
SENATE No. 2149
By Mr. Moore, a petition (accompanied by bill. Senate. No. 2149) of

Richard T. Moore, Stanley C. Rosenberg, Richard R. Tisei, John P.
Fresolo and other members of the General Court for legislation relative
to creating a managed care project for those seniors who are eligible for
both Medicare and Medicaid benefits. Health Care.

In the Year Two Thousand

An Act regarding managed care health and long term care for

THE ELDERLY.

Be it enacted hy the Senate and House ofRepresentatives in General
Court assembled , and by the authority of the same, asfollows:

1 Chapter I 18E of the General Laws, as appearing in the 1998
2 Official Edition, is hereby amended by inserting after section 98,
3 the following new section:—
4 Section 9C. Managed Care Project for the Dually Eligible.
5 Section 1. As used in this section, the following terms and
6 phrases shall, unless the context clearly requires otherwise, have
7 the following meanings:
8 “Activities of daily living”, self care tasks, including the ability
9 to bathe dress/undress, eat, toilet, transfer in and out of bed or

10 chair, get around inside the home, and manage incontinence.
11 “Aging Services Access Point”, any agency designated by the
12 Executive Office of Elder Affairs pursuant to section four B of
13 Chapter Nineteen A.
14 “Capitation” a set dollar payment per enrollee per month, that
15 the division pays to a senior care organization to cover a specified
16 set of services and administrative costs without regard to the
17 actual number of services provided.
18 “Complex Care”, enrollee care needs which include any condi-
-19 tion or situation that demonstrates the enrollee’s need for coordi-

-20 nation of multiple senior care organization services. An enrollee
21 who is unable to independently perform, without human assis-
-22 tance or cueing, two or more activities of daily living, shall be
23 considered in need of complex care.
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24 “Division”, the Division of Medical Assistance within the
25 Executive Office of Health and Human Services.
26 “Dually Eligible”, any person who is simultaneously qualilied
27 for benefits under Title XIX of the Social Security Act, 42
28 USC 1396 et seq., and Title XVIII of the Social Security Act, 42
29 USC 1395 et seq.
30 “Enrollee”, any person who receives services through a quah-
-31 tied senior care organization.
32 “Enrollment Broker”, an entity that has no direct or indirect
33 financial ownership interest in a senior care organization, and
34 whose purpose under the provisions of this section is to provide
35 information, public education, and enrollment assistance to poten-
-36 tial enrollees in a senior care organization plan.
37 “Geriatric Support Services Coordinator”, a member of a senior
38 care organization primary care team who is employed by an Aging
39 Service Access Point, and is qualified to conduct, and is respon-
-40 sible for arranging, coordinating and authorizing the provision of
41 appropriate community long term care and social support services.
42 “Home and Community Based Services Waiver’, a waiver of
43 federal requirements granted to the Commonwealth by the U.S.
44 Department of Health and Human Services under 42 USC
45 1396n(d), which allows the Division of Medical Assistance to pay
46 for home and community based services for MassHealth members
47 who meet the division’s criteria for nursing facility services, but
48 reside in the community.
49 “Marketing”, the presentation or dissemination of information,
50 or any other actions taken, for the purpose of encouraging enroll-
-51 ment in a senior care organization.
52 “MassHealth Senior Care Options Plan (SCOP)”, a program of
53 medical, health and support services including, but not limited to,
54 any services authorized under Title XIX or Title XVIII of the
55 Social Security Act, as well as mental health and social support
56 services provided through senior care organizations to dually eli-
-57 gible enrollees, and Medicaid-only beneficiaries.
58 “Medicaid”, the jointly funded state and federal medical assis-
-59 tance program established pursuant to Title XIX of the Social
60 Security Act, 42 USC 1396 et seq.
61 “Medically Necessary”, that which is consistent with generally
62 accepted standards of professional medical practice, or are serv-



32000] SENATE No. 2149

ices required to maintain, support or improve the functional status
of the enrollee with complex care needs.

63
64

“Medicare”, the federal medical assistance program for elderly
and disabled persons established pursuant to Title XVIII of the
Social Security Act, 42 USC I 395 et seq.

65
66
67

“Primary Care Team”, a team of health and long term care pro-
fessionals established by the senior care organization to serve
enrollees with complex care needs. Primary Care Teams shall con-
sist of a Primary Care Physician working in conjunction with a
Nurse Practitioner or Registered Nurse, or Physician’s Assistants,
a Geriatric Support Services Coordinator, and other professionals
designated by the senior care organization.

