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contract, or reduce the service area in-
cluded in its contract, and the effect 
that any of those actions may have on 
individuals enrolled in that organiza-
tion’s M+C plan. 

(6) Comparative information. A list of 
M+C plans that are or will be available 
to residents of the service area in the 
following calendar year, and, for each 
available plan, information on the as-
pects described in paragraphs (c)(7) 
through (c)(11) of this section, pre-
sented in a manner that facilitates 
comparison among the plans. 

(7) Benefits. (i) Covered services be-
yond those provided under original 
Medicare. 

(ii) Any beneficiary cost-sharing. 
(iii) Any maximum limitations on 

out-of-pocket expenses. 
(iv) In the case of an M+C MSA plan, 

the amount of the annual MSA deposit 
and the differences in cost-sharing, en-
rollee premiums, and balance billing, 
as compared to M+C plans. 

(v) In the case of an M+C private fee-
for-service plan, differences in cost-
sharing, enrollee premiums, and bal-
ance billing, as compared to M+C 
plans. 

(vi) The extent to which an enrollee 
may obtain benefits through out-of-
network health care providers. 

(vii) The types of providers that par-
ticipate in the plan’s network and the 
extent to which an enrollee may select 
among those providers. 

(viii) The coverage of emergency and 
urgently needed services. 

(8) Premiums. (i) The M+C monthly 
basic beneficiary premiums. 

(ii) The M+C monthly supplemental 
beneficiary premium. 

(9) The plan’s service area. 
(10) Quality and performance indicators 

for benefits under a plan to the extent 
they are available as follows (and how 
they compare with indicators under 
original Medicare): 

(i) Disenrollment rates for Medicare 
enrollees for the 2 previous years, ex-
cluding disenrollment due to death or 
moving outside the plan’s service area, 
calculated according to CMS guide-
lines. 

(ii) Medicare enrollee satisfaction. 
(iii) Health outcomes. 
(iv) Plan-level appeal data. 

(v) The recent record of plan compli-
ance with the requirements of this 
part, as determined by the Secretary. 

(vi) Other performance indicators. 
(11) Supplemental benefits. Whether 

the plan offers mandatory supple-
mental benefits or offers optional sup-
plemental benefits and the premiums 
and other terms and conditions for 
those benefits. 

[63 FR 35077, June 26, 1998, as amended at 64 
FR 7980, Feb. 17, 1999; 65 FR 40321, June 29, 
2000]

§ 422.112 Access to services. 
(a) Rules for coordinated care plans and 

network M+C MSA plans. An M+C orga-
nization that offers an M+C coordi-
nated care plan or network M+C MSA 
plan may specify the networks of pro-
viders from whom enrollees may obtain 
services if the M+C organization en-
sures that all covered services, includ-
ing additional or supplemental services 
contracted for by (or on behalf of) the 
Medicare enrollee, are available and 
accessible under the plan. To accom-
plish this, the M+C organization must 
meet the following requirements: 

(1) Provider network. Maintain and 
monitor a network of appropriate pro-
viders that is supported by written 
agreements and is sufficient to provide 
adequate access to covered services to 
meet the needs of the population 
served. These providers are typically 
utilized in the network as primary care 
providers (PCPs), specialists, hospitals, 
skilled nursing facilities, home health 
agencies, ambulatory clinics, and other 
providers. 

(2) PCP panel. Establish a panel of 
PCPs from which the enrollee may se-
lect a PCP. If an M+C organization re-
quires its enrollees to obtain a referral 
in most situations before receiving 
services from a specialist, the M+C or-
ganization must either assign a PCP 
for purposes of making the needed re-
ferral or make other arrangements to 
ensure access to medically necessary 
specialty care. 

(3) Specialty care. Provide or arrange 
for necessary specialty care, and in 
particular give women enrollees the 
option of direct access to a women’s 
health specialist within the network 
for women’s routine and preventive 
health care services provided as basic 
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benefits (as defined in § 422.2). The M+C 
organization arranges for specialty 
care outside of the plan provider net-
work when network providers are un-
available or inadequate to meet an en-
rollee’s medical needs. 

(4) Serious medical conditions. Ensure 
that for each plan, the M+C organiza-
tion has in effect CMS-approved proce-
dures that enable the M+C organiza-
tion, through appropriate health care 
professionals, to— 

(i) Identify individuals with complex 
or serious medical conditions; 

(ii) Assess those conditions, and use 
medical procedures to diagnose and 
monitor them on an ongoing basis; and 

(iii) Establish and implement a treat-
ment plan that— 

(A) Is appropriate to those condi-
tions; 

(B) Includes an adequate number of 
direct access visits to specialists con-
sistent with the treatment plan; 

(C) Is time-specific and updated peri-
odically; and 

(D) Ensures adequate coordination of 
care among providers. 

(5) Service area expansion. If seeking a 
service area expansion for an M+C 
plan, demonstrate that the number and 
type of providers available to plan en-
rollees are sufficient to meet projected 
needs of the population to be served. 

(6) Credentialed providers. Dem-
onstrate to CMS that its providers in 
an M+C plan are credentialed through 
the process set forth at § 422.204(a). 

(7) Written standards. Establish writ-
ten standards for the following: 

(i) Timeliness of access to care and 
member services that meet or exceed 
standards established by CMS. Timely 
access to care and member services 
within a plan’s provider network must 
be continuously monitored to ensure 
compliance with these standards, and 
the M+C organization must take cor-
rective action as necessary. 

(ii) Policies and procedures (coverage 
rules, practice guidelines, payment 
policies, and utilization management) 
that allow for individual medical ne-
cessity determinations. 

