
 

• Abiding by the prompt payment requirements.  Refer to section 110 of this 
chapter. 
 

• Meeting the quality improvement program requirements described in section 150 
of this chapter and Chapter 5 of this manual.  
 

• Complying with all applicable MA beneficiary grievances, organization 
determinations, and appeals requirements described in Chapter 13 of this manual. 

 
PFFS plans may, but are not required to, provide Part D coverage.  As described in 
section 10.5 of Chapter 4 of this manual, enrollees in a PFFS plan that does not elect to 
include Part D coverage may enroll in a stand-alone prescription drug plan (PDP) for 
their Part D coverage. 
 
30 – Access to Services 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.114 
 
30.1 - General Requirements 
(Rev.99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.114(a)(1) and (2) 
 
An MA organization that offers a PFFS plan must provide sufficient access to health care 
services by demonstrating to CMS that it has a sufficient number and range of providers 
willing to furnish services under the plan.  CMS will find that an MA organization meets 
this access to services requirement if, with respect to a particular category of health care 
providers, the PFFS plan has— 

(1) Payment rates that are not less than the rates that apply under Original 
Medicare for the provider in question.  (These plans are called non-network PFFS 
plans.  Refer to section 70.2 of this chapter.); OR 

(2) Signed contracts or agreements with a sufficient number and range of 
providers to meet the access standards described in section 1852(d)(1) of the Act.  
(These plans are called full network PFFS plans.  Refer to sections 30.2 and 70.3 
of this chapter.); OR 

(3) A combination of (1) and (2).  (These plans are called partial network PFFS 
plans.  Refer to sections 30.2 and 70.4 of this chapter.) 

 
Non-employer PFFS plans offered in network areas and all employer/union sponsored 
PFFS plans must meet the access to services requirement for all categories of Part A and 
Part B health care providers by establishing signed contracts or agreements with a 
sufficient number and range of providers to meet the access standards described in 
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section 1852(d)(1) of the Act and section 30.2 of this chapter.  Consequently, these plans 
must operate as full network PFFS plans.  Refer to sections 30.3 and 30.4 of this chapter 
for more information about these requirements. 
 
30.2 – Access Standards for Full and Partial Network Plans 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.114(a)(2)(ii)(A)  
 
As discussed in section 30.1 of this chapter, a PFFS plan can meet the access to services 
requirement with respect to a particular category of health care providers by establishing 
signed contracts or agreements with a sufficient number and range of providers to meet 
the access standards described in section 1852(d)(1) of the Act.  Section 1852(d)(1) of the 
Act describes the requirements that MA organizations offering a coordinated care plan 
(CCP) must meet when selecting providers to furnish benefits covered under the plan.  
The access standards for CCPs are described in 42 CFR 422.112(a) and section 110.1 of 
Chapter 4 of this manual. 
 
Full and partial (only for the categories of providers for which the plan is using a network 
of providers with signed contracts or agreements with the plan) network PFFS plans are 
required to meet the same access standards as CCPs.  Providers with signed contracts or 
agreements with the plan are also known as direct-contracting providers or network 
providers.  CMS reviewers follow the same procedure when reviewing the Health Service 
Delivery (HSD) Tables for initial and service area expansion applications for coordinated 
care, PFFS, and network MSA plans in order to determine whether an MA organization’s 
proposed network meets the access standards.  Full and partial network plans must submit 
information about their proposed provider networks to CMS.  CMS reviews that 
information as part of the application approval process to ensure that timely, accessible, 
and appropriate care is provided. 
 
30.3 - Requirement for Certain Non-Employer PFFS Plans to Use 
Contract Providers 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.114(a)(3)  
 
30.3.1 - General Requirements 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
Non-employer PFFS plans that are operating in a network area (as defined in section 
1852(d)(5)(B) of the Act) must meet the access to services requirements through signed 
contracts with providers.  These plans must establish signed contracts or agreements with 
a sufficient number and range of health care providers in their service area for all 
categories of Part A and Part B services in accordance with the access standards 
described in 1851(d)(1) of the Act and section 30.2 of this chapter. 
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