
HOUSE No. 5333
The committee of conference on the disagreeing votes of the two

branches, with reference to the Senate amendments (striking out all
after the enacting clause and inserting in place thereof the text con-
tained in Senate document numbered 1746; and striking out the title
and inserting in place thereof the following title; “An Act protecting
the health and safety of consumers from certain managed care prac-
tices in the insurance industry.”) of the House Bill protecting patients
in the Commonwealth (House, No. 4261),— reports recommending
that the House recede from its non-concurrence with the Senate in its
amendment (striking out all after the enacting clause and inserting
place thereof a new text) and concur therein with a further amendment
by striking out all after the enacting clause and inserting in place
thereof the following:

Commontoealtl) of iflassacliusctts

In the Year Two Thousand

1 SECTION 1. Chapter 6A of the General Laws is hereby
2 amended by inserting after section 16C the following section: —

3 Section 16D. (a) The managed care oversight board is hereby
4 established within, but not subject to the control of, the executive
5 office of health and human services. The board shall consist of the
6 following members: the secretary of said office, the commissioner
7 of insurance, the commissioner of public health, the commissioner
8 of the department of mental health, the commissioner of medical
9 assistance, the executive director of the group insurance commis-

-10 sion, the director of consumer affairs and business regulation, a
11 physician member of the board of registration in medicine to be
12 appointed by the governor, and the secretary of administration and
13 finance. The board shall be chaired by the secretary of health and
14 human services. Each such member may appoint a designee to
15 serve in the member’s place.
16 (b) The board shall appoint an executive director to oversee
17 and coordinate the activities of the board. The board shall be
18 assisted in its duties by the office, which shall provide technical,
19 technological, operational and administrative support. The
20 expenses of the board shall be funded from amounts appropriated
21 from the general fund or any other fiscal resource of the common-
-22 wealth designated for such purpose.
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23 (c) The board shall have oversight authority over the office of
24 patient protection in the department of public health established
25 by section 217 of chapter 111, and the managed care bureau in the
26 division of insurance established by section 2 of chapter 1760,
27 but the board's authority in this regard shall be limited to coordi-
-28 nating functions between said office and said bureau and
29 reviewing and commenting upon regulations promulgated by said
30 office and said bureau. The board shall not have authority to
31 approve or disapprove such regulations except to the extent of a
32 conflict between the regulations promulgated or proposed or any
33 actions undertaken by said office and said bureau. The board shall
34 take all necessary steps to coordinate the functions of said office
35 and said bureau in order to avoid, to the maximum extent pos-
-36 sible, redundancy and duplication of effort.
37 (d) There is hereby established an advisory committee to
38 advise the board on issues relating to managed care practices
39 including, but not limited to, issues involving health care cost,
40 quality and access. Said committee shall also have the right to
41 review and comment upon all rules, regulations and guidelines
42 issued by the office of patient protection and the managed care
43 bureau at least 60 days before the date such regulations become
44 final, but in the case of emergency regulations the time period
45 shall be a reasonable time under the circumstances as determined
46 by the secretary of health and human services. Said committee
47 shall designate one person to serve as a liaison to the managed
48 care oversight board. Said committee shall consist of 14 persons
49 to be appointed by the secretary of health and human services one
50 of whom shall represent Health Care for All; one of whom shall
51 represent the Massachusetts Medical Society; one of whom shall
52 represent the Massachusetts Association of Health Maintenance
53 Organizations; one of whom shall represent the Associated Indus-
-54 tries of Massachusetts; one of whom shall represent the Massa-
-55 chusetts Nurses Association; one of whom shall represent the
56 Massachusetts Hospital Association; one of whom shall represent
57 the Ad Hoc Committee to Defend Health Care; one of whom shall
58 represent a mental health consumer advocacy organization; one of
59 whom shall represent a senior citizen organization; one of whom
60 shall represent an organization representing the disabled and
61 chronically ill; one of whom shall represent community health
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62 centers; one of whom shall represent the Massachusetts Health
63 Care Purchasers Group; one of whom shall represent the Life
64 Insurance Association of Massachusetts; and one of whom shall
65 represent a utilization review organization not otherwise repre-
-66 sented. Said committee shall elect a chair from among its mem-
-67 hers and adopt bylaws for its proceedings.

1 SECTION 2. Chapter 111 of the General Laws is hereby
2 amended by inserting after section SIF the following section:—
3 Section 51G. (1) No original license shall be granted to estab-
-4 lish or maintain an acute-care hospital, as defined by section 258
5 unless there is a determination by the department of the suitability
6 and responsibility of the prospective licensee in accordance with
7 regulations of the department.
8 For purposes of this section, the department’s determination of
9 suitability and responsibility shall include the following factors:

10 (a) the financial capacity of the prospective licensee to
11 operate the hospital in accordance with applicable laws;
12 (b) the history of the prospective licensee in providing acute
13 care, including in states other than the commonwealth, if any,
14 measured by compliance with the applicable statutes and regula-
-15 tions governing the operation of hospitals in such states;
16 (c) the participation of persons residing in the non-profit enti-
-17 ty’s primary service area in oversight of the resulting hospital; and
18 (d) whether the transaction will create a significant effect on
19 the availability or accessibility of health care services to the
20 affected communities.
21 (2) No original license shall be granted to establish or maintain
22 an acute care hospital as defined in section 258 unless all finan-
-23 cial transactions, including remuneration of all officers of hospi-
-24 tabs affected by the transaction, are disclosed as part of the
25 licensure process, and unless a public hearing is held, according to
26 procedures established in regulation by the department, prior to
27 the granting of the license.
28 (3) No original license shall be granted to establish or maintain
29 an acute-care hospital, as defined by section 258 and any subse-
-30 quent successor or acquirer, unless the applicant agrees to main-
-31 tain or increase the percentage of gross patient service revenues
32 allocated to free care. The department may permit the applicant to
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33 reduce said percentage if the department determines that demo-
-34 graphic or other changes in the hospital’s service area justify a
35 reduction in said percentage. The department shall promulgate
36 regulations to enforce this paragraph and any agreement made by
37 an applicant concerning free care.
38 (4) Any hospital shall inform the department 90 days prior to
39 the closing of the hospital or the discontinuance of any essential
40 health service provided therein. The department shall by regula-
-41 tion define “essential health service” for the purposes of this
42 section. The department shall, in the event that a hospital proposes
43 to discontinue an essential health service or services, determine
44 whether any such discontinued services are necessary for pre-
-45 serving access and health status in the hospital’s service area,
46 require hospitals to submit a plan for assuring access to such nec-
-47 essary services following the hospital’s closure of the service, and
48 assure continuing access to such services in the event that the
49 department determines that their closure will significantly reduce
50 access to necessary services. The department shall conduct a
51 public hearing prior to a determination on the closure of said
52 essential services or of the hospital. No original license shall be
53 granted to establish or maintain an acute-care hospital, as defined
54 by section 258, unless the applicant submits a plan, to be
55 approved by the department, for the provision of community ben-
-56 efits, including the identification and provision of essential health
57 services. In approving the plan, the department may take into
58 account the applicant’s existing commitment to primary and pre-
-59 ventive health care services and community contributions as well
60 as the primary and preventive health care services and community
61 contributions of the predecessor hospital. The department may
62 waive this requirement, in whole or in part, at the request of the
63 applicant which has provided or at the time the application is
64 filed, is providing, substantial primary and preventive health care
65 services and community contributions in its service area.
66 (5) No original license shall be granted to establish or maintain
67 an acute care hospital as defined by section 258 which results
68 from the merger or acquisition of the hospital, unless the board of
69 trustees of the hospital publicly presents and evaluates all pro-
-70 posals for such a merger or acquisition according to rules and reg-
-71 illations promulgated by the department.
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2 (6) Whenever the department finds upon inspection, or through
3 information in its possession, that a licensee is not in compliance
4 with a requirement established under this section, the department

75 may order the licensee to correct such deficiency. Every such cor-
-76 rection order shall include a statement of the deficiencies found,
77 the period prescribed within which the deficiency must be cor-
-78 reeled, and the provisions of law relied upon. The department may
79 assess the licensee ordered to correct deficiencies no less than
80 $l,OOO and not more than $lO,OOO per deficiency for each day the
81 deficiency continues to exist beyond the date prescribed for cor-
-82 rection. Within seven days of receipt, the affected licensee may
83 file a written request with the department for administrative
84 reconsideration of the order or any portion thereof.

1 SECTION 3. Said chapter 111 is hereby further amended by
2 adding the following section:—
3 Section 217. (a) There is hereby established within the depart-
-4 ment an office of patient protection. The office shall;—
5 (1) have the authority to administer and enforce the standards
6 and procedures established by sections 13, 14, 15 and 16 of
7 chapter 1760, and to promulgate regulations therefor. Such regu-
-8 lations shall protect the confidentiality of any information about a
9 carrier or utilization review organization, as defined in said

10 chapter 1760, which, in the opinion of the office, and in consulta-
-11 tion with the division of insurance, is proprietary in nature. The
12 regulations authorized by this section shall be consistent with, and
13 not duplicate or overlap with, regulations promulgated by the
14 bureau of managed care established in the division of insurance
15 pursuant to said chapter 1760;
16 (2) establish a site on the internet and through other commu-
-17 nication media in order to make managed care information col-
-18 lected by the office readily accessible to consumers. Said internet
19 site shall, at a minimum, include (i) the health plan report card
20 developed pursuant to section 24 of chapter 118G, (ii) a chart, pre-
-21 pared by the office, comparing the information obtained on pre-
-22 mium revenue expended for health care services as provided
23 pursuant to subsection (3) of paragraph (b) of section 7 of
24 chapter 1760, for the most recent year for which information is
25 available, and (iii) data collected pursuant to paragraph (c);
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26 (3) assist consumers with questions or concerns relating to
27 managed care, including but not limited to exercising the griev-
-28 ance and appeals rights established by sections 13 and 14, of said
29 chapter 1760;
30 (4) monitor quality-related health insurance plan information
3 1 relating to managed care practices;
32 (5) regulate the establishment and functions of review panels
33 established by section 14 of chapter 1760;
34 (6) periodically advise the commissioner, the managed care
35 oversight board established by section 16D of chapter 6A, the
36 joint committee on health care and the joint committee on insur-
-37 ance on actions, including legislation, which may improve the
38 quality of managed care health insurance plans.
39 (b) The commissioner shall establish an external review
40 system for the review of grievances submitted by or on behalf of
41 insureds of carriers pursuant to section 14 of chapter 1760.
42 (c) Each entity that compiles the health plan employer data and
43 information set, so-called, for the National Committee on Quality
44 Assurance, or collects other information deemed by the entity as
45 similar or equivalent thereto, shall, upon submitting said data and
46 information set to the division of health care finance and policy
47 pursuant to section 24 of chapter 118G, concurrently submit to the
48 office of patient protection a copy thereof excluding, at the
49 entity’s option, proprietary financial data.

1 SECTION 4. Chapter 112 of the General Laws is hereby
2 amended by inserting after section 5L the following section:—
3 Section SM. The board shall promulgate regulations addressing
4 the issue of physician investment and ownership in for-profit
5 acute-care hospitals and health maintenance organizations.

1 SECTION 5. Chapter 118 E of the General Laws is hereby
2 amended by inserting after section 17 the following section:—
3 Section 17A. (a) As used in this section, the following words
4 shall have the following meanings:
5 “Attending physician”, the emergency physician or consultant
6 physician who actively treats the emergency medical condition of
7 a beneficiary at an emergency facility.
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8 “Beneficiary”, a recipient of medical assistance or medical ben-
-9 efits pursuant to this chapter who is treated in an emergency