(iii) Provider consideration of bene-
ficiary input into the provider’s pro-
posed treatment plan. 

(8) Hours of operation. Ensure that— 

(i) The hours of operation of its M+C 
plan providers are convenient to the 
population served under the plan and 
do not discriminate against Medicare 
enrollees; and 

(ii) Plan services are available 24 
hours a day, 7 days a week, when medi-
cally necessary. 

(9) Cultural considerations. Ensure 
that services are provided in a cul-
turally competent manner to all en-
rollees, including those with limited 
English proficiency or reading skills, 
and diverse cultural and ethnic back-
grounds. 

(10) Ambulance services, emergency and 
urgently needed services, and post-sta-
bilization care services coverage. Provide 
coverage for ambulance services, emer-
gency and urgently needed services, 
and post-stabilization care services in 
accordance with § 422.113. 

(b) Rules for all M+C organizations to 
ensure continuity of care. The M+C orga-
nization must ensure continuity of 
care and integration of services 
through arrangements that include, 
but are not limited to the following— 

(1) Policies that specify under what 
circumstances services are coordinated 
and the methods for coordination; 

(2) Offering to provide each enrollee 
with an ongoing source of primary care 
and providing a primary care source to 
each enrollee who accepts the offer; 

(3) Programs for coordination of plan 
services with community and social 
services generally available through 
contracting or noncontracting pro-
viders in the area served by the M+C 
plan, including nursing home and com-
munity-based services; and 

(4) Procedures to ensure that the 
M+C organization and its provider net-
work have the information required for 
effective and continuous patient care 
and quality review, including proce-
dures to ensure that— 

(i) The M+C organization makes a 
‘‘best-effort’’ attempt to conduct an 
initial assessment of each enrollee’s 
health care needs, including following 
up on unsuccessful attempts to contact 
an enrollee, within 90 days of the effec-
tive date of enrollment; 

(ii) Each provider, supplier, and prac-
titioner furnishing services to enroll-
ees maintains an enrollee health record 
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in accordance with standards estab-
lished by the M+C organization, taking 
into account professional standards; 
and 

(iii) There is appropriate and con-
fidential exchange of information 
among provider network components. 

(5) Procedures to ensure that enroll-
ees are informed of specific health care 
needs that require follow-up and re-
ceive, as appropriate, training in self-
care and other measures they may take 
to promote their own health; and 

(6) Systems to address barriers to en-
rollee compliance with prescribed 
treatments or regimens. 

[64 FR 7980, Feb. 17, 1999, as amended at 65 
FR 40321, June 29, 2000 ]

§ 422.113 Special rules for ambulance 
services, emergency and urgently 
needed services, and maintenance 
and post-stabilization care services. 

(a) Ambulance services. The M+C orga-
nization is financially responsible for 
ambulance services, including ambu-
lance services dispatched through 911 
or its local equivalent, where other 
means of transportation would endan-
ger the beneficiary’s health. 

(b) Emergency and urgently needed 
services.— (1) Definitions. 

(i) Emergency medical condition means 
a medical condition manifesting itself 
by acute symptoms of sufficient sever-
ity (including severe pain) such that a 
prudent layperson, with an average 
knowledge of health and medicine, 
could reasonably expect the absence of 
immediate medical attention to result 
in— 

(A) Serious jeopardy to the health of 
the individual or, in the case of a preg-
nant woman, the health of the woman 
or her unborn child; 

(B) Serious impairment to bodily 
functions; or 

(C) Serious dysfunction of any bodily 
organ or part. 

(ii) Emergency services means covered 
inpatient and outpatient services that 
are— 

(A) Furnished by a provider qualified 
to furnish emergency services; and 

(B) Needed to evaluate or stabilize an 
emergency medical condition. 

(iii) Urgently needed services means 
covered services that are not emer-
gency services as defined this section, 

provided when an enrollee is tempo-
rarily absent from the M+C plan’s serv-
ice (or, if applicable, continuation) 
area (or, under unusual and extraor-
dinary circumstances, provided when 
the enrollee is in the service or con-
tinuation area but the organization’s 
provider network is temporarily un-
available or inaccessible) when the 
services are medically necessary and 
immediately required— 

(A) As a result of an unforeseen ill-
ness, injury, or condition; and 

(B) It was not reasonable given the 
circumstances to obtain the services 
through the organization offering the 
M+C plan. 

(2) M+C organization financial respon-
sibility. The M+C organization is finan-
cially responsible for emergency and 
urgently needed services— 

(i) Regardless of whether the services 
are obtained within or outside the M+C 
organization; 

(ii) Regardless of whether there is 
prior authorization for the services. 

(A) Instructions to seek prior author-
ization for emergency or urgently 
needed services may not be included in 
any materials furnished to enrollees 
(including wallet card instructions), 
and enrollees must be informed of their 
right to call 911. 

(B) Instruction to seek prior author-
ization before the enrollee has been 
stabilized may not be included in any 
materials furnished to providers (in-
cluding contracts with providers); 

(iii) In accordance with the prudent 
layperson definition of emergency med-
ical condition regardless of final diag-
nosis; 

(iv) For which a plan provider or 
other M+C organization representative 
instructs an enrollee to seek emer-
gency services within or outside the 
plan; and 

(v) With a limit on charges to enroll-
ees for emergency services of $50 or 
what it would charge the enrollee if he 
or she obtained the services through 
the M+C organization, whichever is 
less. 

(3) Stabilized condition. The physician 
treating the enrollee must decide when 
the enrollee may be considered sta-
bilized for transfer or discharge, and 
that decision is binding on the M+C or-
ganization. 
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