68
69
70
71
72
73
74

“Risk Sharing”, a financial arrangement between a senior care
organization and an Aging Services Access Point or provider
entity in which two or more entities share the financial risk of pro-
viding coordinated services to enrollees under a system of capi-
tated rate payments.

75
76
77
78
79

“Senior Care Organization (SCO)”, a comprehensive network
of medical, health care and social service providers that integrates
all components of care, either directly or through subcontracts, for
persons age 65 and older who are dually eligible for the Medicare
and Medicaid programs, or are Medicaid-only beneficiaries.

80
81
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Section 2. Notwithstanding the provisions of any general or
special law to the contrary, the Division may, subject to appropria-
tion, and pursuant to a memorandum of understanding with the
federal Health Care Financing Administration, establish a pro-
gram of medical and long term care benefits, known as the
MassHealth Senior Care Organization Plan (SCOP), for
Massachusetts residents age 65 and over who are dually eligible
for benefits under Title XVIII and Title XIX of the Social Security
Act.

85
86
87
88
89
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Section 3. The Division shall ensure that enrollment in a man-
aged care SCOP is voluntary. No disincentives for selecting fee-
for-service delivery system shall be included as part of any
agreement or waiver. The Division shall contract with the
Division of Health Care Finance and Policy to study the implica-
tions of giving MassHealth enrollees the option of remaining in,
or returning to, a fee-for-service delivery system and shall report
back to the legislature one year from this section’s enactment. The
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Division shall ensure that all enrollees in a SCOP have the right to

disenroll from the SCOP within thirty days of submitting a notice
of disenrollment to their SCOP.

102
103
104

Section 4. The benefits provided to persons deemed eligible to
enroll in the SCOP shall include those services covered by
Medicare Part A and Part B; the amount, duration and scope of
Medicaid-covered services shall be at a minimum no more restric-
tive than the scope of services provided under MassHealth
Standard coverage, and shall include services covered under home
and community based services waiver program, so-called; and
services necessary for the treatment mental health or substance
abuse.

105
106
107
108
109
110
111
112
113

Section 5. The Division shall develop purchasing specifications
for entities seeking to become managed care SCOs in order to
offer a SCOP. The terms and conditions of said specifications
shall include, but not be limited to, the following provisions:

114
115

I 16
117

(a) A SCO shall be operated by a state agency or authority, or
by one or more private non-profit organizations, or a non-profit
subsidiary of a for-profit organization. Upon dissolution of a
SCO, any remaining assets of the entity shall be disbursed to other
non-profit organizations serving all or part of the SCO's service
area.

118
1 19
120
121
1 22
123
124 (b) A SCO shall conform to the minimum medical loss-ratio as

established by the Division for all SCO entities. At the end of
each fiscal year, the SCO shall provide to the Division an audited
statement of its medical loss ratio for the past year. If a SCO’s
audited medical loss-ratio is below the minimum as determined by
the Division, said SCO shall provide additional benefits or serv-
ices to its enrollees in an amount that would raise its medical loss-
ratio to the minimum level established by the Division, and shall
submit a plan to the Division detailing how such benefits or serv-
ices shall be provided to its plan enrollees.

125
126
127
128
129
130
131
132
133

(c) By the end of the first year of operation as a SCO, the gov-
erning board of directors of said entity shall be comprised of at
least twenty percent SCOP enrollees selected from the enrollees in
a SCOP.

134
135
136
137

(d) A SCO shall not be permitted to engage in direct marketing
or other solicitations to potential enrollees. The Division shall
contract with independent enrollment brokers to educate con-

138
139
140
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sumers and their families as to their enrollment choices under the
SCOP. Neither SCOs nor enrollment brokers shall offer gifts, pay-
ments or other inducements to enroll seniors in a SCOP. Said
enrollment brokers shall not be paid based on the outcome of
enrollment encounters, or on any enrollment quotas. Enrollment
brokers shall have no direct or indirect financial ownership
interest in a SCO.

141
142
143
144
145
146
147

(e) The Division shall prepare, and the enrollment brokers shall
deliver to all prospective enrollees, SCOP educational materials
that shall include, but not be limited to: a definition of a SCO and
how it functions; enrollment eligibility standards; the location of
SCOs; a complete list of their participating providers; the range of
available services; and any quality of care measurements.

