUTHORITY FOR MOAs

The Social Security Act (the Act) contains statutory provisions applicable to MOAs:

o
Section 1154(a)(1) of the Act gives QIOs the authority to review services furnished by physicians, other health care practitioners,  and institutional and noninstitutional providers of health care services for which payment may be made under Medicare, as specified in the QIO’s contract with the Secretary.

o
Section 1154 (a)(4)(A) of the Act requires QIOs to provide that a reasonable proportion of

the QIOs’ activities are involved in reviewing, under paragraph (a)(1)(B), the quality of services and that a reasonable allocation of these activities be made among different settings.


o
Section 1154(a)(7)(C) of the Act requires QIOs  to examine the pertinent records of any

practitioner or provider of health care services that the QIOs have responsibility for reviewing.

o
Section 1154 (a)(14) of the Act requires QIOs to conduct an appropriate review of all   written complaints from beneficiaries about the quality of services not meeting professionally recognized standards of care.


o
Section 1852 (e)(3)(A) of the Act requires each M+C organization to maintain a written agreement with a QIO or some other independent quality review and improvement organization to review M+C organization services for purposes of, among other things, quality review and beneficiary complaints.

o
Section 1866 (a)(1)(E) of the Act requires providers of services to have an agreement with QIOs to release data related to patients when a QIO requests it.  

o
Section 1866(a)(1)(F)(i) of the Act requires hospitals which provide inpatient hospital services paid under the prospective payment system (PPS) to maintain an agreement with QIOs to review the validity of diagnostic information provided by such hospitals, the completeness, adequacy, and quality of care provided, the appropriateness of admissions and discharges, and the appropriateness of care provided for which additional payments are sought.
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o
Section 1866(a)(1)(F)(ii) of the Act requires hospitals, critical access hospitals (CAHs), 

skilled nursing facilities (SNFs), and home health agencies (HHAs) to maintain an agreement with the QIO to perform certain functions listed in §1866 (a)(3)(A).


o
Section 1866(a)(3)(A) of the Act requires QIOs, under  MOAs with SNFs, HHAs, CAHs and hospitals, to perform functions described under the  third  sentence in §1154 (a)(4)(A) related to quality and under §1154 (a)(14) related to beneficiary complaints.

3010.
SCOPE

MOAs specify  your administrative and review responsibilities and the providers' administrative and review responsibilities necessary to accomplish certain review requirements under your contract.  MOAs are intended to be informational in order to facilitate the review process and to avoid any misunderstandings between you and the provider.

Your MOA with hospitals, home health agencies, skilled nursing facilities, M+C organizations and critical access hospitals should reflect your specific review responsibilities referenced in §1866 (a)(3)(A), § 1154 (a)(4)(A) and §1154 (a)(14) of the Act concerning these providers.


In addition, your MOA should reflect the specific responsibilities of you and the provider regarding Scope of Work (SOW) activities  that fulfill the responsibilities in the MOA.  (See §3020, MOAs with Specific Providers.)  Expectations regarding activities under the current SOW applicable to each provider type should be outlined in your MOA such as:

A.
Mandatory Case Review.--You are responsible for reviewing specific types of cases, including beneficiary complaints, hospital and M+C organization notices of noncoverage (e.g., Hospital Issued Notice of Noncoverage and Notice of Discharge and Medicare Appeal Rights), assistants at cataract surgery, diagnosis related group (DRG) changes, anti-dumping cases, CAH and/or utilization (payment) determinations by evaluating quality of care, the appropriateness of 

admission/discharge, Medicare coverage issues, accuracy of coding or appropriateness of medical services.  This is accomplished by the review procedures specified in Parts 4 and 5. The provider must provide you with the medical record in order for you to conduct these reviews.  The results of these reviews may include denial of payment for admission, DRG changes, or confirmed quality of care concerns.

B.
Health Care Quality Improvement.--Health Care Quality Improvement Projects are collaborative efforts with entities and individuals such as health care providers, CMS, practitioners, M+C organizations, advocacy groups, specialty societies and beneficiaries, which promote measurable improvement of processes and outcomes of care for Medicare beneficiaries. The goal is to make measurable improvements in Medicare beneficiary health status or satisfaction. You are required to conduct quality improvement efforts to determine an opportunity to improve care based upon variation from accepted medical practice (derived from scientific research) and to work collaboratively with providers and others to improve the processes of care by further reducing the variations and enhancing the results.  You use information abstracted from medical records to accomplish this work.  The provider is expected to provide all pertinent materials from the medical record for these efforts.  (See Part 4.)