10 facility for an emergency medical condition.
11 “Emergency medical condition”, a medical condition, whether
12 physical or mental, manifesting itself by symptoms of sufficient
13 severity, including severe pain, that the absence of prompt med-
-14 ical attention could reasonably be expected by a prudent layperson
15 who possesses an average knowledge of health and medicine, to
16 result in placing the health of a beneficiary or another person in
17 serious jeopardy, serious impairment to body function, or serious
18 dysfunction of any body organ or part, or, with respect to a preg-
-19 nant woman, as further defined in section 1867(e)(1)(B) of the
20 Social Security Act, 42 U.S.C. section 1395dd(e)(l)(B).
21 “Stabilization for discharge”, an emergency medical condition
22 shall be deemed to be stabilized for purposes of discharging a ben-
-23 eficiary, other than for the purpose of transfer from one facility to
24 another facility, when the attending physician has determined that,
25 within reasonable clinical confidence, the beneficiary has reached
26 the point where further care, including diagnostic work-up or
27 treatment, or both, could be reasonably performed on an outpa-
-28 tient basis or a later scheduled inpatient basis if the beneficiary is
29 given a reasonable plan for appropriate follow-up care and dis-
-30 charge instructions, or as further defined in section 1867(e)(3)(A)
31 of the Social Security Act, 42 U.S.C. section 1395dd(e)(3)(A).
32 Stabilization for discharge does not require final resolution of the
33 emergency medical condition.
34 “Stabilization for transfer”, an emergency medical condition
35 shall be deemed to be stabilized for transfer if a beneficiary can be
36 transferred from one facility to a second facility and the attending
37 physician has determined, within reasonable clinical confidence,
38 that the beneficiary is expected to leave the hospital and be
39 received at a second facility with no material deterioration in his
40 condition, or as further defined in section 1867(c) and (e)(4)of the
4! Social Security Act, 42 U.S.C. section 1395dd(c) and (e)(4). Sta-
-42 bilization for transfer does not require final resolution of the
43 emergency medical condition.
44 (b) Any program of medical assistance or medical benefits for
45 which the division is the primary payor shall cover emergency
46 services provided to a beneficiary for emergency medical condi-
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47 tions. After the beneficiary has been stabilized for discharge or
48 transfer, the division or its designee may require a hospital emer-
-49 gency department to contact the physician on-call designated by
50 the division or its designee for authorization of post-stabilization
51 services to be provided. The hospital emergency department shall
52 take all reasonable steps to initiate contact with the division or its
53 designee within 30 minutes of stabilization. Such authorization
54 shall be deemed granted if the division or its designee has not
55 responded to said call within 30 minutes. Notwithstanding the
56 foregoing provision, if the attending physician and said on-call
57 physician do not agree on what constitutes appropriate medical
58 treatment, the opinion of the attending physician shall prevail and
59 such treatment shall be .considered appropriate treatment for an
60 emergency medical condition, if such treatment is consistent with
61 generally accepted principles of professional medical practice and
62 is a covered benefit under said program of medical assistance or
63 medical benefits. Consistent with the foregoing, the division or its
64 designee may enter into contracts with hospitals or emergency
65 physician groups, or both, for the provision of emergency serv-
-66 ices.
67 (c) The division or its designee may require a beneficiary to
68 contact the division or its designee or the primary care physician
69 of the beneficiary within 48 hours of receiving such emergency
70 services, but notification already given to said division, designee,
71 or primary care physician by the attending physician shall satisfy
72 the requirements of this subsection.
73 (d) Nothing in this section shall be construed to limit retro-
-74 spective utilization review activities by the division or its
75 designee with respect to screening, stabilization and post-stabi-
-76 lization services for the purposes of assessing quality, utilization
77 patterns and coding and billing practices, but such activities shall
78 not result in retroactive changes to treatment or reimbursement
79 decisions previously made in accordance with this section. In con-
-80 ducting said utilization review activities, the division or its
81 designee shall comply with section 12 of chapter 1760 and all
82 applicable state and federal confidentiality provisions.
83 (e) The division or its designee shall clearly state in its
84 brochures, contracts, policy manuals and all printed materials that
85 beneficiaries shall have the option of calling the local pre-hospital
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86 emergency medical service system by dialing the emergency tele-
-87 phone access number 911, or its local equivalent, whenever a ben-
-88 eficiary is confronted with an emergency medical condition which
89 in the judgment of a prudent layperson would require pre-hospital
90 emergency services. No beneficiary shall in any way be discour-
-91 aged from using the local pre-hospital emergency medical service
92 system, the 911 telephone number, or the local equivalent, or be
93 denied coverage for medical and transportation expenses incurred
94 as a result of such emergency medical condition.

1 SECTION 6. Chapter 118 G of the General Laws is hereby
2 amended by adding the following section: —

3 Section 24. The division shall develop and issue a document for
4 consumers to be known as the health plan report card, containing
5 information and data providing a basis by which health insurance
6 plans may be evaluated and compared by consumers. The division
7 may contract for the design and production of said report. The
8 report shall be made available to residents of the commonwealth,
9 upon request, by the office of patient protection in the department

10 of public health, and shall be updated and issued annually by said
11 office in consultation with the division. In preparing such report
12 card, the division shall, to the extent possible, use information
13 already reported by health insurance plans, including, but not lim-
-14 ited to, the health plan employer data and information set estab-
-15 lished by the National Committee on Quality Assurance. The
16 division shall consult with the department of public health and the
17 division of insurance in determining the content and format of
18 such report card, and shall make such report card available on the
19 internet site established by the office of patient protection in the
20 department of public health.

1 SECTION 7. Section 248 of chapter 175 of the General Laws,
2 as appearing in the 1998 Official Edition, is hereby amended by
3 inserting after the first sentence the following two sentences: —
4 Such notices shall include any changes in clinical review criteria,
5 as such term is defined in section I of chapter 1760, and a state-
-6 ment of the effect of such changes on the personal liability of the
7 policyholder or subscriber for the cost of any such changes. All
8 notices required by this section shall be provided 60 days before
9 the effective date of such modification.
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1 SECTION 8. Said chapter 175 is hereby further amended by
2 inserting after section 47T the following section:—
3 Section 47U. (a) As used in this section, the following words
4 shall have the following meanings:
5 “Attending physician”, the emergency physician or consultant
6 physician who actively treats the emergency medical condition of
7 an insured at an emergency facility.
8 “Emergency medical condition”, a medical condition, whether
9 physical or mental, manifesting itself by symptoms of sufficient

10 severity, including severe pain, that the absence of prompt med-
-11 ical attention could reasonably be expected by a prudent layperson
12 who possesses an average knowledge of health and medicine, to
13 result in placing the health of the insured or another person in
14 serious jeopardy, serious impairment to body function, or serious
15 dysfunction of any body organ or part, or, with respect to a preg-
-16 nant woman, as further defined in section 1867(e)(1)(B) of the
17 Social Security Act, 42 U.S.C. section 1395dd(e)(l)(B).
18 “Insured”, a subscriber or policyholder of a company licensed
19 to sell health and accident insurance in the commonwealth pur-
-20 suant to this chapter who is treated in an emergency facility for an
21 emergency medical condition.
22 “Stabilization for discharge”, an emergency medical condition
23 shall be deemed to be stabilized for purposes of discharging an
24 insured, other than for the purpose of transfer from one facility to
25 another facility, when the attending physician has determined that,
26 within reasonable clinical confidence, the insured has reached the
27 point where further care, including diagnostic work-up or treat-
-28 ment, or both, could be reasonably performed on an outpatient
29 basis or a later scheduled inpatient basis if the insured is given a
30 reasonable plan for appropriate follow-up care and discharge
31 instructions, or as further defined in section 1867(e)(3)(A) of the
32 Social Security Act, 42 U.S.C. section 1395dd(e)(3)(A). Stabiliza-
-33 tion for discharge does not require final resolution of the emer-
-34 gency medical condition.
35 “Stabilization for transfer”, an emergency medical condition
36 shall be deemed to be stabilized for transfer if an insured can be
37 transferred from one facility to a second facility and the attending
38 physician has determined, within reasonable clinical confidence,
39 that the insured is expected to leave the hospital and be received
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40 at a second facility with no material deterioration in his condition,
41 or as further defined in section 1867(c) and (e)(4) of the Social
42 Security Act, 42 U.S.C. section 1395dd(c) and (e)(4). Stabiliza-
-43 tion for transfer does not require final resolution of the emergency
44 medical condition.
45 (b) Any policy of accident or sickness insurance delivered.
46 issued or renewed in the commonwealth pursuant to this chapter
47 shall provide as benefits to all insureds coverage for emergency
48 services provided to an insured for emergency medical conditions.
49 After the insured has been stabilized for discharge or transfer, said
50 policy of insurance may require a hospital emergency department
51 to contact a physician on-call designated by the carrier or its
52 designee for authorization of post-stabilization services to be pro-
-53 vided. The hospital emergency department shall take all reason-
-54 able steps to initiate contact with the carrier or its designee
55 within 30 minutes of stabilization. Such authorization shall be
56 deemed granted if said carrier or its designee has not responded to
57 said call within 30 minutes. Notwithstanding the foregoing provi-
-58 sion, in the event the attending physician and said on-call physi-
-59 cian do not agree on what constitutes appropriate medical
60 treatment, the opinion of the attending physician shall prevail and
61 such treatment shall be considered appropriate treatment for an
62 emergency medical condition, provided that such treatment is con-
-63 sistent with generally accepted principles of professional medical
64 practice and is a covered benefit under the policy or contract of
65 the insured with a carrier. Consistent with the foregoing, said car-
-66 rier or its designee may enter into contracts with hospitals or
67 emergency physician groups, or both, for the provision of emer-
-68 gency services.
69 (c) Said policy of insurance may require an insured to contact
70 either the carrier or its designee or the primary care physician of
71 the insured within 48 hours of receiving such emergency services,
72 but notification already given to said carrier, designee or primary
73 care physician by the attending physician shall satisfy the require
74 ments of this subsection.
75 (d) Nothing in this section shall be construed to limit retro-
-76 spective utilization review activities by a carrier or its designee
77 with respect to screening, stabilization and post-stabilization serv-
-78 ices for the purposes of assessing quality, utilization patterns and
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79 coding and billing practices, but such activities shall not result in
80 retroactive changes to treatment or reimbursement decisions pre-
-81 viously made in accordance with this section. In conducting said
82 utilization review activities, said carrier or its designee shall be in
83 compliance with section 12 of chapter 1760 and all applicable
84 state and federal confidentiality provisions.
85 (e) A carrier or its designee shall clearly state in its brochures,
86 contracts, policy manuals and all printed materials that insureds
87 shall have the option of calling the local pre-hospital emergency
88 medical service system by dialing the emergency telephone access
89 number 911, or its local equivalent whenever an insured is con-
-90 fronted with an emergency medical condition which in the judg-
-91 ment of a prudent layperson would require pre-hospital emergency
92 services. No insured shall in any way be discouraged from using
93 the local pre-hospital emergency medical service system, the 911
94 telephone number, or the local equivalent, or be denied coverage
95 for medical and transportation expenses incurred as a result of
96 such emergency medical condition.

1 SECTION 9. Section 108 of said chapter 175, as appearing in
2 the 1998 Official Edition, is hereby amended by inserting after the
3 word “expense”, in line 462, the first time it appears, the
4 following words:—

,
medical expense.

1 SECTION 10. Said section 108 of said chapter 175, as so
2 appearing, is hereby further amended by striking out. in line 469,
3 the words “for any claim relating to dental services”.

1 SECTION 11. Section 110 of said chapter 175, as so appearing,
2 is hereby amended by inserting after the word “expense”, in
3 line 198, the first time it appears, the following words:— , med-
-4 ical expense.

1 SECTION 12. Said section 110 of said chapter 175, as so
2 appearing, is hereby further amended by striking out, in line 205,

the words “for any claim relating to dental services”

1 SECTION 13. Section 8 of chapter 176 A of the General Laws,
2 as so appearing, is hereby amended by striking out, in lines 38

and 39, the words “for any claims relating to dental services”
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1 SECTION 14. Said chapter 176 A is hereby further amended by
2 inserting after section 8T the following section:—
3 Section BU. (a) As used in this section, the following words
4 shall have the following meanings:—
5 “Attending physician”, the emergency physician or consultant
6 physician who actively treats the emergency medical condition of

