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COLORADO DEPARTMENT OF PUBLIC HEALTH AND
ENVIRONMENT STANDARDS FOR HEALTH MAINTENANCE
ORGANIZATIONS

AUTHORITY

These regulations are promulgated by the Executive Director pursuant to the provisions
of Colorado Revised Statutes 10-16-402 and 10-16-416.

PURPOSE

The purpose of these regulations is to comply with the provisions of the Colorado Health
Care Coverage Act, which require that the Executive Director determine whether each
health maintenance organization (HMO) that is licensed is delivering quality health care
services and each HMO seeking licensure in Colorado has an ongoing quality assurance
program and procedures to compile, evaluate and report measures and statistics relating
to the costs of its operation, pattern of utilization of services, the availability and
accessibility of services, outcomes of care, and such other matters as may be reasonably
required by the Executive Director.

APPLICABILITY AND SCOPE

This regulation shall apply to all HMOs that are licensed or seeking licensure in
Colorado.

DEFINITIONS
For the purposes of this regulation:

A. “Adverse determination” means a determination by an HMO that an admission,
availability of care, continued stay or other health care service has been reviewed
and, based upon the information provided, does not meet the HMOQO’s requirement
for medical necessity, appropriateness, health care setting, level of care or
effectiveness, and the requested service or coverage for the requested service is
therefore denied, reduced or terminated.

B. “Executive Director” means the Executive Director of the Colorado Department
of Public Health and Environment or the director’s designee.



“Facility” means an entity providing health care services or a health care setting,
including but not limited to hospitals and other licensed inpatient centers,
ambulatory surgical or treatment centers, skilled nursing centers, residential
treatment centers, diagnostic, laboratory and imaging centers, and rehabilitation
and other therapeutic health settings.

“Health care professional” means a physician or other health care practitioner
licensed, accredited, or certified to perform specified health services consistent
with state and federal statutes.

“Provider” means a health care professional or a facility.

QUALITY ASSURANCE

Each HMO shall establish and maintain an ongoing program for quality assurance
accountable to the HMO’s governing body. The quality assurance program shall
systematically monitor and evaluate the quality and appropriateness of health care
services; shall develop and implement methods to resolve identified problems; and shall
monitor the implementation of corrective measures to ensure their effectiveness. The
evaluation of the quality and appropriateness of health care services shall be prospective,
concurrent, and retrospective. The program shall be designed to improve the delivery of
health care services and outcomes.

A

The quality assurance program shall implement a written plan that is evaluated at
least annually and updated as necessary. The plan shall describe:

1. The program’s mission, philosophy, goals and objectives;

2. The program’s organizational structure and the job titles of the personnel
responsible;

3. Specific diagnoses, conditions or treatments targeted for review by the

program and focused studies designed to improve health care services and
health outcomes;

4. Mechanisms to evaluate the health of enrollees and the results of treatment
and outcomes of health care services in relation to reference data bases,
such as current medical research, knowledge, standards and practice
guidelines;

5. Mechanisms by which the findings generated by the quality assurance
program, including preventive services, shall be used on a continuing basis
by providers and other staff to improve the health of enrollees;

6. Mechanisms for the evaluation of the clinical performance of providers;
and
7. Confidentiality policies and procedures for enrollee health information

considered under the quality assurance program.



The quality assurance program shall be directed by a licensed physician or
alternatively there shall be substantial input from one or more licensed physicians.
The clinical elements of the quality assurance program shall be under the
direction of a licensed physician.

The quality assurance program shall include preventive services for enrollees that

are designed to reduce the rate of occurrence or the likelihood of morbidity,

disability or mortality resulting from illness or injury. The program shall strive to

meet public and community health goals as well as to improve the health of the

plan’s enrollees. Programs may include, but are not limited to:

1. Prevention, screening and treatment of environmental diseases;

2. Prevention and treatment of communicable diseases, including vaccine
preventable diseases and tuberculosis;

3. Prevention and treatment of tobacco, alcohol or drug addictions;

4. Prevention and treatment of injuries; and

5 Prevention and treatment of chronic diseases and disabilities, and the
prevention of complications directly caused thereby.

In order for the HMO to conduct effective quality assurance and utilization review
programs, each HMO shall develop written medical record policies and
procedures and implement a medical records monitoring system that requires the
maintenance of medical records by providers that are current, organized, and
detailed. Such medical records monitoring system shall facilitate documentation
and retrieval of clinical information. The HMO shall institute procedures to
safeguard the confidentiality of individual enrollee medical records. Such records
shall include, at a minimum, the following information:

1. The enrollee’s name, identification number, date of birth, gender and
place of residence;

2. Services delivered, including when, where and by whom services were
provided; and

3. Medical diagnoses, treatments and therapies prescribed, medications

administered or prescribed, referrals and follow-up arrangements.

New, amended, and extended contracts between the HMO and providers
managed, owned, under contract with or employed by the HMO shall include
provisions requiring the sharing between providers, who are treating or who have
treated the same enrollee, of medical record information which facilitates the
continuity of health care services, consistent with state and federal statutes and
regulations.



The quality assurance program shall foster the provision of enrollee education
relating to the prevention of illness and injury and the management of chronic
illnesses and disabilities.

Each HMO shall coordinate the quality assurance program with the utilization
review and the credentialing functions conducted by the HMO.

Each HMO shall make available to the Executive Director, upon request and in
the form prescribed, documentation demonstrating the capacity to implement
and/or the implementation of the quality assurance program including, but not
limited to, the quality assurance plan, policies and procedures, program minutes,
annual summary reports of quality assurance activities and evaluations, and
focused or special studies.