3015.
PROVIDER MOA SPECIFICATIONS

Hospitals, CAHs, SNFs, HHAs, and M+C Organizations providers are required to maintain an agreement with you if they wish to continue to participate in the Medicare program.  Examine all agreements currently in use in your review area and modify them to incorporate activities mentioned in the statute and current SOW.   
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Forward the MOA/modified MOA to the provider for signature and include a return  due date in your correspondence to the provider.   (See Exhibit 3-1.)  Forward the MOA using certified mail or an equivalent delivery service.  Provide an informational copy of the agreement to each provider that signed an MOA.



A.
Provisions of Agreement.--MOAs with providers, should address certain required  activities referenced in the Statute (i.e., §1154(a)(4)(A), §1154(a)(14), §1866(a)(F)(i) and §1866(a)(3)(A) of the Act, as well as those activities in the SOW.  At a minimum, include your responsibilities and the responsibilities of the provider regarding the following, if applicable:

1. Health Care Quality Improvement Project Activities.--Conduct quality improvementefforts to determine an opportunity to improve care based upon variation from accepted medical practice (derived from scientific research), and to work collaboratively with providers to improve the processes of care by further developing the variations and enhancing the results.


2.
Medical Review.--Review of medical services to determine whether the services were reasonable and medically necessary, were furnished in the appropriate setting, and were of a quality that meets professionally recognized standards of care.

NOTE:
In hospitals and M+C organization  MOAs, include review requirements regarding notices of noncoverage.  (See Part 7.)  In hospital MOAs, include the preadmission and preprocedure review requirements (e.g., assistants-at-cataract surgery).  For additional information concerning assistants-at-cataract surgery see §3110 A.3 and §3110 A.4.


3. Data Analysis.--Review of individual patient care data furnished by providers to ensure the validity of all diagnostic and procedural information.   Identify requirements that the provider agrees to comply with in providing necessary data and information.

4.
Claims Analysis.--Review of payment data to determine whether payment may be made for services furnished (as appropriate).

5.
Complaint Analysis.--Review of  cases in response to written beneficiary complaints about the quality of services.

6.
Confidentiality and Disclosure.--Include Confidentiality and Disclosure Requirements in accordance with §1160 of the Act and 42 CFR Part 480.


7.
Beneficiary Rights Outreach & Education Activities.--Conduct programs to inform Medicare enrollees about QIO review programs, the role of the QIO, grievance and complaint procedures.


8.
Timing of Review.--Conduct of review within the time frames specified in the contract.

9.
Location of Review.--Specify all locations where QIO review of cases may take place (e.g., at the QIO or facility);


10.
Work Space for Review Activities.--Address provisions of space for staff to conduct onsite review;

11. Corrective Action.--Develop, implement, and complete corrective action plans to address confirmed quality concerns or patterns of quality problems.
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12.
Miscellaneous.--Identify additional review activities and procedures as prescribed  by CMS.



B.
Signatures.--MOAs must be signed by representatives of your organization and appropriate provider representatives. If a provider refuses to sign the MOA, inform the CMS Project Officer (PO) of this matter. 

C. Modifying MOAs.--Modify MOAs when changes in the requirements of the SOW necessitate additional understandings between you and the provider.  Representatives of your organization and a representative of the provider organization must sign the revised MOA.

D. Failure to Return, Sign or Honor the Terms of an MOA.--If  a provider fails to return the

MOA by  the requested due date, or refuses to sign the MOA, or  fails to honor the provisions of a MOA, document your efforts and refer the circumstances to your PO for resolution. It is the provider's responsibility to return the signed MOA by  the requested due date. 


If the provider continues to act outside the provisions of the MOA, the PO should contact the staff in the Regional Division of Medicaid and State Operations (DMSO), Survey and Certification Branch.  DMSO will initiate action to terminate the provider agreement based on failure to comply with 42 CFR 489.53(a)(1). If the institution is dissatisfied with a determination  that its provider agreement  is proposed to be terminated, it is  entitled to a hearing and judicial review of that hearing under 42 CFR 498. 