an insured at an emergency facility
8 “Emergency medical condition”, a medical condition, whether
9 physical or mental, manifesting itself by symptoms of sufficient
10 severity, including severe pain, that the absence of prompt med-
-11 ical attention could reasonably be expected by a prudent layperson
12 who possesses an average knowledge of health and medicine, to
13 result in placing the health of an insured or another person’s
14 health in serious jeopardy, serious impairment to body function, or
15 serious dysfunction of any body organ or part, or, with respect to a
16 pregnant woman, as further defined in section 1867(e)(1)(B) of
17 the Social Security Act, 42 U.S.C. section 1395dd(e)(l)(B).
18 “Insured”, a member or subscriber of a hospital service corpo-
-19 ration who is treated in an emergency facility for an emergency
20 medical condition, regardless of whether the member’s or sub-
-21 scriber’s contract with the corporation is delivered, issued or
22 renewed on a group or individual basis.
23 “Stabilization for discharge”, an emergency medical condition
24 shall be deemed to be stabilized for purposes of discharging an
25 insured, other than for the purpose of transfer from one facility to
26 another facility, when the attending physician has determined that,
27 within reasonable clinical confidence, the insured has reached the
28 point where further care, including diagnostic work-up or treat-
-29 ment, or both, could be reasonably performed on an outpatient
30 basis or a later scheduled inpatient basis if the insured is given a
31 reasonable plan for appropriate follow-up care and discharge
32 instructions, or as further defined in section 1867(e)(3)(A) of the
33 Social Security Act, 42 U.S.C. section 1395dd(e)(3)(A). Stabiliza-
-34 tion for discharge does not require final resolution of the emer-
-35 gency medical condition.
36 “Stabilization for transfer”, an emergency medical condition
37 shall be deemed to be stabilized for transfer if an insured can be
38 transferred from one facility to a second facility and the attending
39 physician has determined, within reasonable clinical confidence.
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40 that the insured is expected to leave the hospital and be received
41 at a second facility with no material deterioration in his condition,
42 or as further defined in section 1867(c) and (e)(4), 42 U.S.C.
43 section 1395dd(c) and (e)(4). Stabilization for transfer does not
44 require final resolution of the emergency medical condition.
45 (b) Any contract or subscription certificate between an insured
46 and the corporation shall provide as benefits coverage for emer-
-47 gency services provided to an insured for emergency medical con-
-48 dilions. After an insured has been stabilized for discharge or
49 transfer, the corporation or its designee may require a hospital
50 emergency department to contact the physician on-call designated
51 by the corporation or its designee for authorization of post-stabi-
-52 lization services to be provided. The hospital emergency depart-
-53 ment shall take all reasonable steps to initiate contact with the
54 corporation or its designee within 30 minutes of stabilization.
55 Such authorization shall be deemed granted if the corporation or
56 its designee has not responded to said call within 30 minutes.
57 Notwithstanding the foregoing provision, in the event the
58 attending physician and said on-call physician do not agree on
59 what constitutes appropriate medical treatment, the opinion of the
60 attending physician shall prevail and such treatment shall be con-
-61 sidered appropriate treatment for an emergency medical condition
62 provided that such treatment is consistent with generally accepted
63 principles of professional medical practice and is a covered ben-
-64 efit under the contract or subscription certificate of an insured
65 with the corporation. Consistent with the foregoing, the corpora-
-66 tion or its designee may enter into contracts with hospitals or
67 emergency physician groups, or both, for the provision of emer-
-68 gency services.
69 (c) Any contract or subscription certificate between an insured
70 and the hospital service corporation may require an insured to
71 contact the corporation or its designee or the primary care physi-
-72 cian of the insured within 48 hours of receiving such emergency
73 services, but notification already given to the corporation, its
74 designee or to said primary care physician by the attending physi-
-75 cian shall satisfy the requirements of this paragraph.
76 (d) Nothing in this section shall be construed to limit retro-
-77 spective utilization review activities by the corporation or its
78 designee with respect to screening, stabilization and post-stabi-
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79 lization services for the purposes of assessing quality, utilization
80 patterns and coding and billing practices, but such activities shall
81 not result in retroactive changes to treatment or reimbursement
82 decisions previously made in accordance with this section. In con-
-83 ducting said utilization review activities, the corporation or its
84 designee shall be in compliance with section 12 of chapter 1760
85 and all applicable state and federal confidentiality provisions.
86 (e) The corporation or its designee shall clearly state in its
87 brochures, contracts, policy manuals and all printed materials that
88 insureds shall have the option of calling the local pre-hospital
89 emergency medical service system by dialing the emergency tele-
-90 phone access number 911, or its local equivalent, whenever an
91 insured is confronted with an emergency medical condition which
92 in the judgment of a prudent layperson would require pre-hospital
93 emergency services. No insured shall in any way be discouraged
94 from using the local pre-hospital emergency medical service
95 system, the 911 telephone number, or the local equivalent, or be
96 denied coverage for medical and transportation expenses incurred
97 as a result of such emergency medical condition.

1 SECTION 15. Chapter 1768 of the General Laws is hereby
2 amended by inserting after section 4T the following section;—
3 Section 4U. (a) As used in this section, the following words
4 shall have the following meanings:—
5 “Attending physician”, the emergency physician or consultant
6 physician who actively treats the emergency medical condition of
7 an insured at an emergency facility.
8 “Emergency medical condition”, a medical condition, whether
9 physical or mental, manifesting itself by symptoms of sufficient

10 severity, including severe pain, that the absence of prompt med-
-11 ical attention could reasonably be expected by a prudent layperson
12 who possesses an average knowledge of health and medicine, to
13 result in placing the health of an insured or another person in
14 serious jeopardy, serious impairment to body function, or serious
15 dysfunction of any body organ or part, or, with respect to a preg-
-16 nant woman, as further defined in section 1867(e)(1)(B) of the
17 Social Security Act, 42 U.S.C. section 1395dd(e)( 1 )(B).
18 “Insured”, a member or subscriber of a medical service corpo-
-19 ration who is treated in an emergency facility for an emergency
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20 medical condition, regardless of whether the member’s or sub-
-21 scriber’s contract with the corporation is delivered, issued or
22 renewed on a group or individual basis.
23 “Stabilization for discharge”, an emergency medical condition
24 shall be deemed to be stabilized for purposes of discharging an
25 insured, other than for the purpose of transfer from one facility to
26 another facility, when the attending physician has determined that,
27 within reasonable clinical confidence, the insured has reached the
28 point where further care, including diagnostic work-up or treat-
-29 ment, or both, could be reasonably performed on an outpatient
30 basis or a later scheduled inpatient basis if the insured is given a
31 reasonable plan for appropriate follow-up care and discharge
32 instructions, or as further defined in section 1867(e)(3)(A) of the
33 Social Security Act, 42 U.S.C. section 1395dd(e)(3)(A). Stabiliza-
-34 tion for discharge does not require final resolution of the emer-
-35 gency medical condition.
36 “Stabilization for transfer”, an emergency medical condition
37 shall be deemed to be stabilized for transfer if an insured can be
38 transferred from one facility to a second facility and the attending
39 physician has determined, within reasonable clinical confidence,
40 that the insured is expected to leave the hospital and be received
41 at a second facility with no material deterioration in his condition,
42 or as further defined in section 1867(c) and (e)(4) of the Social
43 Security Act, 42 U.S.C. section 1395dd(c) and (e)(4). Stabiliza-
-44 tion for transfer does not require final resolution of the emergency
45 medical condition.
46 (b) Any contract or subscription certificate between an insured
47 and the corporation shall provide as benefits coverage for emer-
-48 gency services provided to an insured for emergency medical con-
-49 ditions. After an insured has been stabilized for discharge or
50 transfer, the corporation or its designee may require a hospital
51 emergency department to contact the physician on call designated
52 by the corporation or its designee for authorization of post-stabi-
-53 lization services to be provided. The hospital emergency depart-
-54 ment shall take all reasonable steps to initiate contact with said
55 corporation or its designee within 30 minutes of stabilization.
56 Such authorization shall be deemed granted if said corporation or
57 its designee has not responded to said call within 30 minutes.
58 Notwithstanding the foregoing provision, in the event the
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59 attending physician and said on-call physician do not agree on
60 what constitutes appropriate medical treatment, the opinion of the
61 attending physician shall prevail and such treatment shall be con-
-62 sidered appropriate treatment for an emergency medical condition
63 provided that such treatment is consistent with generally accepted
64 principles of professional medical practice and is a covered ben-
-65 efit under the contract or subscription certificate of an insured
66 with the corporation. Consistent with the foregoing, said corpora-
-67 tion or its designee may enter into contracts with hospitals or
68 emergency physician groups, or both, for the provision of emer-
-69 gency services.
70 (c) Any contract or subscription certificate between an insured
71 and the medical service corporation may require an insured to
72 contact either the corporation or its designee or the primary care
73 physician of the insured within 48 hours of receiving such emer-
-74 gency services, but notification already given to said corporation,
75 designee or said primary care physician by the attending physician
76 shall satisfy the requirements of this paragraph.
77 (d) Nothing in this section shall be construed to limit retro-
-78 spective utilization review activities by said corporation or its
79 designee with respect to screening, stabilization and post-stabi-
-80 lization services for the purposes of assessing quality, utilization
81 patterns and coding and billing practices, but such activities shall
82 not result in retroactive changes to treatment or reimbursement
83 decisions previously made in accordance with this section. In con-
-84 ducting said utilization review activities, said corporation or its
85 designee shall be in compliance with section 12 of chapter 1760
86 and all applicable state and federal confidentiality provisions.
87 (e) The corporation or its designee shall clearly state in its
88 brochures, contracts, policy manuals and all printed materials that
89 insureds shall have the option of calling the local pre-hospital
90 emergency medical service system by dialing the emergency tele-
-91 phone access number 911, or its local equivalent, whenever an
92 insured is confronted with an emergency medical condition which
93 in the judgment of a prudent layperson would require pre-hospital
94 emergency services. No insured shall in any way be discouraged
95 from using the local pre-hospital emergency medical service
96 system, the 911 telephone number, or the local equivalent, or be
97 denied coverage for medical and transportation expenses incurred
98 as a result of such emergency medical condition.
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1 SECTION 16. Section 7 of chapter 17613, as appearing in the
2 1998 Official Edition, is hereby amended by striking out, in
3 line 66, the word “sixty” and inserting in place thereof the
4 following figure:—4s.

1 SECTION 17. Said section 7 of said chapter 1768, as so
2 appearing, is hereby further amended by striking out, in lines 81
3 and 82, the words “for any claim relating to dental services”.

1 SECTION 18. Said section 7 of said chapter 1768, as so
2 appearing, is hereby further amended by striking out, in line 84,
3 the word “sixty” and inserting in place thereof the following
4 figure:— 45.

1 SECTION 19. Chapter 176 G of the General Laws is hereby
2 amended by striking out section 5, as so appearing, and inserting
3 in place thereof, the following section:—
4 Section 5. (a) As used in this section, the following words shall
5 have the following meanings:-
6 “Attending physician”, the emergency physician or consultant
7 physician who actively treats the emergency medical condition of
8 a member at an emergency facility.
9 “Emergency medical condition”, a medical condition, whether

10 physical or mental, manifesting itself by symptoms of sufficient
11 severity, including severe pain, that the absence of prompt med-
-12 ical attention could reasonably be expected by a prudent layperson
13 who possesses an average knowledge of health and medicine, to
14 result in placing the health of a member or another person in
15 serious jeopardy, serious impairment to body function, or serious
16 dysfunction of any body organ or part, or, with respect to a preg-
-17 nant woman, as further defined in section 1867(e)(1)(B) of the
18 Social Security Act, 42 U.S.C. section 1395dd(e)(l)(B).
19 “Stabilization for discharge”, an emergency medical condition
20 shall be deemed to be stabilized for purposes of discharging a
21 member, other than for the purpose of transfer from one facility to
22 another facility, when the attending physician has determined that,
23 within reasonable clinical confidence, the member has reached the
24 point where further care, including diagnostic work-up or treat-
-25 ment, or both, could be reasonably performed on an outpatient
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26 basis or a later scheduled inpatient basis if the member is given a
27 reasonable plan for appropriate follow-up care and discharge
28 instructions, or as further defined in section 1867(e)(3)(A) of the
29 Social Security Act, 42 U.S.C. section 1395dd(e)(3)(A). Stabiliza-
-30 tion for discharge does not require final resolution of the emer-
-3! gency medical condition.
32 “Stabilization for transfer”, an emergency medical condition
33 shall be deemed to be stabilized for transfer if a member can be
34 transferred from one facility to a second facility and the attending
35 physician has determined, within reasonable clinical confidence,
36 that the member is expected to leave the hospital and be received
37 at a second facility with no material deterioration in his condition,
38 or as further defined in section 1867(c) and (e)(4) of the Social
39 Security Act, 42 U.S.C. section 1395dd(c) and (e)(4). Stabiliza-
-40 tion for transfer does not require final resolution of the emergency
41 medical condition.
42 (b) A health maintenance organization shall cover emergency
43 services provided to members for emergency medical conditions.
44 After the member has been stabilized for discharge or transfer, the
45 health maintenance organization or its designee may require a
46 hospital emergency department to contact the physician on-call
47 designated by the health maintenance organization or its designee
48 for authorization of post-stabilization services to be provided. The
49 hospital emergency department shall take all reasonable steps to
50 initiate contact with the health maintenance organization or its
51 designee within 30 minutes of stabilization. Such authorization
52 shall be deemed granted if the health maintenance organization or
53 its designee has not responded to said call within 30 minutes.
54 Notwithstanding the foregoing provision, in the event the
55 attending physician and said on-call physician do not agree on
56 what constitutes appropriate medical treatment, the opinion of the
57 attending physician shall prevail and such treatment shall be con-
-58 sidered appropriate treatment for an emergency medical condition
59 provided that such treatment is consistent with generally accepted
60 principles of professional medical practice and a covered benefit
61 under the member’s evidence of coverage. Consistent with the
62 foregoing, a health maintenance organization may enter into con-
-63 tracts with hospitals or emergency physician groups, or both, for
64 the provision of emergency services.
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65 (c) A health maintenance organization may require a member
66 to contact either the health maintenance organization or its
67 designee or the primary care physician of the member within 48
68 hours of receiving such emergency services, but notification
69 already given to the health maintenance organization or to said
70 primary care physician by the attending physician shall satisfy the
71 requirements of this paragraph.
72 (d) Nothing in this section shall be construed to limit retro-
-73 spective utilization review activities by a health maintenance
74 organization with respect to screening, stabilization and post-sta-
-75 bilization services for the purposes of assessing quality, utilization
76 patterns and coding and billing practices, but such activities shall
77 not result in retroactive changes to treatment or reimbursement
78 decisions previously made in accordance with this section. In con-
-79 ducting said utilization review activities, the health maintenance
80 organization shall be in compliance with section 12 of
81 chapter 1760 and all applicable state and federal confidentiality
82 provisions.
83 (e) A health maintenance organization shall clearly state in its
84 brochures, contracts, policy manuals and printed materials that
85 members shall have the option of calling the local pre-hospital
86 emergency medical service system by dialing the emergency tele-
-87 phone access number 911, or its local equivalent, whenever an
88 enrollee is confronted with an emergency medical condition which
89 in the judgment of a prudent layperson would require pre-hospital
90 emergency services. No member shall in any way be discouraged
91 from using the local pre-hospital emergency medical service
92 system, the 911 telephone number, or the local equivalent, or be
93 denied coverage for medical and transportation expenses incurred
94 as a result of an emergency medical condition.
95 (f) A health maintenance organization shall provide or arrange
96 for indemnity payments to a member or provider for a reasonable
97 amount charged for the cost of emergency medical services by a
98 provider who is not normally affiliated with the health mainte-
-99 nance organization when the member requires services for an

100 emergency medical condition. Said indemnity payment under this
101 section shall not be subject to the insurance laws of the common-
-102 wealth.
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1 SECTION 20. Section 6 of said chapter 176G, as so appearing,
2 is hereby amended by adding the following paragraph: —
3 No contract between a participating provider of health care
4 services and a health maintenance organization shall be issued or
5 delivered in the commonwealth unless it contains a provision
6 requiring that within 45 days after the receipt by the organization
7 of completed forms for reimbursement to the provider of health
8 care services, the health maintenance organization shall (i) make
9 payments for such services provided, (ii) notify the provider in

10 writing of the reason or reasons for nonpayment, or (iii) notify the
11 provider in writing of what additional information or documenta-
-12 tion is necessary to complete said forms for such reimbursement.
13 If the health maintenance organization fails to comply with this
14 paragraph for any claims related to the provision of health care
15 services, said health maintenance organization shall pay, in addi-
-16 tion to any reimbursement for health care services provided,
17 interest on such benefits, which shall accrue beginning 45 days
18 after the health maintenance organization’s receipt of request for
19 reimbursement at the rate of 1.5 per cent per month, not to exceed
20 18 per cent per year. The provisions of this paragraph relating to
21 interest payments shall not apply to a claim that the health mainte-
-22 nance organization is investigating because of suspected fraud.

