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duties on the Departnment of Health and the Insurance
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1 SECTION 19. EFFECTI VE DATE

2 The General Assenbly of the Conmonweal th of Pennsyl vani a

3 hereby enacts as foll ows:

4 Section 1. Short title.

5 This act shall be known and may be cited as the Managed Care
6 Accountability Act.

7 Section 2. Purpose.

8 The purposes of this act are to:

9 (1) Pronote the delivery of accessible, quality and

10 cost-effective health care in a tinely fashion in this

11 Commonweal t h.

12 (2) Pronote cooperation anong health care providers,

13 patients and health care insurers.

14 (3) Provide for the certification of and standards to be
15 used by utilization review entities.

16 (4) Establish a process for health care providers to

17 appeal deni als based on nedi cal necessity and

18 appropri at eness.

19 (5) Require the establishment, use and discl osure of
20 provi der credentialing standards.
21 (6) Require uniformformat and disclosure of the terns
22 and conditions of health care insurer contracts.
23 Section 3. Definitions.
24 The foll ow ng words and phrases when used in this act shal
25 have the nmeanings given to themin this section unless the
26 context clearly indicates otherw se:
27 "Active clinical practice.” The practice of clinical
28 nedicine by a health care practitioner for an average of not
29 less than 20 hours per week.
30 "Clean claim"™ As defined in section 1816(c)(2)(B)(i) of the
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Social Security Act (49 Stat. 648, 42 U S.C. §
1395h(c)(2)(B)(i)) which has no defect or inpropriety. A defect
or inpropriety under this definition includes |ack of required
substanti ati ng docunentation or a particular circunstance
requiring special treatnent which prevents tinely paynents from
bei ng made on the claim

"Clinical reviewcriteria." Witten screening procedures,
deci sion abstracts, clinical protocols and practice guidelines
used by a utilization review entity to eval uate the nedi cal
necessity and appropri ateness of health care services delivered
or proposed to be delivered.

"Concurrent utilization review." A review by a utilization
review entity of all necessary supporting information which
occurs during an enrollee's hospital stay or course of treatnent
and which results in a decision to approve or deny paynent for a
heal th care service.

"Credentialing criteria.” The standards used by a nmanaged
care entity to evaluate the qualifications of a health care
practitioner or health care facility to participate in the
managed care entity's provi der networks.

"Denial." A determ nation by a managed care entity or
utilization review entity which is based upon the nedi cal
necessity and appropri ateness of health care services covered
under the ternms and conditions of the contract which are
prescribed, provided or proposed to be provided and which:

(1) disapproves paynent for a requested health care
service conpletely;
(2) approves the provision of a requested health care

service for a | esser scope or duration than requested by a

health care practitioner or health care facility; or

19970H0977B3471 - 4 -
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(3) disapproves paynent for the provision of a requested
heal th care service but approves paynent for the provision of
an alternative health care service.

"Departnment."” The Departnent of Health of the Conmonwealt h.
"Emergency nedi cal condition.” The sudden onset of a nedi cal
or psychiatric condition which manifests itself by acute
synptons of a sufficient severity or severe pain such that a
prudent | ayperson who possesses an average know edge of health
and nedi ci ne coul d reasonably expect absence of inmediate
nmedi cal attention to result in:

(1) placing the health of the individual or, with
respect to a pregnant woman, the health of the wonman or her
unborn child in serious jeopardy;

(2) serious inpairnment to bodily functions; or

(3) serious dysfunction of a bodily organ or part.
"Emergency health care services.”" Health care services which

are furnished by a provider as a result of an energency nedi cal

condi tion.
"Enrollee.” A policy holder, subscriber, covered person or
ot her individual, including a dependent, entitled to receive

heal th care coverage under a nmanaged care entity's insurance
policy or contract issued in this Comonwealth.
"Health care facility.” A facility providing clinically
rel ated health care services. The termincludes a general or
speci al hospital, a psychiatric hospital, a rehabilitation
hospital, an anbul atory surgical facility, a |ong-term NURSI NG <—
care facility, a cancer treatnent center using radiation therapy
on an anbul atory basis, a bi+thing BIRTH center, an inpatient or <—
out patient drug and al cohol treatnment facility, a hone health

care facility and a hospice facility.
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"Health care practitioner.” An individual who is |icensed,
certified or otherwi se authorized to provide health care
services under the laws of this Conmonweal th and whose |icense,
certificate or authorization is in good standing and w t hout
restrictions fromthe appropriate professional |icensing agency.