148
149
150
151
152
153

(f) A SCO shall be required to implement and adhere to a set of
uniform medical and functional quality standards and outcome
measures, as defined by the Division. Performance standards
developed by the Division shall be used to measure the quality of
medical and long term care services provided to enrollees, and to
allow enrollees to compare quality performance among SCOPs.

154
155
156
157
158
159

(g) A SCO shall be required to provide its enrollees who have
complex care needs with the services of a Primary Care Team.
Within thirty days of initial enrollment, all enrollees in a SCOP
shall be evaluated for their complex care needs. If an enrollee is
determined to have complex care needs, the Primary Care Team
shall develop a plan of care for said enrollee, and arrange for and
deliver all services called for in the plan of care. An enrollee who,
due to health and/or function status changes, has complex care
needs, shall also receive the services of a Primary Care Team as
long as the complex care need exists. Said SCO shall annually
review the plan for and the need for each enrollee receiving serv-
ices from a Primary Care Team.

160
161
162
163
164
165
166
167
168
169
170
171
172 Section 6. The Division shall develop and issue a document for

consumers to be known as the “SCOP report card” containing
information and data providing a basis by which SCOP may be
evaluated and compared by consumers. Said document shall be
made available to residents of the commonwealth, upon request,
by the Division or its enrollment broker. In preparing such report
card, the Division shall to the extent possible, use information
already reported by the SCOP. The Division shall consult with the
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Department of Public Health and the Division of Insurance m
determining the content and format of such report card, and shall
make such report card available on the internet web site estab-
lished by the Division. Six months from the effective date of this
act, the Division shall issue its proposed methodology for the
preparation of the SCOP report card Said Division shall issue the
initial report card six months from the announcement of the
methodology and annually thereafter.

180
181
182
183
184
185
186
187

Section 7. (a) The Division shall implement provisions that
ensure the integration of long term care services for SCOP
enrollees. SCOs shall be required to contract with ASAPs in their
geographic service areas as designated by the Executive Office of
Elder Affairs. ASAPs under contracts with SCOs shall employ
geriatric support service coordinators, who shall be members of
the primary care team and shall be responsible for:

188
189
190
191
192
193
194

(1) arranging, coordinating and authorizing the provision of
community long term care and social support services with the
agreement of other primary care team members designated by the
SCO;

195
196
197
198

(2) coordinating non-covered services and providing informa-
tion regarding other elder services, including but not limited to,
housing, home-delivered meals and transportation services;

199
200
201

(3) monitoring the provision and outcomes of community long
term care and support services, according to the enrollee’s service
plan, and making periodic adjustments to the enrollee’s service
plan as deemed appropriate by the primary care team;

202
203
204
205

(4) tracking enrollee transfer from one setting to another; and206
207 (5) scheduling periodic reviews of enrollee care plans and

assessment of progress in reaching the goals of an enrollee’s care
plan.

208
209

(b) SCOs and ASAPs shall be responsible for developing
processes for assessing all enrollees upon enrollment to determine
the need for involvement of the ASAPs and to assure appropriate
on-going monitoring of the enrollee’s need for medically neces-
sary services.

210
211
212
213
214

(c) SCOs shall provide geriatric support services coordinators
with authorizing responsibility over a range and amount of serv-
ices for specific conditions or circumstances for which agreement
of the primary care team would not be required. In cases where

215
216
217
218
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the primary care team members cannot reach agreement regarding
an enrollee’s service plan or the authorization thereof, any team
member may request that the SCO conduct a clinical review
within three working days of receiving a request for said review.
Clinical reviewers shall not be members of the primary care team
presenting the case, and all decisions by the clinical review team
shall be final. SCOs shall be required to report the incident and
content of all clinical reviews to the Division and to the Executive
Office of Elder Affairs. Such reports shall be a component of a
SCOs performance review by the Division.

219
220
221
11l

223
224
US

226
227
228

(d) For Medicaid recipients not enrolled in SCOs, ASAPs shall
perform management and comprehensive service planning func-
tions to coordinate the utilization of institutional and community-
based long term care services with enrollee health services as part
of the MassHealth benefit. Such management functions shall be
defined under the terms of an interagency service agreement
between the Division and the Executive Office of Elder Affairs.