1 SECTION 21. Section 7 of said chapter 176 G is hereby
2 repealed.

1 SECTION 22. Said chapter 176 G is hereby further amended by
2 striking out section 14, as appearing in the 1998 Official Edition,
3 and inserting in place thereof the following section:—
4 Section 14. Each applicant for licensure or licensure renewal
5 for a health maintenance organization shall submit to the commis-
-6 sioner for his approval and to the office of patient protection in
7 the department of public health such materials as the commis-
-8 sioner shall by regulation require, in a form approved by the com-
-9 missioner. Said materials shall include, but not be limited to:
10 (1) a copy of the basic organization document such as the arti-
-11 cles of incorporation, articles of association, partnership agree-
-12 ment, trust agreement, or other applicable documents establishing
13 the health maintenance organization;
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14 (2) a copy of the by-laws, rules and regulations, or similar doc-
-15 ument, regulating the conduct of the internal affairs of the appli-
-16 cant;

17 (3) a statement generally describing the health maintenance
18 organization, its health care plan or plans, facilities and personnel;
19 (4) an internal operations plan, including an organizational

20 chart, description of organizational structure, a description of the
21 service area and provider network, the roles, functions, responsi-
-22 bilities of and interrelationships among providers, and the
23 methods of provider reimbursement and risk-sharing arrange-
-24 ments;

25 (5) a provider inventory, including a listing of providers by
26 specialty, a calculation of physician to population ratios, and an
27 inventory of owned, operated, contracting and participating
28 provider facilities, including, but not limited to, hospitals, skilled
29 nursing facilities, home health care and medical care services;
30 (6) a copy of every contract form made or to be made between
31 the applicant and any providers of health services, copies of
32 administrative contracts, and a statement of written procedures
33 and standards for the prior review and approval by the applicant
34 of provider subcontracts;
35 (7) a copy of the form of evidence of coverage to be issued to
36 the members;
37 (8) a copy of the form of group contract, if any, which is to be
38 issued to employers, unions, trustees, or other organizations;
39 (9) financial statements showing the applicant's assets, liabili-
-40 ties, and sources of working capital and other sources of financial
41 support and projections of the results of operations for the suc-
-42 ceeding three years;
43 (10) a financial plan, including a statement indicating when the
44 applicant estimates that income from operations will equal
45 expenses, a statement of the applicant’s plan to establish and
46 maintain sufficient reserves to cover projected risks, copies of
47 reinsurance or other agreements to provide for provision of con-
-48 traded health services in the event the applicant is unable to pro-
-49 vide such services for any reason, and a detailed description of
50 mechanisms to monitor the financial solvency of any organization
51 contraction with the applicant that assumes substantial financial
52 risk for the provision of health services;
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53 (11) a plan for compliance with section 15, including copies of
54 any contract or agreement with a carrier for reinsurance;
55 (12) an enrollment and marketing plan describing the marketing
56 methods, anticipated enrollment, the service area population and
57 utilization rates projected for health services delivered in the orga-
-58 nization’s service area;

59 (13) a utilization plan describing inpatient and outpatient uti-
-60 lization review measures and a statement of actuarial review and
61 certification of actuarial assumptions made regarding utilization
62 as applied to projected financial statements;
63 (14) premium rates for all products offered;
64 (15) a member services plan, including a statement of proce-
-65 dures to be used to maintain member confidentiality of medical
66 records, grievances, and quality assurance study responses;
67 (16) a detailed description of the quality assurance system;
68 (17) a detailed description of the formal internal grievance
69 system including procedures for the registration and resolution of
70 member grievances, and, for renewal applications only, the total
71 number and disposition of malpractice claims and other claims
72 relating to the service or care rendered by the health maintenance
73 organization made by, or on behalf of, members of the organiza-
-74 tion that were settled or resulted in a judgment during the year by
75 the health maintenance organization; and
76 (18) evidence of compliance with chapter 1760. Any applicant
77 accredited by the managed care bureau established under section 2
78 of said chapter 1760 shall be deemed to meet the requirements of
79 this chapter with respect to requirements with any utilization
80 review standards.
81 A license granted to a health maintenance organization pur-
-82 suant to this section shall be renewed on an annual basis. The fee
83 for such renewal, in an amount determined by the commissioner,
84 shall be no less than $5OO.

1 SECTION 23. Section 1 of chapter 1761 of the General Laws,
2 as so appearing, is hereby amended by striking out the definition
3 of “Emergency care” and inserting in place thereof the following
4 definition:—
5 “Emergency care”, services provided in or by a hospital emer
6 gency facility to a covered person after the development of a med
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7 ical condition, whether physical or mental, manifesting itself by
8 symptoms of sufficient severity that the absence of prompt med-
-9 ical attention could reasonably be expected by a prudent layperson

10 who possesses an average knowledge of health and medicine, to
11 result in placing the covered person’s or another person's health in
12 serious jeopardy, serious impairment to body function, or serious
13 dysfunction of any body organ or part, or, with respect to a preg-
-14 nant woman, as further defined in section 1867(e)(1)(B) of the
15 Social Security Act, 42 U.S.C. section 1395dd(e)( 1 )(B).

1 SECTION 24. Section 2 of said chapter 1761. as so appearing,
2 is hereby amended by adding the following paragraph; —
3 No organization may enter into a preferred provider arrange-
-4 ment with one or more health care providers unless said written
5 arrangement contains a provision requiring that within 45 days
6 after the receipt by the organization of completed forms for reim-
-7 bursement to the health care provider, the organization shall (i)
8 make payments for the provision of such services, (ii) notify the
9 provider in writing of the reason or reasons for nonpayment, or

10 (iii) notify the provider in writing of what additional information
11 or documentation is necessary to complete said forms for such
12 reimbursement. If the organization fails to comply with the provi-
-13 sions of this paragraph for any claims related to the provision of
14 health care services, said organization shall pay, in addition to any
15 reimbursement for health care services provided, interest on such
16 benefits, which shall accrue beginning 45 days after the organiza-
-17 tion’s receipt of request for reimbursement at the rate of 1.5 per
18 cent per month, not to exceed 18 per cent per year. The provisions
19 of this paragraph relating to interest payments shall not apply to a
20 claim that the organization is investigating because of suspected
2) fraud.

1 SECTION 25. Section 3 of said chapter 1761, as so appearing
2 is hereby amended by inserting after the word “provider”, in
3 line 13, the following words; — ; provided, however, that every
4 brochure, contract, policy manual and all printed materials shall
5 clearly state that covered persons shall have the option of calling
6 the local pre-hospital emergency medical service system by
7 dialing the emergency telephone access number 911, or its local
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8 equivalent, whenever a covered person is confronted with a need
9 for emergency care, and no covered person shall in any way be

10 discouraged from using the local pre-hospital emergency medical
11 service system, the 911 telephone number, or the local equivalent,
12 or be denied coverage for medical and transportation expenses
13 incurred as a result of such use of emergency care;.

1 SECTION 26. Section 9 of said chapter 1761, as so appearing,
2 is hereby amended by striking out the first sentence and inserting
3 in place thereof the following sentence;— An organization which
4 offers or administers a health benefit plan or furnishes workers’
5 compensation, under a preferred provider arrangement shall be
6 subject to all of the provisions of its enabling or licensing statute
7 and of any other provisions of the general laws applicable thereto,
8 including but not limited to, the provisions of chapter 1760 and
9 any benefits required to be provided by law.

1 SECTION 27. The General Laws are hereby amended by
2 inserting after chapter 176 N the following chapter:—

3
4

CHAPTER 1760.
HEALTH INSURANCE CONSUMER PROTECTIONS.

5 Section 1. As used in this chapter, the following words shall
6 have the following meanings:—
7 “Adverse determination”, a determination, based upon a review
8 of information provided by a carrier or its designated utilization
9 review organization, to deny, reduce, modify, or terminate an

10 admission, continued inpatient stay, or the availability of any
11 other health care services, for failure to meet the requirements for
12 coverage based on medical necessity, appropriateness of health
13 care setting and level of care, or effectiveness.
14 “Ambulatory review”, utilization review of health care services
15 performed or provided in an outpatient setting, including, but not
16 limited to, outpatient or ambulatory surgical, diagnostic and thera-
-17 peutic services provided at any medical, surgical, obstetrical, psy-
-18 chiatric and chemical dependency facility, as well as other
19 locations such as laboratories, radiology facilities, provider offices
20 and patient homes.
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21 “Capitation”, a set payment per patient per unit of time made
22 by a carrier to a licensed health care professional, health care
23 provider group or organization that employs or utilizes services of
24 health care professionals to cover a specified set of services and
25 administrative costs without regard to the actual number of serv-
-26 ices provided.
27 “Carrier”, an insurer licensed or otherwise authorized to
28 transact accident or health insurance under chapter 175; a non-
-29 profit hospital service corporation organized under chapter 176A;
30 a nonprofit medical service corporation organized under
31 chapter 176B; a health maintenance organization organized under
32 chapter 176G; and an organization entering into a preferred
33 provider arrangement under chapter 1761, but not including an
34 employer purchasing coverage or acting on behalf of its
35 employees or the employees of one or more subsidiaries or affili-
-36 ated corporations of the employer.
37 “Case management”, a coordinated set of activities conducted
38 for individual patient management of serious, complicated, pro-
-39 tracted or other health conditions.
40 “Clinical peer reviewer”, a physician or other health care pro-
-41 fessional, other than the physician or other health care profes-
-42 sional who made the initial decision, who holds a non-restricted
43 license from the appropriate professional licensing board in the
44 commonwealth, current board certification from a specialty board
45 approved by the American Board of Medical Specialties or of the
46 Advisory Board of Osteopathic Specialists from the major areas of
47 clinical services or, for non-physician health care professionals,
48 the recognized professional board for their specialty, who actively
49 practices in the same or similar specialty as typically manages the
50 medical condition, procedure or treatment under review, and
51 whose compensation does not directly or indirectly depend upon
52 the quantity, type or cost of the services that such person approves
53 or denies.
54 “Clinical review criteria”, the written screening procedures,
55 decisions, abstracts, clinical protocols and practice guidelines
56 used by a carrier to determine the medical necessity and appropri-
-57 ateness of health care services.
58 “Commissioner”, the commissioner of insurance
59 “Concurrent review”, utilization review conducted during an
60 insured’s inpatient hospital stay or course of treatment.
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61 “Covered benefits” or “benefits”, health care services to which
62 an insured is entitled under the terms of the health benefit plan.
63 “Discharge planning”, the formal process for determining, prior
64 to discharge from a facility, the coordination and management of
65 the care that an insured receives following discharge from a
66 facility.