"Health care services."” Any treatnent, adm ssion, procedure,
servi ce, medical supplies and equi prent, continuing treatnment or
extension of a stay, which is prescribed, provided or proposed
to be provided by a health care practitioner or health care
facility. The termincludes services covered under the terns and
conditions of a managed care plan contract.

"Integrated delivery system"” Any partnership, association,
affiliation, corporation, limted liability corporation or other
| egal entity which:

(1) enters into contractual, risk-sharing arrangenents
wi th managed care entities to provide or arrange for the
provi sion of health care services;

(2) assunes sone responsibility for quality assurance,
utilization review, provider credentialing and rel ated
functions; and

(3) assunes to sone extent, through capitation
rei nbursenent or other risk-sharing arrangenent, the
financial risk for provision of health care services to
enrol | ees.

"Managed care entity." A conprehensive health care plan
whi ch integrates the financing and delivery of health care
services, including behavioral health, to enrollees through a
network, with participating providers selected to participate on
t he basis of specific standards and which provides financial

incentives for enrollees to use the network providers in
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1 accordance with the plan's procedures. The term does not include

2 a network which is primarily fee-for-service, indemity

3 arrangenent with-—norwanaged—care—conpoenent. The termincl udes <—
4 health care plans provided through a policy or contract

5 authorized under any of the foll ow ng:

6 (1) Section 630 of the act of May 17, 1921 (P.L.682,

7 No. 284), known as The Insurance Conpany Law of 1921.

8 (2) Act of Decenber 29, 1972 (P.L.1701, No.364), known

9 as the Heal th Mii ntenance Organi zation Act.

10 (3) 40 Pa.C.S. Ch. 61 (relating to hospital plan

11 cor porations).

12 (4) 40 Pa.C.S. Ch. 63 (relating to professional health

13 services plan corporations).

14 (5) A fraternal benefit society charter.

15 (6) A contract with the Departnent of Public Welfare to

16 provi de nedi cal assistance on a capitated basis.

17 "MEDI CAL NECESSI TY." CLI NI CAL DETERM NATI ONS TO ESTABLISH A <—

18 SERVICE OR BENEFI T VHICH WLL OR IS REASONABLY EXPECTED TQO

19 (1) PREVENT THE ONSET OF AN | LLNESS, CONDI TI ON OR

20 DI SABI LI TY;

21 (2) REDUCE OR AMELI ORATE THE PHYSI CAL, MENTAL,

22 BEHAVI ORAL OR DEVELOPMENTAL EFFECTS OF AN | LLNESS, CONDI TI ON,
23 I NJURY OR DI SABILITY; OR

24 (3) ASSIST THE I NDI VIDUAL TO ACH EVE OR NAI NTAI N MAXI MUM
25 FUNCTI ONAL CAPACI TY | N PERFORM NG DAI LY ACTI VI TI ES, TAKI NG
26 I NTO ACCOUNT BOTH THE FUNCTI ONAL CAPACI TY OF THE | NDI VI DUAL
27 AND THOSE FUNCTI ONAL CAPACI TI ES APPROPRI ATE FOR | NDI VI DUALS
28 OF THE SAME AGE.

29 "PRI MARY CARE PROVI DER* OR "PCP." A PROVI DER VWHO SUPERVI SES,

30 COORDI NATES AND PROVI DES I NI TI AL AND BASI C CARE TO ENROLLEES,
19970H0977B3471 - 7 -
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VWHO | NI TI ATES THEI R REFERRAL FOR SPECI ALI ST CARE AND WHO
MAI NTAI'NS CONTI NUI TY OF PATI ENT CARE. PROVI DERS MAY ONLY PROVI DE
CARE WTHI N THE SCOPE OF THEI R PRACTI CE

"Prospective utilization review" A review by a utilization
review entity of all reasonably necessary supporting informtion
whi ch:

(1) results in a decision to approve or deny paynent for

a health care service; and

(2) occurs prior to the delivery or provision of the
heal th care service.