229
230
231
232
233
234
235

Section 8. The Division shall develop a capitation system for
payment for services in which the SCOs shall be at full or partial
financial risk for any services that they authorize and purchase on
behalf on an enrollee. The Division shall ensure that capitation
rates shall be adequate so as to ensure the provision of quality
health and long term care services to all enrollees regardless of
physical or mental health conditions. The Division shall permit a
risk-sharing relationship between the SCO and the ASAPs, in
which the two entities share the financial risk of providing coordi-
nated services to enrollees under a system of capitated or sub-cap-
itated rate payments.

236
237
238
239
240
241
242
243
244
245
246
247 Section 9. The Division shall ensure that enrollees have a

choice of at least two SCOPs within their geographic area, and a
choice of any provider within each SCO network. Enrollees shall
also be provided with a choice of SCO Primary Care Physicians
and Geriatric Support Service Coordinators within the ASAP cov-
ering their geographic area, and a choice of treatment plans from
among the range of services covered by the SCOP. In the case of
nursing home, rest home, or other 24 hour care facilities, enrollees
shall be given a choice of providers based on personal prefer-
ences, including, but not limited to, cultural, ethnic, religious and

248
249
250
251
252
253
254
255
256
257 lifestyle preference; provided further, each SCOP shall mak
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available to its enrollees a point of service option, in which the
enrollee shall have the right to use a service from a provider out-
side of the SCO network, in accordance with regulations promul-
gated by the Division.

258
239
260
261

Section 10. In any fiscal year, the participation of the common-
wealth in the SCO project shall be contingent upon a finding of
budget neutrality by the Division. Said budget neutrality finding
shall be certified by establishing:

262
263
264
265

(a) that MassHeallh expenditures for SCO enrollees are within
amounts appropriated therefor; and

266
267

(b) that operations of the SCOP will not require additional
amounts to be appropriated from the general fund or from any
other fiscal resource of the commonwealth. Said budget neutrality
finding shall be separate and apart from any budget neutrality
tests required to maintain federal support for the SCOP.

268
269
270
271
272

Section 11. A SCO shall not refuse to contract with or compen-
sate for covered services an otherwise eligible provider or nonpar-
ticipating provider solely because such provider has in good faith
communicated with or advocated on behalf of one or more of his
current, former or prospective patients regarding the provisions,
terms or requirements of the SCOs products or its provider pay-
ment methodology, as they relate to the needs of such provider’s
patients.

273
274
275
276
277
278
279
280

Nothing in this section shall be construed to preclude a SCO
from requiring a provider to withhold confidential specific com-
pensation amounts.

281
282
283

Section 12. A SCO shall meet all privacy standards set by the
regulations established by Department of Health and Human
Services subsequent to 42 U.S.C. 1320(d)-1320(8) and 64 Fed.
Reg. 59918.

284
285
286
287

Section 13. No contract between a SCO and a health or long
term care provider pursuant to this section shall require the
provider to indemnify the SCO for any expenses and liabilities,
including, without limitation, judgments, settlements, attorney’s
fees, court costs and any associated charges, incurred in connec-
tion with any claim or action brought against the SCO based on
the SCO’s management decisions, utilization review provisions or
other policies, guidelines or actions.

288
289
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296 Section 14. (a) Each SCOP shall issue and deliver at least one
297 evidence of coverage and any amendments thereto to one adult in
298 each household in the commonwealth in which a member resides,
299 which shall be issued and delivered said enrollee by the SCOP.
300 Such evidence shall contain a clear, concise and complete state-
-301 ment of;