VI. ACCESS TO CARE

A.

In accordance with the statutory requirements, each HMO shall develop and
implement a written access plan for each managed care network. The access plan
shall demonstrate that:

1. Enrollees have availability and access to the full range of covered services.
The plan shall include the HMO’s standard concerning waiting times for
obtaining appointments with health care professionals and hours of
operation of health care professionals, facilities, and suppliers of health
care services; and

2. There is an adequate number of available providers within a reasonable
distance or travel time, or both, to ensure availability and accessibility of
covered services for all enrollees without unreasonable delay.

Each HMO shall submit to the Executive Director, upon request and in the form
prescribed, documentation demonstrating the adequacy of the network, including
but not limited to information concerning:

Primary care providers;

Specialty and subspecialty providers;
Open and closed practices; and
Continuity of health care services.
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C.

In order to increase access to care to enrollees, HMOs are encouraged to develop
community outreach efforts, including but not limited to:

1.

3.

Making provisions for delivery of health care services, including
community-based services, to persons with disabilities and chronic
illnesses, and to high risk or underserved populations;

Establishing ongoing collaborative arrangements with public health
services, school-based health centers, community clinics, social service
agencies, or other health related services or agencies; and

Developing culturally competent systems of care.

VIl. UTILIZATION REVIEW

A.

Each HMO shall implement a written utilization review plan that describes all
review activities for covered services provided. The utilization review program,
which shall be accountable to the HMO governing body, shall be designed to
improve health care outcomes; determine patterns of over- and under-utilization
of tests, procedures, and services; monitor issues and data associated with adverse
determinations; and implement improvements to health care services and delivery.
The program shall include:

1.
2.

A medical director who is a licensed physician;

Procedures to evaluate concurrently, prospectively, and retrospectively the
clinical necessity, appropriateness and efficacy of health services,
procedures, or settings;

Review of medication usage;

Procedures to ensure that any denials of health care services are signed by
a licensed physician as required by Colorado law;

Mechanisms to ensure consistent and fair application of utilization review
criteria, including preauthorization criteria;

Data sources and documented clinical review criteria based on sound
clinical evidence which are evaluated periodically to assure ongoing
efficacy;

Mechanisms to assess periodically utilization review activities, report the
results to providers and to the HMQO’s governing body and implement
corrective measures as necessary; and

Confidentiality policies and procedures for enrollee health information
considered under the utilization review program.

Each HMO shall make available to the Executive Director, upon request and in
the form prescribed, documentation demonstrating the capacity to implement



and/or the implementation of the utilization review program including, but not
limited to, the utilization review plan, policies and procedures, program minutes,
annual summary reports of its utilization review program activities and
evaluations in different service areas.

VIll. CREDENTIALING AND ORGANIZATIONAL STRUCTURE

A.

The Executive Director shall determine if the HMO has developed and
implemented written policies and procedures to ascertain that health care services
will be provided by qualified personnel in appropriate facilities. Each HMO
shall:

1. Develop and implement a credentialing and recredentialing plan that
verifies that all employed and contractual health care professionals who
provide health care services to enrollees are licensed in the state in which
the health care professionals are delivering health care services, if
required, and have all the necessary and appropriate certification and
accreditation. If the HMO contracts with health care professionals
affiliated with an entity which conducts credentialing for its personnel,
verification shall, at minimum, take the form of ascertaining that the
entity’s credentialing and recredentialing process is in compliance with the
requirements of these regulations. The HMO shall reverify the credentials
of health care professionals as often as necessary but not less frequently
than once every three years. The HMO shall verify the credentials of
health care professionals before employing or entering into contracts with
such health care professionals;

2. Utilize health care facilities that are licensed in the state in which they are
located, if required, and certified as a provider or supplier for Medicare
or Medicaid, if required; and

3. Have, at minimum, a medical director who is a licensed physician
designated by the governing body who shall oversee the quality of health
care services rendered to enrollees.

Each HMO shall make available to the Executive Director, upon request and in
the form prescribed, documentation demonstrating the capacity to implement
and/or the implementation of the credentialing and recredentialing plan, and of
methods used to ensure that facilities are licensed or certified, as appropriate.
Documentation includes, but is not limited to, policies and procedures and
program minutes.



XI.

COST OF OPERATIONS

Upon request by the Executive Director, each HMO shall submit documentation on the
cost of its operations in accordance with statutory requirements. Costs of operations
include total administrative and medical costs.

CONTRACTING

Whenever an HMO elects to perform functions or deliver services indirectly through
contracts, agreements or other arrangements, the HMO shall monitor the activities of the
entity with which it contracts for compliance with the requirements specified under these
regulations and in statute concerning quality assurance, access to care, utilization review,
and credentialing.

EXAMINATIONS

The Executive Director may conduct an examination concerning the quality of health
care services of any health maintenance organization and providers with whom such
organization has contracts, agreements, or other arrangements pursuant to its health care
plan as often as the Executive Director deems it necessary for the protection of the
interests of the people of this state but not less frequently than once every three years.
The examination shall require that the HMO demonstrate compliance with these
regulations and with statutory requirements concerning accessibility, availability and
quality of care.

The Executive Director may consider the results of a current accreditation review by a
nationally recognized private accrediting entity or of another state entity, with established
and maintained standards, as evidence of meeting some or all of the statutory and
regulatory requirements concerning quality assurance, access to care, utilization review,
and credentialing. The HMO shall submit documentation, as requested by the Executive
Director, to demonstrate that the HMO meets or exceeds state requirements. The HMO
shall submit a request for the consideration of the accreditation review results in the form
prescribed by the Executive Director.