"Provider network." The health care practitioners and health
care facilities designated by a managed care entity to provide
covered health care services to an enroll ee.

"Provider." The health care practitioner or health care
facility that prescribes, provides or proposes to provide a
health care service to an enroll ee.

"Retrospective utilization review" A review by a
utilization review entity of all necessary supporting
i nformati on which:

(1) results in a decision to approve or deny paynent for

a health care service; and

(2) occurs follow ng delivery or provision of the health
care service.

"Utilization review." A system of prospective, concurrent or
retrospective utilization review or case managenent perforned by
a utilization review entity of the nmedical necessity and
appropri ateness of covered health care services prescribed,
provi ded or proposed to be provided to an enrollee. The term
does not include any of the follow ng:

(1) Requests for clarification of coverage, eligibility

19970H0977B3471 - 8 -
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verification or benefits verification.
(2) An internal quality assurance or utilization review
process of a provider unless the reviewresults in a denial.
"Utilization reviewentity.” An entity that perforns
utilization review on behalf of a managed care entity providing
coverage to residents of this Conmmonwealt h.
Section 4. Certification of utilization review entity.

(a) Certification required.--

(1) Except as set forth in paragraph (2), a utilization
review entity may not conduct utilization review regarding
health care services delivered or proposed to be delivered in
this Cormonweal th unless the entity is certified by the
departnment to performa utilization review

(2) Paragraph (1) shall not apply to a utilization
review entity operating in this Comonweal th on July 1, 1998,
for one year following the effective date of this section.

(b) Renewal.--Certification nust be renewed every three
years unl ess ot herw se suspended or revoked by the departnent.

(c) Accrediting bodies.--The departnment may utilize a
national ly recogni zed accrediting body's standards to certify
utilization review entities to the extent that the accrediting
body's standards neet or exceed the standards set forth in
section 5 if the entity agrees to do all of the foll ow ng:

(1) Direct the accrediting body to provide a copy of its
findings to the departnent.

(2) Permt the departnent to verify conpliance with
st andards not addressed by the accrediting body.

(d) Standard.--The departnment shall grant certification to a
utilization review entity which neets the applicable

requi renents of sections 5, 6, 7 and 8.

19970H0977B3471 - 9 -



© o0 N oo o A~ wWw N P

N ORNN N RN NN N NN R B P B R R R R R
© O N o U~ W N B O © 0 N 0o o M W N B O

30

(e) Fees.--The departnent may prescribe fees for application
for and renewal of certification. The fees shall reflect the
adm ni strative costs of certification.

(f) Managed care entities and integrated delivery systens. --

(1) A managed care entity shall conply with the
standards and procedures of this act, but is not required to
be separately certified as a utilization review entity.

(2) An integrated delivery systemunder a contract which
has been approved by the departnent is not required to be
separately certified as a utilization review entity.

Section 5. Utilization review operational standards.

(a) Requirenents.--Uilization review entities providing
services in this Commonwealth shall conmply with all of the
fol | ow ng:

(1) Respond to inquiries relating to the entity's
utilization review determ nations by:

(1) providing toll-free tel ephone access at |east 40
hours per week during normal business hours;

(1i) maintaining a tel ephone call answering service
or recording systemduring hours other than nornal

busi ness hours; and

(iti1) responding by mail or other means to each

t el ephone call regarding a review determ nation received

by the answering service or recording systemw thin one

busi ness day after the receipt of the call.

(2) Protect the confidentiality of individual nedical
records by:

(i) conplying with all applicable Federal and State
| aws and professional ethical standards to ensure that an

enroll ee's nedical records and ot her confidential nedical

19970H0977B3471 - 10 -



1 i nformati on obtained in the performance of utilization

2 review are not inproperly disclosed or redisclosed;

3 (ii) only requesting nedical records and ot her

4 i nformati on which are necessary to nmake a utilization

5 review determ nation for the health care services under
6 revi ew,

7 (i1i1) adopting nechanisns to allow a provider of

8 record to verify that an individual requesting

9 i nformati on on behalf of the nanaged care entity is a

10 legitimate representative of the entity; and

11 (iv) deemng a Commonwealth official, who is acting
12 on behalf of a consumer and who requests in witing

13 specific information fromthe nanaged care entity or its
14 agents, to have the consent of the consuner to rel ease
15 the information specific to the request.