302 1) the health and long term care services and any other benefits
303 to which the enrollee is entitled on a nondiscriminatory basis;
304 2) the prepaid fee, if any. which must be paid by or on behalf of
305 the enrollee;
306 3) the limitations on the scope of health or long term care serv-
-307 ices and any other benefits to be provided, including an explana-
-308 tion of any deductible or copayment feature and all restrictions
309 relating to preexisting conditions;
310 4) the locations where, and the manner in which, health and
311 long term care services and any other benefits, may be obtained;
312 5) the criteria by which a member may be disenrolled or denied
313 reenrollment;
314 6) the SCO’s method for resolving enrollee grievances,
315 including location and toll-free telephone number to submit griev-
-316 ances to the SCO’s formal internal grievance system and the pro-
-317 cedures may use to seek further appeals;
318 7) that an enrollee’s coverage may not be cancelled, nor its
319 renewal refused, except in the following circumstances:
320 a) failure by an enrollee or other responsible party to make
321 payments required under the contract;
322 b) for misrepresentation or fraud on the part of the enrollee;
323 c) commission of acts of physical or verbal abuse by the
324 enrollee that pose a threat to providers or other enrollees of the
325 SCO organization and that are unrelated to the physical or mental
326 condition of the enrollee; provided, however, that the Division
327 prescribes or approves the procedures for the implementation of
328 the provisions of this clause;
329 d) relocation of the enrollee outside the service area of the
330 SCO;
331 e) nonrenewal of the contract through which the enrollee
332 receives coverage for the SCO.
333 8) a list of health and long term care providers who may pro
334 vide services to enrollees, organized by specialty and by location
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indicating for each such provider the method used to compensate
or a reimburse such provider; provided, however, that nothing m
this clause shall be construed to require disclosure of the specific
details of any financial arrangements between a SCO and any sub-
contractor or provider; and provided further, that if not all such
providers are available to the enrollee, such lists shall indicate
which providers are available to the enrollee;

335
336
337
338
339
340
341

9) a description of the procedure, if any, for out-of-network
referrals and any additional charge for utilizing out-of-network
providers;

342
343
344

10) a description of the utilization review and quality assurance
programs used by the SCO;

345
346

II) a list of sources of independently published material
assessing enrollee satisfaction and evaluating the quality of serv-
ices offered by the SCO, and information on how to obtain copies
of such material;

347
348
349
350

12) a statement detailing the SCO accreditation or designation
status as granted by a state or national accreditation or designation
organization; however, such statement shall include, at a min-
imum, the SCO’s rating in each category, if any;

351
352
353
354

13) a statement detailing what translator and interpretation
services are available to assist enrollees; provided, that the
Division may by regulation determine in which languages other
than English such statement shall be printed;

355
336
357
358
359 14) other such information as the Division may require.
360 (b) Each SCO shall provide to each enrollee, or, to each

prospective enrollee, the following information and materials:361
(I) the evidence of coverage as specified pursuant to subsection

(a);
362
363

(2) the medical loss-ratio submitted to the Division by the SCO
for the most recent year for which information is available, and a
comparison chart prepared by the Division indicating such ratio
for other SCOs in the commonwealth and what the medical loss-
ratio means;

364
365
366
367
368

(3) a list of prescription drugs that are not included in any
restricted formulary applicable to the health services provided to
enrollees; provided, however, that the SCO shall annually disclose
any changes in the formulary, and shall provide a toll-free tele-
phone number to enable enrollees to determine whether a partic-
ular drug is included in the formulary;

369
370
371
372
373
374



112000] SENATE No. 2149

(4) a description of the procedures followed by the SCO, in
making decisions about the experimental or investigational nature
of individual drugs, medical devices or treatments in clinical
trials;

375

376
■i

378
(5) the percentage of contracting physicians certified by spe

cialty boards, by specialty;
379
380

(6) the disenrollment rate among enrollees in the SCO;381
(7) a statement on how to obtain the report regarding the

number and type of member grievances;
382
383

(8) such other information as the Division may require384
Section 15. Every SCO shall provide to every enrollee a formal

internal complaint system to provide reasonable procedures for
adequate consideration and resolution of enrollee grievances con-
cerning any aspect or action of the SCO relative to the enrollee,
including, but not limited to, scope of coverage, denial of serv-
ices, quality of care and administrative operations.

385
386
387
388
389
390

Every SCO’s formal internal grievance process shall include,
but need not be limited to, the following; provided, however, that
if any of the provisions below conflict with federal Medicaid or
Medicare laws, rules or regulations, said federal laws, rules or
regulations shall apply:

391
392
393
394
395

a) A system for maintaining records of each grievance filed by,
or on behalf of, enrollees, and responses thereto, for a period of
seven years. The records shall be subject to inspections by the
Division;

396
397
398
399

b) Within each notification concerning the SCO’s decision to
deny coverage or treatment to a enrollee, provided to the enrollee
of the SCO who has been denied coverage or treatment by the
SCO, a clear, concise and complete description of the SCO’s
method for resolving enrollee grievances to the SCO’s formal
internal grievance process and the procedures enrollees may use to
seek further external review;