67 “Division”, the division of insurance.
68 “Emergency medical condition”, a medical condition, whether
69 physical or mental, manifesting itself by symptoms of sufficient
70 severity, including severe pain, that the absence of prompt med-
-71 ical attention could reasonably be expected by a prudent layperson
72 who possesses an average knowledge of health and medicine, to
73 result in placing the health of the insured or another person in
74 serious jeopardy, serious impairment to body function, or serious
75 dysfunction of any body organ or part, or, with respect to a preg-
-76 nant woman, as further defined in section 1867(e)(1)(B) of the
77 Social Security Act, 42 U.S.C. section 1395dd(e)( 1)(B).
78 “Facility”, a licensed institution providing health care services
79 or a health care setting, including, but not limited to, hospitals and
80 other licensed inpatient centers, ambulatory surgical or treatment
81 centers, skilled nursing centers, residential treatment centers,
82 diagnostic, laboratory and imaging centers, and rehabilitation and
83 other therapeutic health settings.
84 “Grievance”, any oral or written complaint submitted to the
85 carrier which has been initiated by an insured, or on behalf of an
86 insured with the consent of the insured, concerning any aspect or
87 action of the carrier relative to the insured, including, but not lim-
-88 ited to, review of adverse determinations regarding scope of cov-
-89 erage, denial of services, quality of care and administrative
90 operations, in accordance with the requirements of this chapter.
91 “Health benefit plan”, a policy, contract, certificate or agrce-
-92 ment entered into, offered or issued by a carrier to provide,
93 deliver, arrange for, pay for, or reimburse any of the costs of
94 health care services.
95 “Health care professional”, a physician or other health care
96 practitioner licensed, accredited or certified to perform specified
97 health services consistent with law.
98 “Health care provider” or “provider”, a health care professional
99 or a facility.
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“Health care services”, services for the diagnosis, prevention,
treatment, cure or relief of a health condition, illness, injury or
disease.

100
101
102

“Incentive plan”, any compensation arrangement between a car-
rier and licensed health care professional or licensed health care
provider group or organization that employs or utilizes services of
one or more licensed health care professionals that may directly or
indirectly have the effect of reducing or limiting services fur-
nished to insureds of the organization.

103
104
105
106
107
108

“Insured”, an enrollee, covered person, insured, member, poli-
cyholder or subscriber of a carrier, including an individual whose
eligibility as an insured of a carrier is in dispute or under review,
or any other individual whose care may be subject to review by a
utilization review program or entity as described under other pro-
visions of this chapter.

109
110
11l
112
113
114
115 “Licensed health care provider group”, a partnership, associa-

tion, corporation, individual practice association, or other group
that distributes income from the practice among members. An
individual practice association is a licensed health care provider
group only if it is composed of individual health care profes-
sionals and has no subcontracts with licensed health care provider
groups.

116
117
118
119
120
121

“Medical necessity” or “medically necessary”, health care serv-
ices that are consistent with generally accepted principles of pro-
fessional medical practice.

122
123
124
125 “National accreditation organization”, the American accredita-

tion health care commission/URAC, the National Committee for
Quality Assurance, or any other national accreditation entity
approved by the division that accredits carriers subject to the pro-
visions of this chapter.

126
127
128
129

“Network”, a grouping of health care providers who contract
with a carrier to provide services to insureds covered by any or all
of the carrier’s plans, policies, contracts or other arrangements.

130
131
132

“Office of patient protection”, the office in the department of
public health established by section 217 of chapter 111, respon-
sible for the administration and enforcement of sections 13, 14, 15
and 16.

133
134
135
136

“Participating provider”, a provider who, under a contract with
the carrier or with its contractor or subcontractor, has agreed to

137
138
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provide health care services to insureds with an expectation of
receiving payment, other than coinsurance, copayments or
deductibles, directly or indirectly from the carrier.

139
140
141
142 “Person”, an individual, a corporation, a partnership, an associ-

ation. a joint venture, a joint stock company, a trust, an unincorpo-
rated organization, any similar entity or combination of the
foregoing.

143
144
145

“Prospective review”, utilization review conducted prior to an
admission or a course of treatment and shall include any pre-
authorization and pre-certification requirements of a carrier or uti-
lization review organization.

146
147
148
149

“Religious non-medical provider”, a provider who provides no
medical care but who provides only religious non-medical treat-
ment or religious non-medical nursing care.

150
151
152
153 “Retrospective review”, utilization review of medical necessity

that is conducted after services have been provided to a patient,
but does not include the review of a claim that is limited to an
evaluation of reimbursement levels, veracity of documentation,
accuracy of coding or adjudication for payment.

154
155
156
157
158 “Second opinion”, an opportunity or requirement to obtain a

clinical evaluation by a health care professional other than the
health care professional who made the original recommendation
for a proposed health service, to assess the clinical necessity and
appropriateness of the initial proposed health service.

159
160
161
162

“Terminally ill”, an illness which is likely, within a reasonable
degree of medical certainty, to cause one’s death within six
months, or as otherwise defined in section 1861(dd)(3)( A) of the
Social Security Act, 42 U.S.C. section 1395x(dd)(3)(A).

163
164
165
166
167 “Utilization review”, a set of formal techniques designed to

monitor the use of, or evaluate the clinical necessity, appropriate-
ness, efficacy, or efficiency of, health care services, procedures or
settings. Such techniques may include, but are not limited to,
ambulatory review, prospective review, second opinion, certifica-
tion, concurrent review, case management, discharge planning or
retrospective review.

168
169
170
171
172
17
174 “Utilization review organization”, an entity that conducts uti-

lization review, other than a carrier performing utilization review
for its own health benefit plans.

175
176
177 Section 2. (a) There is hereby established within the division a

bureau of managed care. Said bureau shall by regulation establish178
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minimum standards for the accreditation of carriers in the
following areas:

179
180

(1) utilization review;181
(2) quality management and improvement182
(3) credentialing183
(4) preventive health services; and184
(5) compliance with sections 2 to 12, inclusive185
(b) In establishing said minimum standards, the bureau shall

consult and use, where appropriate, standards established by
national accreditation organizations. Notwithstanding the fore-
going, the bureau shall not be bound by said standards established
by such organizations, but wherever the bureau promulgates stan-
dards different from said national standards, it shall (1) do so pur-
suant to chapter 30A, (2) state the reason for such variation, and
(3) take into consideration any projected compliance costs for
such variation. Accreditation by the bureau shall be valid for a
period of 12 months.

186
187
188
189
190
191
192
193
194
195
196 (c) Regulations promulgated by the bureau shall be consistent

with and not duplicate or overlap with the regulations promul-
gated by the office of patient protection in the department of
public health established by section 217 of chapter 111.

197
198
199
200 (d) A carrier that contracts with another entity to perform some

or all of the functions governed by this chapter shall be respon-
sible for ensuring compliance by said entity with the provisions of
this chapter. Any failure by said entity to meet the requirements of
this chapter shall be the responsibility of the carrier to remedy and
shall subject the carrier to any and all enforcement actions,
including financial penalties, authorized under this chapter.

201
202
203
204
205
206
207 (e) A carrier may apply to the bureau for deemed accreditation

status. A carrier may be deemed to be in compliance with the
bureau’s standards, and may be so accredited by the bureau, only
if the carrier, or an entity with which it contracts: (1) is accredited
by a national accreditation organization; (2) is in compliance with
all of the requirements of this chapter; and (3) demonstrates com-
pliance with, and has obtained the highest possible rating from
said national accreditation organization for; (i) utilization review,
(ii) quality management, and (iii) member rights and responsibili-
ties, as promulgated by the bureau pursuant to this chapter. The
bureau shall publish by regulation the highest possible rating level

208
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213
214
215
216
217
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in each such category used by every national accreditation organi-
zation recognized by the bureau. Nothing in this subsection shall
be construed to require a carrier, as a condition of certification, to
be in compliance at the highest possible rating with each of the
accreditation requirements of a national accreditation organiza-
tion.

218
219
220
221

223
(f) A carrier which is not accredited by the bureau pursuant to

this section, and is not otherwise exempt from accreditation, shall
not offer for sale, provide, or arrange for the provision of a
defined set of health care services to insureds through affiliated
and contracting providers or employ utilization review in making
decisions about whether services are covered benefits under a
health benefit plan.

224
225
226
227
228
229
230

(g) A carrier shall be exempt from accreditation if in the
written opinion of the attorney general, the commissioner of insur-
ance and the commissioner of public health, the health and safety
of health care consumers would be materially jeopardized by
requiring accreditation of the carrier. Before publishing such
written exemption, the attorney general, the commissioner of
insurance and the commissioner of public health shall jointly hold
at least one public hearing at which testimony from interested par-
ties on the subject of the exemption shall be solicited. A carrier
granted such an exemption shall be provisionally accredited and.
during such provisional accreditation, shall be subject to review
not less than every four months and shall be subject to those
requirements of this chapter as deemed appropriate by the com-
missioner of insurance.

231
232

233
234
235
236
237
238
239
240
241
242
243
244
245 (h) Nothing in this chapter shall relieve any carrier of its oblig-

ations pursuant to the applicable provisions of chapters 175,
176A, 1768, 176 G and 1761. Compliance with such applicable
provisions of chapter 175, 176A, 1768, 176 G and 1761 shall be a
condition of accreditation.

246
247
248
249
250 Section 3. (a) The bureau shall investigate all complaints made

against a carrier or any entity with which it contracts for allega-
tions of noncompliance with the accreditation requirements estab-
lished by section 2. The bureau shall notify a carrier when, in the
opinion of the bureau, the complaints made against such a carrier
indicate a pattern of noncompliance with a particular accreditation
requirement. The notice shall detail the alleged noncompliance

251
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75 and establish a hearing date for the matter, which shall be held no
later than 21 days after the date of the notice. The hearing shall be
conducted pursuant to chapter 30A. The hearing shall provide
such a carrier with the opportunity to respond to the alleged non-
compliance.

258
259
260
261
262 (b) The bureau may, after said hearing, suspend or revoke the

accreditation of such a carrier, or reprimand, censure or impose a
civil administrative penalty not to exceed $lO,OOO for each classi-
fication of violation.

263
264
265
266 (c) If, after said hearing, the bureau determines that such a pat-

tern of noncompliance has been substantiated, the bureau may
issue an order requesting a corrective action plan and timeframe to
achieve compliance.

267
268
269
270 (d) If a national accreditation organization takes any action to

revoke the accreditation or otherwise limit or negatively affect the
accreditation status of a carrier, or any entity with which it con-
tracts for services regulated under this chapter, such carrier shall
promptly notify the bureau. If a national accreditation entity
revokes such accreditation, the carrier shall not be eligible for
deemed accreditation status, and the bureau shall initiate proceed-
ings pursuant to chapter 30A to revoke or suspend the carrier’s
accreditation.

271
272
273
274
275
276
277
278

(e) Nothing in this section shall be construed to prohibit the
bureau and a carrier from resolving compliance issues through
informal means.

279
280
281
282 (f) Accreditation granted to carriers pursuant to this section

shall be renewed on an annual basis. The fee for such renewal
shall be in an amount determined by the commissioner, but shall
be no less than $5OO.

283
284
285
286 Section 4. A carrier shall not refuse to contract with or compen-

sate for covered services an otherwise eligible health care
provider solely because such provider has in good faith communi-
cated with or advocated on behalf of one or more of his prospec-
tive, current or former patients regarding the provisions, terms or
requirements of the carrier’s health benefit plans as they relate to
the needs of such provider’s patients, or communicated with one
or more of his prospective, current or former patients with respect
to the method by which such provider is compensated by the car-
rier for services provided to the patient. Nothing in this section
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shall be construed to preclude a carrier from requiring a health
care provider to hold confidential specific compensation terms.

2%
297

Section 5. No contract between a carrier and a health care
provider for the provision of services to insureds may require the
health care provider to indemnify the carrier for any expenses and
liabilities, including, without limitation, judgments, settlements,
attorneys’ fees, court costs and any associated charges, incurred in
connection with any claim or action brought against the carrier
based on the carrier’s management decisions, utilization review
provisions or other policies, guidelines or actions.

298
299
300
301
302
303
304
305

Section 6. (a) A carrier shall issue and deliver to at least one
adult insured in each household residing in the commonwealth,
upon enrollment, an evidence of coverage and any amendments
thereto. Said evidence of coverage shall contain a clear, concise
and complete statement of;

306
307
308
309
310

(1) the health care services and any other benefits which the
insured is entitled to on a nondiscriminatory basis;

311
312
313 (2) the prepaid fee which must be paid by or on behalf of the

insured;314
315 (3) the limitations on the scope of health care services and any

other benefits to be provided, including an explanation of any
deductible or copayment feature and all restrictions relating to
preexisting condition exclusions;

316
317
318
319 (4) the locations where, and the manner in which, health care

services and other benefits may be obtained;320
321 (5) the criteria by which an insured may be disenrolled or

denied enrollment and the involuntary disenrollment rate among
insureds of the carrier;

'XOO3

323
324 (6) a description of the carrier’s method for resolving insured

complaints, including a description of the formal internal griev-
ance process required by section 13, and the external grievance
process established pursuant to section 14, for appealing decisions
pursuant to said grievances, as required by this chapter;

325

326
327
328
329 (7) the requirement that an insured’s coverage may be can-

celed, or its renewal refused, only in the following circumstances:
(i) failure by the insured or other responsible parly to make pay-
ments required under the contract; (ii) misrepresentation or fraud
on the part of the insured; (iii) commission of acts of physical or
verbal abuse by the insured which pose a threat to providers or

330
331
332
333
334
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335 other insureds of the carrier and which are unrelated to the phys-
ical or mental condition of the insured; provided, that the commis-
sioner prescribes or approves the procedures for the
implementation of the provisions of this clause; (iv) relocation of
the insured outside the service area of the carrier; and (v) non-
renewal or cancellation of the group contract through which the
insured receives coverage;

336
337
338
339
340
341
342 (8) a summary description of the procedure, if any, for out-of-

network referrals and any additional charge for utilizing out-of-
network providers;

343
344

(9) a summary description of the utilization review procedures
and quality assurance programs used by the carrier, including the
toll-free telephone number to be established by the carrier that
enables consumers to determine the status or outcome of utiliza-
tion review decisions;

345
346
347
348
349
350 (10) a statement detailing what translator and interpretation

services are available to assist insureds; provided, that the com-
missioner shall determine in which languages other than English
such statement shall be printed;

351
352
353
354 (11) a list of prescription drugs excluded from any restricted

formulary available to insureds under the health benefit plan; pro-
vided, that the carrier shall annually disclose any changes in such
a formulary, and shall provide a toll-free telephone number to
enable consumers to determine whether a particular drug is
included in the formulary;

355
356
357
358
359
360 (12) a summary description of the procedures followed by the

carrier in making decisions about the experimental or investiga-
tional nature of individual drugs, medical devices or treatments in
clinical trials;

361
362
363
364 (13) a statement on how to obtain the report regarding griev-

ances from the office of patient protection pursuant to para-
graph (2) of subsection (a) of section 217 of chapter 111;

365
366
367 (14) the toll-free telephone number, facsimile number, and

internet site for the office of patient protection in the department
of public health; and

368
369

(15) such other information as the commissioner may by regu
lation require.