16 (3) Render utilization review decisions based on the

17 nmedi cal necessity and appropriateness of the health care

18 servi ce being revi ewed.

19 (4) Provide an appeal s process consistent with the
20 provi sions of this act.
21 (5) Mintain and nake available a witten description of
22 all appeals and rel ated procedures by which a provider may
23 seek review of a denial.
24 (6) Ensure that personnel conducting utilization review
25 have current licenses in good standing and w t hout
26 restrictions fromthe appropriate professional |icensing
27 agency.
28 (7) Conply with all tinme franes set forth in this act.
29 (8) Provide witten denials to include:
30 (i) the specific clinical criteria and the principal

19970H0977B3471 - 11 -
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reasons for the decision; and
(ii) a description of the procedure by which the
provi der nay appeal a denial, including the nane and

t el ephone nunber of the person to contact in regard to an

appeal and the deadline for filing an appeal.
(9) Mintain for not less than three years a witten
record of each utilization review denial, including a
detailed justification of the denial and the notification to
the provider and the enrollee.
(10) Notify the provider of record of the specific facts
or docunments required to conplete the utilization review
wi thin 48 hours of receipt of the request for reviewif the
utilization review entity | acks necessary supporting
i nformati on.
(11) Provide a period of at |east 24 hours follow ng an
energency health care service during which the provider,
enrollee or enrollee' s designee may notify a nanaged care
entity and request the approval for continuation of health
care services for the condition under review
(b) Conpensation. --Conpensation to any person performn ng
utilization review activities may not contain incentives, direct
or indirect, for the person to approve or deny paynent for the
delivery or coverage of health care services.

(c) Alternative resolution.--Mnaged care entities and
provi ders may establish by contract alternative utilization
revi ew standards, practices and procedures which neet or exceed
the requirenments of subsection (a) and are approved by the
depart nment.
Section 6. Initial utilization review deci sions.

(a) Review.--An initial utilization review which results in

19970H0977B3471 - 12 -



1 a denial nust be nade by a |Iicensed physician.

2 (b) Notification.--Notification of an initial utilization

3 review decision shall be made within the following tine franes:
4 (1) A prospective utilization review decision shall be

5 communi cated to the provider and, in the case of a denial, to
6 the enrollee within 48 hours of the receipt of all supporting
7 i nformati on necessary to conplete the review.

8 (2) A concurrent utilization review decision shall be

9 communi cated to the provider and, in the case of a denial, to
10 the enrollee within 24 hours of the receipt of all supporting
11 i nformati on necessary to conplete the review

12 (3) A retrospective utilization review decision shall be
13 communi cated to the provider and, in the case of a denial, to
14 the enrollee within 30 days of the receipt of all supporting
15 i nformati on necessary to conplete the review.

16 Section 7. Internal appeals.

17 A denial may be appeal ed by the provider, with the consent of

18 the enrollee, to an internal appeals process under section
19 5(a)(4). The internal appeals process nust do all of the

20 follow ng:

21 (1) Include a tinme period of 45 days follow ng receipt
22 of the witten notification of denial wthin which an appeal
23 may be filed. The notification of denial nust include the

24 name, address and tel ephone nunber of the entity to which the
25 provi der nmay appeal the denial.

26 (2) Notify the provider and the enrollee of a decision
27 no |l ater than 45 days fromthe date the appeal and al

28 necessary supporting information is filed.

29 (3) Ensure that a denial resulting froman internal

30 appeal under this section is nade by a licensed physician in

19970H0977B3471 - 13 -
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the sane or simlar specialty which typically manages or
consults on the health care services. The physician who
rendered an initial denial may not render a decision on an
appeal of that denial.

(4) Provide an expedited internal appeals process for a
situation in which the enrollee's Iife or health would be
seriously jeopardi zed or the enrollee's ability to regain
maxi mum functi on woul d be jeopardi zed. This paragraph
i ncludes notification of the provider and enrollee within 48
hours of the time the appeal was fil ed.