400
401
402
403
404
405
406
407 c) A written response to any enrollee grievance within 15 day

from receipt of such grievance, advising the grievant of the resc408
409 lution of the grievance or that a resolution is in process and that a

written response will be furnished within 30 days from receipt of
the grievance;

410
411
412 d) A written resolution of each enrollee grievance by the SCO

e) A procedure to accept grievance filed by telcphon
person, by mail, or by electronic means;414
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f) An enrollee grievance not properly acted on by the SCO
within the time limits required by the section shall be deemed
resolved in favor of the enrollee;

415
416
417

g) If the SCO makes an adverse initial utilization review deci-
sion or denies an enrollee’s request for any health or long term
care service, such decision shall be made by a person licensed in
the appropriate specialty related to such health service;

418
419
420
421

h) An expedited resolution of grievances concerning a SCO s

coverage or provision of immediate and urgently needed services.
Said expedited resolution policy shall include, but not be limited
to:

422
423
424
425

i) A resolution prior to an enrollee’s discharge from a hospital
if the grievance is submitted by an enrollee who is an inpatient in
a hospital;

426
427
428

ii) Provisions for the automatic reversal of decision denying
coverage for services or durable medical equipment, pending the
outcome of the appeals process, within 48 hours of receipt of cer-
tification by the physician responsible for treatment or proposed
treatment of the covered patient that, in his opinion, the service or
use of durable medical equipment at issue in a grievance or appeal
is medically necessary, that 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 services or durable medical
equipment should not await the outcome of the normal appeal or
grievance process;

429
430
431
432
433
434
435
436
437
438
439
440

iii) A resolution within five days from the receipt of such griev-
ance if submitted by a enrollee with terminal illness, which for the
purposes of this subsection refers to an incurable or irreversible
condition that has a high probability of cause of death within one
year; and

441
442
443
444
445

iv) A provision that if such resolution affirms the denial of cov-
erage or treatment to an enrollee with a terminal illness, the SCO
shall provide the enrollee, within five business days of the deci-
sion:

446
447
448
449

(I) A statement setting forth the specific medical and scientific
reasons for denying coverage or treatment;

450
451

(2) A description of alternative treatment, services, or supplies
covered or provided by the SCO, if any; and

452
453
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(3) Said procedure shall allow the enrollee to request a confer-
ence as part of the SCO’s formal internal grievance procedure.
Upon receiving a request for a conference, the SCO shall provide
the enrollee, within ten days, an opportunity to attend a confer-
ence to review the information provided to the enrollee pursuant
to subclause 1 and 2 conducted by a representative of the SCO
who has authority to determine to disposition of the grievance.
The SCO shall permit attendance at the conference of the enrollee,
designee of the enrollee, or both, or. if the enrollee is a minor or
incompetent, the parent, guardian or conservator of the enrollee as
appropriate; provided however, the conference required by this
paragraph shall be held within five business days if the treating
participating physician determines, after consultation with the
SCO’s medical director or his designees, based on standards of
medical practice, that the effectiveness of the proposed treatment,
service or supplies or any alternative treatment, services or sup-
plies covered by the SCO, would be materially reduced if not pro-
vided at the earliest possible date.

434
455
456
457
458
459
460
461
462
463
464
465
466
46
468
469
470
471
472 (1) All enrollee grievance determinations by a SCO shall be fur-

ther appealable to the Division's Office of Hearings and Appeals,
and shall include aid pending appeal for proposed terminations or
reductions of services. For services covered by Medicare, dual eli-
gibles may utilize the aforementioned appeal process in addition
to the Medicare appeals process.

473

474
4

476
477
478 Section 16. No person shall engage in any unfair trade practice,

unfair method of competition or any unfair or deceptive act or
practice in the business of operating a SCO. Any violation of this
section shall constitute a violation of section two A of chapter
ninety-three A of the General Laws.

479
480
481
482

483 Section 17. The Division shall promulgate reasonable regula-
tions to enforce the provisions of this chapter, and shall establish a
Senior Care Options Advisory Council to advise the Division
regarding the on-going operations of the SCOP, Said Advisory
Council shall be comprised of 51% enrollees in a SCOP or repre-
sentatives from elderly consumer groups and aging services orga-
nizations chosen by the Division and the Executive Office of
Elder Affairs.
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