3020. MOAs WITH SPECIFIC PROVIDERS

Your MOA with hospitals, home health agencies, skilled nursing facilities, M+C organizations and critical access hospitals should reflect your specific review responsibilities referenced in §1866 (a)(3)(A), §1154 (a)(4)(A) and §1154 (a)(14) of the Act as well as the responsibilities  of the provider regarding SOW activities.  Your MOA with the providers listed below should include the following specific activities. 



A.
Hospitals.--Hospitals which provide inpatient hospital services paid under the prospective payment system (PPS) are required to maintain an agreement with you to review the validity of diagnostic information provided by such hospital, the completeness, adequacy, and quality of care provided, the appropriateness of admissions and discharges, and the appropriateness of care provided with respect to services for which payment may be made under Part A of  Medicare.


The MOA must stipulate that a reasonable proportion of your activities are involved in reviewing, under §1154 (a)(1)(B) of the Act, the quality of services and that a reasonable allocation of these activities be made among different settings. In addition, § 1154  (a)(14) of the Act requires that you conduct an appropriate review of written complaints from beneficiaries about the quality of services not meeting professionally recognized standards of care. 



B.
Home Health Agenices and Skilled Nursing Facilities.--Your MOA with HHAs and SNFs must stipulate that a reasonable proportion of your activities are involved in reviewing, under §1154 (a)(1)(B), the quality of services and that a reasonable allocation of these activities be made among different settings.
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Also, include language in your MOA that specifies that  you conduct an appropriate review of all written complaints from beneficiaries about the quality of services not meeting professionally recognized standards of care (§1154 (a)(14)). Review beneficiary complaints utilizing the review procedures specified in Part 5 of the QIO Manual.  The provider must provide you with the medical record in order for you to conduct these reviews.  The results of the review may include a denial of payment for admission, DRG changes or confirmed quality of care concerns. Utilize the review procedures specified in Part 4 of the QIO Manual when reviewing beneficiary complaints.  The provider must provide you with the medical record in order for you to conduct these reviews.  The results of the review may include a denial of payment for admission, DRG changes or confirmed quality of care concerns. 


You may also want to include language to address FI, Carrier, CDAC, CMS, OIG, and State Agency referrals in your MOA 


Also include language to address Health Care Quality Improvement Projects.  Health Care Quality Improvement Projects are collaborative efforts with health care providers and/or beneficiaries, which promote measurable improvement of processes and outcomes of care for Medicare beneficiaries. The goal is to make measurable improvements in Medicare beneficiary health status or satisfaction. You are required to conduct quality improvement efforts to determine an opportunity to improve care based upon variation from accepted medical practice (derived from scientific research) and to work collaboratively with providers to improve the processes of care by further developing the variations and enhancing the results. QIO quality improvement projects typically focus on specific preventative services and care processes known to improve patient outcomes.  Quality interventions are measures of how often these critical processes or services are performed, or how often desired outcomes are achieved. You use information abstracted from medical records to accomplish this work.  The provider is expected to provide all pertinent materials from the medical record for these efforts.  (See Part 4.)


Include appropriate specifications in §3015 and refer to the model agreement (see Exhibit 3-1) when preparing the MOA.

 


NOTE:
You may develop one MOA with a parent HHA operating in a state that has branches located in the same state as the parent agency.  Ensure that the name and address of all branch office locations are listed in the MOA with the  parent  agency.  Separate MOAs with the respective State QIO are required for subunits of a parent HHA that serves patients in geographic areas different from that of the parent HHA because these subunits have their own agreement number.  HHA subunits are considered to be semi-autonomous organizations and must independently meet the conditions of participation for HHAs.  (See 42 CFR 484.2.)


C.
Medicare + Choice Organizations.--For purposes of NODMARs immediate review, you are not required to have an agreement (to perform this review) with the M+C organization(s) in another state or in your state if you do not have the Medicare contract with the M+C organization.  Your MOAs with the hospitals in your review area will suffice.  The QIO that has an agreement with the hospital treating the beneficiary will review the beneficiary's immediate review request.



D.
Assistants at Cataract Surgery.--In accordance with 42 CFR 476.78(a), hospitals in the state are required to maintain MOAs with you.  The MOA must provide for review of assistants-at-cataract surgery prior to service and for monitoring of the services billed on a postpayment basis. (See §3110 A.3., and §3110 A.4.) 
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