(5) Mintain records of internal appeals and the
resulting determnations for not |ess than three years and

provi de the records to the departnent upon request.

Section 8. Independent external review process.

(a) Requirenents.--A nmanaged care entity shall establish an

i ndependent external review process to which a provider may
appeal a denial by the internal process. The independent

external review process nust neet the follow ng requirenents:

(1) The provider may, WTH THE CONSENT OF THE ENRCLLEE
initiate the independent external review within 15 days of
recei pt of a denial by the internal appeals process by:

(i) submtting a witten notice, including any
material justification and all necessary supporting
information, to the nanaged care entity; and

(i1i) notifying the enrollee and the departnent that
an i ndependent external review has been requested.

(2) The utilization review entity which conducted the
i nternal appeal shall forward copies of all witten
docunent ati on associated with the denial, including al

necessary supporting information, a sumrary of applicable

19970H0977B3471 - 14 -
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i ssues, a statenment of the utilization reviewentity's
decision, the criteria used and the clinical reasons for the
deci sion, to the independent external reviewentity within 15
days of the receipt of the request for review. The nmanaged
care entity shall notify the provider of the nane, address
and tel ephone nunber of the sel ected i ndependent review
entity.

(3) Independent external review decisions shall be made
by:

(i) one or nore licensed physicians in active

clinical practice or in the same or simlar specialty

whi ch typically manages or recomrends treatnment for the

heal th care service under review, or

(i) one or nore physicians currently certified by

a board approved by the Anerican Board of Medi cal

Specialties or the American Board of Osteopathic

Specialties, in the same or simlar specialty which

typi cally nmanages or reconmends treatnment for the health

care service under review.

(4) The independent external review entity shal
eval uate and anal yze the case and render a witten decision
to the managed care entity and the provider within 30 days.
The standard of review shall be whether the denial by the
i nternal appeal was—redically—necessary—and-appropriate— <—
PROCESS SHOULD BE SUSTAI NED BECAUSE THE PROPOSED COURSE OF <—
TREATMENT WAS NOT MEDI CALLY NECESSARY AND APPROPRI ATE. The
deci sion shall be subject to appeal to a court of conpetent
jurisdiction within 60 days of receipt of the external review
entity's witten decision. There shall be a rebuttable

presunption in favor of the decision of the independent

19970H0977B3471 - 15 -
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external review entity.

(5) The nmanaged care entity shall authorize any cevered
health care service or pay any claimdeterm ned to be
nmedi cal | y necessary and appropriate under paragraph (4),
whet her or not an appeal to a court of conpetent jurisdiction
has been filed. If the managed care entity fails to authorize
the health care service or pay the claimw thin 15 days of
recei pt of notice of approval by the independent external
review entity, interest shall be assessed at a rate of 10%
per year, notw thstanding the 45-day period in section 12.

(6) Al fees and costs related to an i ndependent
external review shall be paid by the nonprevailing party. The
provider and the utilization review entity or managed care
entity shall each place in escrow an anount equal to one-half
of the estimated costs of the independent external review
The escrow shall be held by the independent external review
entity.

(b) Certified utilization review. --The departnent shal

conpile and maintain a list of certified utilization review

ent

ities that neet the requirenents of this section and that are

qualified to performindependent external reviews. The

departnment may renove an i ndependent external review entity from

the list if the departnment determ nes that the entity is

i ncapabl e of performing its responsibilities or violates this

act .

(c) Assignnent.--

(1) The departnent shall randomy assign requests for an
i ndependent external review to those certified utilization
review entities listed in subsection (b) wi thin one business

day of receiving a request pursuant to subsection (a)(1).