370
371

Section 7. (a) A carrier shall provide to at least one adult
insured in each household upon enrollment, and to a prospective

1

sured upon request, the following information
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(1) a list of health care providers in the carrier’s network, orga-
nized by specialty and by location and summarizing for each such
provider the method used to compensate or reimburse such
provider; provided, however, that nothing in this clause shall be
construed to require disclosure of the specific details of any finan-
cial arrangements between a carrier and a provider; provided, fur-
ther, that if any specific providers or type of providers requested
by an insured are not available in said network, or are not a cov-
ered benefit, such information shall be provided in an easily
obtainable manner;

375
376
377
378
379
380
381
382
383
384

(2) a statement that physician profiling information, so-called,
may be available from the board of registration in medicine;

385
386

(3) a summary description of the process by which clinical
guidelines and utilization review criteria are developed;

387
388

(4) the voluntary and involuntary disenrollment rate among
insureds of the carrier;

389
390

(5) a statement that insureds have the opportunity to obtain
health care services for an emergency medical condition,
including the option of calling the local pre-hospital emergency
medical service system, whenever the insured is confronted with
an emergency medical condition which in the judgment of a pru-
dent layperson would require pre-hospital emergency services;
and

391
392
393
394
395
396
397

(6) a statement that the information specified in paragraph (b)
is available to the insured or prospective insured from the office
of patient protection in the department of public health.

398
399
400

(b) A carrier shall provide all of the information required
under section 6 and subsection (a) of this section to the office of
patient protection in the department of public health and, in addi-
tion, shall provide to said office the following information:

401
402
403
404
405 (1) a list of sources of independently published information

assessing insured satisfaction and evaluating the quality of health
care services offered by the carrier;

406
407

(2) the percentage of physicians who voluntarily and involun-
tarily terminated participation contracts with the carrier during the
previous calendar year for which such data has been compiled and
the three most common reasons for voluntary and involuntary
physician disenrollment;

408
409
410
411
412
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413 (3) the percentage of premium revenue expended by the carrier
for health care services provided to insureds for the most recent
year for which information is available; and

414
415

(4) a report detailing, for the previous calendar year, the total
number of: (i) filed grievances, grievances that were approved
internally, grievances that were denied internally, and grievances
that were withdrawn before resolution; and (ii) external appeals
pursued after exhausting the internal grievance process and the
resolution of all such external appeals. The report shall identify
for each such category, to the extent such information is available,
the demographics of such insureds, which shall include, but need
not be limited to, race, gender and age.

416
417
418
419
420
421
422
423
424
425 Section 8. A carrier neglecting to make and file its annual state-

ment or the materials required by the commissioner to be filed
with the division under this chapter or under chapter 176 G in the
form and within the time required thereby shall be fined $5,000
for each day during which such neglect continues after being noti-
fied by said commissioner of such neglect, and, after notice and a
hearing by the commissioner to that effect, its authority to do new
business shall cease while such neglect continues.

426
427
428
429
430
431
432
433 Section 9. A carrier shall annually provide a written attestation

to the commissioner that the utilization review program of the car-
rier or its designee complies with all applicable state and federal
laws concerning confidentiality and reporting requirements.

434
435
436

Section 10. (a) No contract between a carrier and a licensed
health care provider group shall contain any incentive plan that
includes a specific payment made to a health care professional as
an inducement to reduce, delay or limit specific, medically neces-
sary services covered by the health care contract. Health care pro-
fessionals shall not profit from provision of covered services that
are not medically necessary and appropriate. Carriers shall not
profit from denial or withholding of covered services that are
medically necessary and appropriate. Nothing in this section shall
be construed to prohibit contracts that contain incentive plans that
involve general payments such as capitation payments or shared
risk agreements that are made with respect to physicians or physi-
cian groups or which are made with respect to groups of insureds
if such contracts, which impose risk on such physicians or physi-
cian groups for the costs of medical care, services and equipment
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provided or authorized by another physician or health care
provider, comply with subsection (b).

452
453

(b) In order that patient care decisions are based on medical
need and not on financial incentives, no carrier shall enter into a
new contract, revise the risk arrangements in an existing contract,
or after July 1, 2001, revise the fee schedule in an existing con-
tract with a physician or physician group which imposes financial
risk on such physician or physician group for the costs of medical
care, services or equipment provided or authorized by another
physician or health care provider unless such contract includes
specific provisions with respect to the following; (1) stop loss pro-
tection, (2) minimum patient population size for the physician or
physician group, and (3) identification of the health care services
for which the physician or physician group is at risk.

454
455
456
457
458
459
460
461
462
463
464
465

(c) A carrier or utilization review organization shall conduct
an annual survey of insureds to assess satisfaction with access to
specialist services, ancillary services, hospitalization services,
durable medical equipment and other covered services. Said
survey shall compare the actual satisfaction of insureds with pro-
jected measures of their satisfaction. Carriers that utilize incentive
plans shall establish mechanisms for monitoring the satisfaction,
quality of care and actual utilization compared with projected uti-
lization of health care services of insureds.

466
467
468
469
470
471
472
473
474

Section 11. Nothing in this chapter shall be construed to restrict
or limit the rights of health benefit plans to include as providers
religious non-medical providers, require such health benefit plans
to utilize medically based eligibility standards or criteria in
deciding provider status for religious non-medical providers, use
medical professionals or criteria to decide insured access to reli-
gious non-medical providers, utilize medical professionals or cri-
teria in making decisions in internal appeals from decisions
denying or limiting coverage or care by religious non-medical
providers, compel an insured to undergo a medical examination or
test as a condition of receiving coverage for treatment by a reli-
gious non-medical provider, or require such health benefit plans to
exclude religious non-medical providers because they do not pro-
vide medical or other data otherwise required, if such data is
inconsistent with the religious non-medical treatment or nursing
care provided by the provider.
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491 Section 12. (a) Utilization review conducted by a carrier or a
utilization review organization shall be conducted pursuant to a
written plan, under the supervision of a physician and staffed by
appropriately trained and qualified personnel, and shall include a
documented process to (i) review and evaluate its effectiveness,
(ii) ensure the consistent application of utilization review criteria,
and (iii) ensure the timeliness of utilization review determinations.

492
493
494
495
496
497
498 A carrier or utilization review organization shall adopt utiliza-

tion review criteria and conduct all utilization review activities
pursuant to said criteria. The criteria shall be, to the maximum
extent feasible, scientifically derived and evidence-based, and
developed with the input of participating physicians, consistent
with the development of medical necessity criteria pursuant to the
provisions of section 16. Utilization review criteria shall be
applied consistently by a carrier or a utilization review organiza-
tion.

499
500
501
502
503
504
505
506
507 Adverse determinations rendered by a program of utilization

review, or other denials of requests for health services, shall be
made by a person licensed in the appropriate specialty related to
such health service and, where applicable, by a provider in the
same licensure category as the ordering provider.

508
509
510
511
512 (b) A carrier or utilization review organization shall make an

initial determination regarding a proposed admission, procedure
or service that requires such a determination within two working
days of obtaining all necessary information. For purposes of this
section, “necessary information” shall include the results of any
face-to-face clinical evaluation or second opinion that may be
required. In the case of a determination to approve an admission,
procedure or service, the carrier or utilization review organization
shall notify the provider rendering the service by telephone within
24 hours, and shall provide written or electronic confirmation of
the telephone notification to the insured and the provider within
two working days thereafter. In the case of an adverse determina-
tion, the carrier or utilization review organization shall notify the
provider rendering the service by telephone within 24 hours, and
shall provide written or electronic confirmation of the telephone
notification to the insured and the provider within one working
day thereafter.
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520
521
522
523

524
525

526
527
528

(c) A carrier or utilization review organization shall make a
concurrent review determination within one working day of

529
530
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obtaining all necessary information. In the case of a determination
to approve an extended stay or additional services, the carrier or
utilization review organization shall notify by telephone the
provider rendering the service within one working day, and shall
provide written or electronic confirmation to the insured and the
provider within one working day thereafter. A written or elec-
tronic notification shall include the number of extended days or
the next review date, the new total number of days or services
approved, and the date of admission or initiation of services. In
the case of an adverse determination, the carrier or utilization
review organization shall notify by telephone the provider ren-
dering the service within 24 hours, and shall provide written or
electronic notification to the insured and the provider within one
working day thereafter. The service shall be continued without lia-
bility to the insured until the insured has been notified of the
determination.

531
532

533
534
535
536
537
538
539
540
541
542
543
544
545
546
547 (d) The written notification of an adverse determination shall

include a substantive clinical justification therefor that is consis-
tent with generally accepted principles of professional medical
practice, and shall, at a minimum: (1) identify the specific infor-
mation upon which the adverse determination was based; (2) dis-
cuss the insured's presenting symptoms or condition, diagnosis
and treatment interventions and the specific reasons such medical
evidence fails to meet the relevant medical review criteria;
(3) specify any alternative treatment option offered by the carrier,
if any; and (4) reference and include applicable clinical practice
guidelines and review criteria.

548
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552
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554
555

556
557

(e) A carrier or utilization review organization shall give a
provider treating an insured an opportunity to seek reconsideration
of an adverse determination from a clinical peer reviewer in any
case involving an initial determination or a concurrent review
determination. Said reconsideration process shall occur within one
working day of the receipt of the request and shall be conducted
between the provider rendering the service and the clinical peer
reviewer or a clinical peer designated by the clinical peer reviewer
if said reviewer cannot be available within one working day. If the
adverse determination is not reversed by the reconsideration
process, the insured, or the provider on behalf of the insured, may
pursue the grievance process established pursuant to sections 13
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570 and 14, The reconsideration process allowed herein shall not be a
prerequisite to the formal internal grievance process or an expe-
dited appeal required by section 13.

571

Section 13. (a) A carrier or utilization review organization shall
maintain a formal internal grievance process that provides for ade-
quate consideration and timely resolution of grievances, which
shall include but not be limited to: (1) a system for maintaining
records of each grievance filed by an insured or on his behalf, and
responses thereto, for a period of seven years, which records shall
be subject to inspection by the commissioner; (2) the provision of
a clear, concise and complete description of the carrier’s formal
internal grievance process and the procedures for obtaining
external review pursuant to section 14 with each notice of an
adverse determination; (3) the carrier’s toll-free telephone number
for assisting insureds in resolving such grievances and the con-
sumer assistance toll-free telephone number maintained by the
office of patient protection; (4) a written acknowledgement of the
receipt of a grievance within 15 days and a written resolution of
each grievance within 30 days from receipt thereof; and (5) a pro-
cedure to accept grievances by telephone, in person, by mail, or
by electronic means, provided that an oral grievance made by an
insured shall be reduced to writing by the carrier and a copy
thereof forwarded to the insured by the carrier within 48 hours of
receipt. The time limits established by this paragraph may be
waived or extended by mutual agreement of the insured and the
carrier.

s
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576
577
SIR

579
580
581
582
583
584
585
586
587
588
589
590
591
592
593
594
595

(b) The formal internal grievance process maintained by a car-
rier or utilization review organization shall provide for an expe-
dited resolution of a grievance concerning a carrier’s coverage or
provision of immediate and urgently needed services. Said expe-
dited resolution policy shall include, but not be limited to:

596
597
598
599
600

(i) a resolution before an insured’s discharge from a hospital if
the grievance is submitted by an insured who is an inpatient in a
hospital;

601
602
603

(ii) provisions for the automatic reversal of decisions denying
coverage for services or durable medical equipment, pending the
outcome of the appeals process, within 48 hours, or earlier for
durable medical equipment at the option of the physician respon-
sible for treatment or proposed treatment of the covered patient, of

604
605
606
607

608
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receipt of certification by said physician that, in the physician’s
opinion, the service or use of durable medical equipment at issue
in a grievance or appeal is medically necessary, that a denial of
coverage for such services or durable medical equipment would
create a substantial risk of serious harm to the patient, and that the
risk of that harm is so immediate that the provision of such serv-
ices or durable medical equipment should not await the outcome
of the normal appeal or grievance process, but. in the event said
physician exercises the option of automatic reversal earlier than
48 hours for durable medical equipment, he must further certify as
to the specific, immediate and severe harm that will result to the
patient absent action within the 48 hour time period:

609
610
611
612
613
614
615
616
617
618
619
620

(iii) a resolution within five days from the receipt of such griev-
ance if submitted by an insured with a terminal illness.