19970H0977B3471 - 16 -
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do

(2) If the 8 hours during which the departnment is open
to the public expire and the departnent fails to select the
utilization review entity at random the managed care entity
shall designate the utilization review entity certified under
section 4 and subsection (b) to conduct the independent
external review

(3) The departnent shall report annually to the General
Assenbly its findings based on information it receives
pursuant to subsection (d)(4). The report shall include a
summary of any conplaints it has received concerning entities

|isted under this section and any corrective actions it has

taken as a result of such conplaints. Fhedepartrwent—shall
rice—ts—anangal—report—avartableto-the puble—

(d) Procedure.--The independent external review entity shal
all of the follow ng:

(1) Ml witten acknow edgnment of the receipt of the
notice of appeal to the provider, the nmanaged care entity and
the utilization review entity which performed the internal
appeal .

(2) Review the information considered by the entities
whi ch conducted the initial utilization review and the
i nternal appeal to reach a decision to deny paynent for
health care services and any other witten subm ssions by the
provi der.

(3) Ml to the provider, the utilization review entity
and the managed care entity a witten notice describing
specific utilization review criteria and the principal
reasons for the denial of paynent for health care services by
t he i ndependent external review entity. Notice of the

deci sion shall also be sent to the enroll ee.

19970H0977B3471 - 17 -



© o0 N oo o A~ wWw N P

N ORNN N RN NN N NN R B P B R R R R R
© O N o U~ W N B O © 0 N 0o o M W N B O

30

(4) Report to the departnent the nunber, type and

di sposition of each appeal every six nonths. The report shal

i nclude the nanes of the providers, utilization review

entities and managed care entities involved and whet her the

utilization review entity was selected at random or chosen by

t he managed care entity.

(e) Fees.--Fees to file for an independent external review
may not exceed fees established by the Medicare program for
simlar consultations, unless otherw se agreed by the parties to
t he appeal and the independent external review entity.

(f) Alternative dispute resolution.--Witten contracts
bet ween managed care entities and providers nmay provide for an
alternative dispute resolution systemto the i ndependent
external review if the departnment approves the contract. The
alternative dispute resolution system nust include specific tine
[imtations to initiate appeal, receive witten infornmation,
conduct a hearing and render a final decision; provide for
inmpartial reviewers that neet the requirenents of section 5(a);
and require that reviewers be licensed consistent with
subsection (a)(3). Awitten decision pursuant to an alternative
di spute resolution systemshall be final and binding on al
parties.

(g) Consuner grievances.--Nothing in this section shal
interfere with an enrollee's right to access a consuner
gri evance process.

(h) Confidentiality.--The proceedi ngs, deliberations and
records of a managed care entity regarding utilization review of
health care services shall be confidential and may not be
subj ect to discovery or entered into evidence in any civil

action with the exception of appeals under subsection (a)(4)
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agai nst a managed care entity to the same degree that such
information is protected by the act of July 20, 1974 (P.L.564,
No. 193), known as the Peer Review Protection Act. Individuals
suppl ying such information or participating in their use shal
be entitled to the sanme immunities as provided under that act.
Section 9. Participating providers.

(a) Requirenents.--A nmanaged care entity shall do all of the
fol | ow ng:

(1) Ensure that there are sufficient health care
practitioners and health care facilities within a provider
network to provide enrollees with access to quality health
care services in a tinely fashion AND WTH N A REASONABLE <—
DI STANCE. A MANAGED CARE ENTI TY SHALL NOT SELL A HEALTH CARE
PLAN I N ANY COUNTY UNLESS THE PROVI DER NETWORK FOR THAT PLAN
| NCLUDES AT LEAST ONE PRI MARY CARE PROVI DER WHO PRACTI CES | N
THAT COUNTY.

(2) Consult with health care practitioners in active
clinical practice regarding the professional qualifications,
speci alty and geographic conposition of the provider network.

(3) Report the conposition of its provider network,

i ncluding the extent to which providers in the network are
accepting new enrollees, to the departnent:
(i) every two years;
(i1i) after significant changes in the provider
net wor k; and
(i1i1) as often as required by the departnent.
(4) PERM T ENRCLLEES TO DO ALL OF THE FOLLOW NG <—
(1) RECEI VE CH ROPRACTI C CARE W THOUT PRI OR APPROVAL
FROM A PRI MARY HEALTH CARE PRACTI TI ONER WHO | S
PARTI CI PATI NG | N THE MANAGED CARE ENTI TY' S PROVI DER

19970H0977B3471 - 19 -



1 NETWORK.

2 (1'l') RECElI VE COVERACGE FOR 80% OF THE COST OF

3 CH ROPRACTI C CARE FROM A HEALTH CARE PROVI DER WHO | S NOT
4 PARTI CI PATI NG | N THE MANAGED CARE ENTI TY' S PROVI DER

5 NETWORK.

6 (b) Prohibitions.--A nmanaged care entity nmay not

7 discrimnate against patients with expensive nedical conditions
8 by excluding fromits network health care practitioners with

9 practices which include a substantial nunber of such patients,
10 consistent with the criteria set forth in section 10.