621
622

If the expedited review process affirms the denial of coverage
or treatment to an insured with a terminal illness, the carrier shall
provide the insured, within five business days of the decision (1) a
statement setting forth the specific medical and scientific reasons
for denying coverage or treatment; (2) a description of alternative
treatment, services or supplies covered or provided by the carrier,
if any; and (3) said procedure shall allow the insured to request a
conference. The carrier or utilization review organization shall
schedule such a conference within ten days of receiving such a
request from an insured, at which the information provided to the
insured pursuant to clauses (1) and (2) shall be reviewed by the
insured and a representative of the carrier who has authority to
determine the disposition of the grievance. The carrier shall
permit attendance at the conference of the insured, a designee of
the insured or both, or, if the insured is a minor or incompetent,
the parent, guardian or conservator of the insured as appropriate.
The conference required by this paragraph shall be held within
five business days if the treating physician determines, after con-
sultation with the carrier’s medical director or his designee, and
based on standard medical practice, that the effectiveness of either
the proposed treatment, services or supplies or any alternative
treatment, services or supplies covered by the carrier, would be
materially reduced if not provided at the earliest possible date.

623
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629
630
631
632
633
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641
642
643
644
645
646 (c) A grievance not properly acted on by the carrier within the

time limits required by this section shall be deemed resolved in
favor of the insured.

647
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649 Section 14. (a) An insured who remains aggrieved by an
adverse determination and has exhausted all remedies available
from the formal internal grievance process required pursuant to
section 13, may seek further review of the grievance by a review
panel established by the office of patient protection pursuant to
paragraph (5) of subsection (a) of section 217 of chapter 111. The
insured shall pay the first $25 of the cost of the review to said
office which may waive the fee in cases of extreme financial hard-
ship. The commonwealth shall assess the carrier for the remainder
of the cost of the review pursuant to regulations promulgated by
the commissioner of public health in consultation with the com-
missioner of insurance. The office of patient protection shall con-
tract with at least three unrelated and objective review agencies
through a bidding process, and refer grievances to one of the
review agencies on a random selection basis. The review agencies
shall develop review panels appropriate for the given grievance,
which shall include qualified clinical decision-makers experienced
in the determination of medical necessity, utilization management
protocols and grievance resolution, and shall not have any finan-
cial relationship with the carrier making the initial determination.
The standard for review of a grievance by such a panel shall be
the determination of whether the requested treatment or service is
medically necessary, as defined herein, and a covered benefit
under the policy or contract. The panel shall consider, but not be
limited to considering: (i) written documents submitted by the
insured, (ii) additional information from the involved parties or
outside sources that the review panel deems necessary or relevant,
and (iii) information obtained from any informal meeting held by
the panel with the parties. The panel shall send final written dis-
position of the grievance, and the reasons therefor, to the insured
and the carrier within 60 days of receipt of the request for review,
unless the panel determines additional time is necessary to fully
and fairly evaluate the grievance and notifies the carrier and the
insured of the decision to extend the review beyond 60 days.
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682
683 (b) If a grievance is filed concerning the termination of

ongoing coverage or treatment, the disputed coverage or treatment
shall remain in effect through completion of the formal internal

684
685

grievance process. An insured may apply to the external review
pane! to seek continued provision of health care services which

686
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are the subject of the grievance during the course of said external
review upon a showing of substantial harm to the insured’s health
absent such continuation, or other good cause as determined by
the panel.

688
689
690
691

(c) The decision of the review panel shall be binding. The
superior court shall have jurisdiction to enforce the decision of the
review panel.

692
693
694

(d) A carrier shall allow a guardian, conservator, holder of a
power of attorney, family member, or other responsible party to
act as the insured’s representative in the event that an insured is
unable to pursue a grievance due to physical or mental disability.
An insured may designate such a representative or, if the insured
is unable to so designate, a guardian, conservator, holder of a
power of attorney or family member, in order of priority, may
serve as representative or may designate another responsible party
to act as representative. The representative shall have the same
rights of grievance as the insured, including the right to review the
insured's medical file relevant to a dispute concerning coverage or
treatment.

695
696
697
698
699
700
701
702
703
704
705
706
707 (e) The grievance procedures authorized by this section shall

be in addition to any other procedures that may be available to any
insured pursuant to contract or law, and failure to pursue, exhaust
or engage in the procedures described in this subsection shall not
preclude the use of any other remedy provided by any contract or
law.

708
709
710
711
712
713 (f) No health care provider nor any agent or employee thereof,

shall provide information relative to unpaid charges for health
care services to a consumer reporting agency, as defined by
section 50 of chapter 93, while an internal or external review
under this section is pending, or for 15 days following the resolu-
tion of such a grievance.

714
715
716
717
718
719 Section 15. (a) A carrier that allows or requires the designation

of a primary care physician shall notify an insured at least 30 days
before the disenrollment of such insured’s primary care physician
and shall permit such insured to continue to be covered for health
services, consistent with the terms of the evidence of coverage, by
such primary care physician for at least 30 days after said physi-
cian is disenrolled, other than disenrollment for quality-related
reasons or for fraud. Such notice shall also include a description

720
721
722
723
724
725
726
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of the procedure for choosing an alternative primary care physi
dan.728

(b) A carrier shall allow any female insured who is in her
second or third trimester of pregnancy and whose provider in con-
nection with her pregnancy is involuntarily disenrolled, other than
disenrollment for quality-related reasons or for fraud, to continue
treatment with said provider, consistent with the terms of the evi-
dence of coverage, for the period up to and including the insured’s
first postpartum visit.

72Q

730

o
■S

33

734
735

(c) A carrier shall allow any insured who is terminally ill and
whose provider in connection with said illness is involuntarily dis-
enrolled, other than disenrollment for quality-related reasons or
for fraud, to continue treatment with said provider, consistent with
the terms of the evidence of coverage, until the insured’s death.

736
737
738
739
740

(d) A carrier shall provide coverage for health services for up
to 30 days from the effective date of coverage to a new insured by
a physician who is not a participating provider in the carrier’s net-
work if; (1) the insured’s employer only offers the insured a
choice of carriers in which said physician is not a participating
provider, and (2) said physician is providing the insured with an
ongoing course of treatment or is the insured’s primary care physi-
cian. With respect to a insured in her second or third trimester of
pregnancy, this provision shall apply to services rendered through
the first postpartum visit. With respect to an insured with a ter-
minal illness, this provision shall apply to services rendered until
death.

741
742
743
744
745
746
747
748
749
750
751
752

(e) A carrier may condition coverage of continued treatment
by a provider under subsections (a) to (d), inclusive, upon the
provider’s agreeing (1) to accept reimbursement from the carrier
at the rates applicable prior to notice of disenrollment as payment
in full and not to impose cost sharing with respect to the insured
in an amount that would exceed the cost sharing that could have
been imposed if the provider had not been disenrolled; (2) to
adhere to the quality assurance standards of the carrier and to pro-
vide the carrier with necessary medical information related to the
care provided; and (3) to adhere to such carrier’s policies and pro-
cedures, including procedures regarding referrals, obtaining prior
authorization and providing services pursuant to a treatment plan,
if any, approved by the carrier. Nothing in this subsection shall be
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construed to require the coverage of benefits that would not have
been covered if the provider involved remained a participating
provider.

766
767
768

(f) A carrier that requires an insured to designate a primary
care physician shall allow such a primary care physician to autho-
rize a standing referral for specialty health care provided by a
health care provider participating in such carrier’s network when
(1) the primary care physician determines that such referrals are
appropriate, (2) the provider of specialty health care agrees to a
treatment plan for the insured and provides the primary care
physician with all necessary clinical and administrative informa-
tion on a regular basis, and (3) the health care services to be pro-
vided are consistent with the terms of the evidence of coverage.
Nothing in this section shall be construed to permit a provider of
specialty health care who is the subject of a referral to authorize
any further referral of an insured to any other provider without the
approval of the insured’s carrier.

769
770
771
11l
773
774
775
776
11l
778
779
780
781
782

(g) No carrier shall require an insured to obtain a referral or
prior authorization from a primary care physician for the
following specialty care provided by an obstetrician, gynecologist,
certified nurse-midwife or family practitioner participating in such
carrier’s health care provider network: (1) annual preventive
gynecologic health examinations, including any subsequent
obstetric or gynecological services determined by such obstetri-
cian, gynecologist, certified nurse-midwife or family practitioner
to be medically necessary as a result of such examination;
(2) maternity care; and (3) medically necessary evaluations and
resultant health care services for acute or emergency gynecolog-
ical conditions. No carrier shall require higher copayments, coin-
surance, deductibles or additional cost sharing arrangements for
such services provided to such insureds in the absence of a
referral from a primary care physician. Carriers may establish rea-
sonable requirements for participating obstetricians, gynecolo-
gists, certified nurse-midwives or family practitioners to
communicate with an insured’s primary care physician regarding
the insured’s condition, treatment, and need for follow-up care.
Nothing in this section shall be construed to permit an obstetri-
cian, gynecologist, certified nurse-midwife or family practitioner
to authorize any further referral of an insured to any other
provider without the approval of the insured’s carrier.
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(h) A carrier shall provide coverage of pediatric specialty care
including mental health care, by persons with recognized exper
tise in specialty pediatrics to insureds requiring such services.

806
807
808

(i) A carrier shall provide health care providers applying to be
participating providers who are denied such status with a written
reason or reasons for denial of such application.

809
810
811

(j) No carrier shall make a contract with a health care provider
which includes a provision permitting termination without cause.
A carrier shall provide a written statement to a provider of the
reason or reasons for such provider’s involuntary disenrollment.

812
813
814
815

(k) A carrier shall provide insureds, upon request, interpreter
and translation services related to administrative procedures.

816
817

Section 16. (a) The physician treating an insured, shall, consis-
tent with generally accepted principles of professional medical
practice and in consultation with the insured, make all clinical
decisions regarding medical treatment to be provided to the
insured, including the provision of durable medical equipment and
hospital lengths of stay. Nothing in this section shall be construed
as altering, affecting or modifying either the obligations of any
third party or the terms and conditions of any agreement or con-
tract between either the treating physician or the insured and any
third party.

818
819
820
821
822
823
824
825
826
827

(b) A carrier shall be required to pay for health care services
ordered by a treating physician if (1) the services are a covered
benefit under the insured’s health benefit plan; and (2) the serv-
ices are medically necessary. A carrier may develop guidelines to
be used in applying the standard of medical necessity, as defined
herein. Any such medical necessity guidelines utilized by a carrier
in making coverage determinations shall be: (i) developed with
input from practicing physicians in the carrier’s or utilization
review organization’s service area; (ii) developed in accordance
with the standards adopted by national accreditation organiza-
tions; (iii) updated at least biennially or more often as new treat-
ments, applications and technologies are adopted as generally
accepted professional medical practice; and (iv) evidence-based, if
practicable. In applying such guidelines, a carrier shall consider
the individual health care needs of the insured.
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(c) With respect to an insured enrolled in a health benefit plan
under which the carrier or utilization review organization only

843
844
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845 provides administrative services, the obligations of a carrier or
846 utilization review organization created by this section and related
847 to payment shall be limited to recommending to the third party
848 payor that coverage should be authorized.

1 SECTION 17. The commissioner shall promulgate regulations
2 to enforce sections 2 to 12, inclusive. The commissioner of public
3 health shall promulgate regulations to enforce sections 13, 14, 15
4 and 16.

SECTION 28. Section 8A of chapter 180 of the General Laws,
as appearing in the 1998 Official Edition, is hereby amended by
adding the following subsection:—

1
9

3
(d)(1) A nonprofit acute-care hospital, as defined in

section 258 of chapter 111, or a nonprofit health maintenance
organization as defined in chapter 176 G shall give written notice
of not less than 90 days to the attorney general and to the commis-
sioner of public health if such notice concerns a nonprofit health
maintenance organization, before it enters into a sale, lease,
exchange, or other disposition of a substantial amount of its assets
or operations with a person or entity other than a public charity.
No such notice shall be required if a written waiver of such notice
is executed by the attorney general. When investigating the pro-
posed transaction, the attorney general shall consider any factors
that the attorney general deems relevant, including, but not limited
to, whether:

4
5

6
7
8
9

10
11
12
13
14
15
16

(i) the proposed transaction complies with applicable general
nonprofit and charities law;

17
18

(ii) due care was followed by the nonprofit entity;19
20 (iii) conflict of interest was avoided by the nonprofit entity at

all phases of decision making;21
99 (iv) fair value will be received for the nonprofit assets; and
23 (v) the proposed transaction is in the public interest
24 (2) The attorney general shall assess the entity proposing to

receive such assets or operations for reasonable costs related to,
and shall expend such amounts for the review of the proposed
transaction, as determined by the attorney general to be necessary.
Such reasonable costs may include expert review of the transac-
tion, a process for educating the public about the transaction and

25
26
27
28
29
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30 obtaining public input, and administrative costs. All materials
31 filed by the parties in the course of the attorney general’s review
32 shall be made available for public inspection pursuant to

;ection 10 of chapter 66 and section 7 of chapter 4
34 (3) The attorney general shall, during the course of his investi-
-35 gation, hold at least one public hearing, in a location convenient to
36 the population served by the nonprofit entity, at which any person
37 may file written comments and exhibits or appear and make a
38 statement. At least 21 days in advance of the public hearing, the
39 nonprofit entity shall publish notice of the hearing in a newspaper
40 of general circulation where the entity is located. The notice shall
41 include the name of the nonprofit entity, the name of the acquirer,
42 or other parties to the proposed transaction, the nature of the pro-
-43 posed transaction and the anticipated consideration that will be
44 paid by the acquirer. In addition, the notice shall offer to provide
45 to any person upon request to the nonprofit entity a detailed sum-
-46 mary of the proposed transaction and copies of all transaction and
47 collateral agreements. As defined in section 7 of chapter 4, com-
-48 pliance with this notice requirement will not require disclosure of
49 confidential trade secret, commercial or financial information con-
-50 tained in schedules or exhibits of those agreements.
51 (4) If a charitable fund results from the transaction, and if the
52 nonprofit entity making the disposition does not continue its oper-
-53 ation of a nonprofit hospital or nonprofit health maintenance orga-
-54 nization, the governance of the charitable fund shall be subject to
55 review by the attorney general and approval by the court. The
56 governance of the charitable fund shall be broadly based in the
57 community historically served by the predecessor nonprofit acute
58 care hospital or health maintenance organization and shall be
59 independent of the new for-profit entity. The attorney general
60 shall conduct a public hearing in connection with his review of the
61 plan for the governance of the resulting charitable fund. An appro-
-62 priate portion of any resulting proceeds shall, if determined to be
63 necessary by the attorney general, be used for assistance in the
64 development of a community-based plan for the use of the
65 resulting charitable fund.
66 (5) The entity receiving such assets or operations shall, if
67 determined to be necessary by the attorney general in consultation
68 with the department of public health, provide the funds, in an
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69 amount determined by the commissioner of public health, for the
70 hiring by the department of public health of an independent health
71 care access monitor to monitor and report quarterly to the attorney
72 general, the department of public health and the committee on
73 health care on community health care access by the entity,
74 including levels of free care provided by the entity. The funding
75 shall be provided for three years after the transaction. The entity
76 receiving such assets or operations shall provide the monitor with
77 appropriate access to the entity’s records in order to enable the
78 monitor to fulfill this function. To prevent the duplication of any
79 information already reported by the entity, the monitor shall, to
80 the extent possible, utilize data already provided by the entity to
81 the division of health care finance and policy pursuant to
82 chapter 118 G or to any other agency. No personal identifiers shall
83 be attached to any of the records obtained by the monitor and all
84 such records shall be subject to the privacy and confidentiality
85 provisions of section 70E of chapter 111.
86 (6) No officer, director, incorporator, member, employee, staff.
87 physician, expert or advisor of the nonprofit entity making the dis-
-88 position shall derive improper benefit from the transaction. The
89 officers, directors, incorporators, members, senior managers, staff,
90 physicians, experts and advisors of the nonprofit entity making the
91 disposition shall be prohibited from investing in the for-profit
92 entity for a period of three years following such disposition.

1 SECTION 29. There is hereby established a special commis-
-2 sion to conduct an analysis of physician compensation. Said com-
-3 mission shall consist of: the commissioner of public health, or his
4 designee; the commissioner of medical assistance, or his designee;
5 and four persons to be appointed by the governor, one of whom
6 shall represent a graduate school of public health and who shall be
7 a medical economist; one of whom shall represent health care for
8 all; one of whom shall represent the ad hoc committee to defend
9 health care; and one of whom shall represent the Massachusetts

10 Medical Society. Said commission shall evaluate physician com-
il pensation arrangements, including, but not limited to, risk
12 threshold arrangements, the feasibility of compensation arrange-
-13 ments that are severity adjusted based on the population of
14 patients served, and inducements to limit, reduce or deny health
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15 care. Said commission shall report its findings, and file any draft
16 legislation prohibiting or regulating such arrangements with the
17 clerks of the house of representatives and the senate, the joint
18 committee on health care and the house and senate committees on
19 ways and means not later than February 15, 2001. Thereafter, the
20 office of patient protection in the department of public health shall
21 conduct, every two years, analyses to evaluate physician compen-
-22 sation arrangements using evidence based studies to review and
23 report on arrangements that may inappropriately limit, deny or
24 withhold services. Upon request, the office shall have access to
25 patient surveys and outcome studies as provided in this section.
26 For purposes of this section, “risk threshold” means the maximum
27 financial risk to which a licensed health care professional,
28 licensed health care provider group or organization that employs
29 or utilizes services of a licensed health care professional may be
30 exposed under a licensed health care provider incentive plan.

1 SECTION 30. Not later than six months after the effective date
2 of this act, the division of health care finance and policy shall
3 issue a proposed methodology for the preparation of the health
4 plan report card pursuant to section 24 of chapter 118 G of the
5 General Laws. The division shall issue the initial report card not
6 later than six months after the announcement of the methodology
7 and annually thereafter.

1 SECTION 31. (a) The office of patient protection in the depart-
-2 ment of public health shall establish a pilot program in a labor
3 market area, other than the city of Boston, which requires carriers
4 offering health care benefits through a network also to offer such
5 benefits through a point of service option to all insureds. For the
6 purposes of this section, “point of service option” means a choice
7 exercised by an insured and their dependents to obtain diagnostic
8 and treatment services from a provider of health care services who
9 is not under contract with or otherwise a participating provider in

10 a carrier’s network.
11 (b)(1) A carrier may require an insured that accepts the addi-
-12 tional coverage under a point of service option under subsection
13 (a) to be responsible for the payment of a reasonable additional
14 cost over the amount of the premium for the coverage offered by
15 the carrier for the services restricted to network providers.



512000] HOUSE No. 5333

16 (2) A carrier may impose reasonable cost sharing provisions
17 for the point of service option based on whether the health care
18 services are provided through the carrier’s network or outside the
19 carrier’s network.
20 (c) A carrier may require that the insured accept or reject the
21 point of service option at the beginning of the term of the contract
22 or policy under which health care benefits are to be provided, with
23 the option of modifying such decision during the carrier’s open
24 enrollment period.
25 (d) The office of patient protection shall require such carriers
26 to maintain and forward to the office statistics on usage of such
27 point of service option, the cost of such option, the impact on
28 health care quality and access, and customer satisfaction. Such
29 pilot program shall expire on December 31, 2001. The office shall
30 file a report on the impact of such pilot program on health care
31 quality and cost, together with any draft legislation, on or before
32 October 1, 2001.

1 SECTION 32. There is hereby established an advisory com-
-2 mittee for the purpose of arranging for and evaluating an indepen-
-3 dent analysis of the feasibility and fiscal implications of
4 establishing a system of consolidated health care financing and
5 streamlined health care delivery model accessible to every resi-
-6 dent of the commonwealth.
7 Said advisory committee shall review and evaluate said inde-
-8 pendent analysis in order to ensure that (1) access to affordable
9 health care services that eliminates barriers to such services, med-

-10 ications and supplies necessary for the prevention, diagnosis,
11 treatment, rehabilitation and palliation of physical and mental ill-
-12 ness is available for all residents of the commonwealth; (2)
13 patients have the right, within the terms of their health benefit
14 plan and applicable state statutes, to freely choose their health
15 care providers; (3) the high quality of health care in Massachu-
-16 setts shall be preserved and promoted; (4) health services are
17 organized in the most efficient manner possible, including the
18 simplification of administrative procedures and reduction in
19 administrative costs, to promote quality, affordable accessible
20 patient care; (5) no financial incentives be permitted that limit
21 patient access to medically necessary health care services.
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22 Said advisory committee shall consist of the chairmen of the
23 house and senate committees on ways and means, the joint com-
-24 mittee on taxation, the joint committee on health care, and the
25 joint committee on insurance, or their designees; one member of
26 the minority party to be appointed by the minority leader of the
27 house of representatives; one member of the minority party to be
28 appointed by the minority leader of the senate; the secretary of
29 health and human services or his designee, the commissioner of
30 health care finance and policy or his designee, and one representa-
-31 tive from each of the following organizations: the state labor
32 council of the American Federation of Labor/Congress of Indus-
-33 trial Organizations, Associated Industries of Massachusetts, the
34 Massachusetts Business Roundtable, the Massachusetts Municipal
35 Association, the Massachusetts Hospital Association, the Massa-
-36 chusetts Medical Society, the Massachusetts Nurses Association,
37 the Massachusetts Association of Health Maintenance Organiza-
-38 tions, the Massachusetts League of Community Health Centers,
39 the Home and Health Care Association of Massachusetts, the
40 Massachusetts Human Services Coalition, the Massachusetts
41 Extended Care Federation, the Massachusetts Law Reform Insti-
-42 tute, the Massachusetts Senior Action Council, Health Care for
43 All, Mass-Care, the Small Business Service Bureau, the Life
44 Insurance Association of Massachusetts, the Ad Hoc Committee
45 to Defend Health Care, and the Service Employees International
46 Union. Said advisory committee shall be co-chaired by one advi-
-47 sory committee senate member designated by the senate president
48 and one advisory committee house member designated by the
49 speaker of the house of representatives.
50 Said advisory committee shall, subject to appropriation and
51 upon the approval of the appointed co-chairs of said advisory
52 committee, commission an independent consultant to analyze,
53 evaluate and measure the implications of creating said system of
53 consolidated health care financing and streamlined health care
54 delivery model. Said advisory committee shall advise, direct and
55 consult with said independent consultant on the execution and
56 completion of said analysis. Said analysis shall include, but not be
57 limited to, an account of the following: (a) the legal, political, and
58 financial impacts associated with the transition from the existing
59 health care delivery system in the commonwealth to a streamlined
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60 and unified system of health care benefits which may be adminis-
-61 tered by the state; (b) the projected cost of establishing said
62 system and a detailed account of the savings resulting therefrom;
63 (c) the cost of administering said system, including an itemized
64 account of the methodology used to determine said cost projec-
-65 tion; (d) the revenue streams necessary to implement and sustain
66 said system; (e) a list of any and all required policy and budgetary
67 changes needed to implement said system; (f) an analysis of said
68 system’s impact on the state’s private health care market, the con-
-69 sumers, and the employers who may purchase such health care
70 benefits.
71 Said advisory committee shall convene upon the call of the co-
-72 chairs in order to (a) advise and consult with said independent
73 consultant on the completion and implementation of said analysis;
74 (b) review and make recommendations on any and all preliminary
75 findings of said independent consultant’s analysis; (c) review and
76 make recommendations to said independent consultant for a report
77 to be submitted to the general court.
78 Said independent consultant shall report to the general court the
79 preliminary results of its analysis by filing the same with the clerk
80 of the house of representatives and the clerk of the senate on or
81 before April 30, 2001. Said advisory committee shall file its pre-
-82 liminary recommendation, based on the preliminary report of said
83 independent consultant with the clerk of the house of representa-
-84 lives and the clerk of the senate, on or before May 31, 2001. Said
85 independent consultant shall report to the general court the final
86 results of his analysis and findings by filing the same with the
87 clerk of the house of representatives and the clerk of the senate on
88 or before November 15, 2001. Said advisory committee shall file
89 its final recommendations based on the final report of said inde-
-90 pendent consultant with the clerk of the house of representatives
91 and the clerk of the senate on or before December 31, 2001.

1 SECTION 33. Sections 2,4, 28 and 34 shall apply to all trans-
-2 actions for which notice to the attorney general pursuant to
3 section 8A of chapter 180 of the General Laws has been given on
4 or after December 4, 1996.
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1 SECTION 34. Nothing contained in the provisions of sec-
-2 tions 2,4, 28, and 33 shall be construed to limit the existing
3 authority of the attorney general, the commissioner of public
4 health, any other government official or entity, or the court to
5 review, approve, disapprove, or impose conditions upon a transac-
-6 tion or disposition under existing law.

1 SECTION 35. Sections 5,6, 7,8, 14, 15, 19, 21, 22, 23, 25, 26,
2 27, 30, and 31 shall take effect on January 1, 2001.”, and that the
3 Senate concur in the further amendment; and that the House
4 recede from its non-concurrence with the Senate in its amendment
5 (striking out the title and inserting in place thereof a new title) and
6 concur therein with a further amendment by striking out the title
7 (inserted by amendment by the Senate) and inserting in place
8 thereof the following title: “An Act relative to managed care prac-
-9 tices in the insurance industry.”; and that the Senate concur in the
10 further amendment.
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