11 Section 10. Provider credentialing.

12 (a) Process.--

13 (1) A managed care entity shall establish a fornal

14 credentialing process to enroll the participating health care
15 practitioners and health care facilities for a provider

16 network. The process shall include witten criteria and

17 processes for initial enrollnment, renewal, restrictions and
18 term nation. The managed care entity shall report on the

19 established credentialing criteria and procedures to the
20 depart nment:
21 (i) every two years;
22 (1i) after significant changes in the criteria or
23 process; and
24 (i1i1) as often as required by the departnent.
25 (2) The criteria and procedures nust be approved by the
26 departnment. The department nmay utilize a nationally
27 recogni zed accrediting body's standards for provider
28 credenti al i ng.
29 (3) The nanaged care entity's conpliance with the
30 pur poses of section 2 shall be nonitored by the departnent to
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ensure conpl i ance.

(b) Disclosure.--A nanaged care entity shall disclose al
credentialing criteria and procedures to health care
practitioners and health care facilities that apply to
participate or are participating in its network. The
proceedi ngs, deliberations and records of a nmanaged care entity
regarding the credentialing of health care providers shall be
confidential, nmay not be subject to discovery and may not be
entered into evidence in a civil action against a managed care
entity, to the sanme degree that such information is protected by
the—Peer—Revi-ewProteetion—-~Aet— THE ACT OF JULY 20, 1974 <—
(P.L.564, NO 193), KNOMN AS THE PEER REVI EW PROTECTI ON ACT
I ndi vi dual s supplying such information or participating in their <—
| TS use shall be entitled TO the sane imunities as provided <—
under that act.

(c) Exclusion prohibited.--A managed care entity may not
exclude or termnate a health care practitioner or health care
facility fromits provider network because the practitioner or
facility advocated for nedically appropriate health care;
advocated on behalf of a patient or health care service in any
utilization review, appeal or other dispute regarding the
provi sion of health care services; or protested a deci sion,
policy or practice of a managed care entity or other health
i nsurer.

(d) Provider conscience clause.--A nmanaged care entity may
not excl ude, discrimnate against or penalize any provider for
its refusal to allow, perform participate in or refer for
health care services, when such refusal of the provider is by
reason of noral or religious grounds provided that provider

makes avail abl e such information to enrollees or, if applicable,
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prospective enroll ees.
(e) Witten decisions.--If a managed care entity denies
credentialing or recredentialing to an applicant, the nmanaged
care entity shall provide the health-ecarepractitioner—or—health <—
carefaectty APPLICANT with witten notice of the decision to <—
deny credentialing. The notice must include a clear explanation
of the basis for the decision.
Section 11. Uniformdisclosure.
(a) Format.--The Insurance Departnent shall adopt a uniform
format for the disclosure to enrollees of the terns and
conditions of health insurance plans and contracts to provide
heal th care services.
(b) Contents.--The uniformformat shall include, at a
mnimum the following provisions witten in terns
under st andabl e to the general public:
(1) The benefits and any and all excl usions.
(2) Al enrollee coinsurance, copaynents and
deducti bl es.
(3) Al nmaximum benefit limtations.
(4) Al requirenents or limtations regarding the choice
of provider AND AN ANNUALLY UPDATED LI ST OF THE PROVI DERS <—
VWH CH A COVERED | NDI VI DUAL MAY CHOCSE.
(5) Description of any and all restrictions or
limtations on prescription drugs and bi ol ogi cals, including
any prior authorization or other review requirenents.
(6) Disclosure of provider incentive plans.
(7) Enrollee satisfaction statistics.
(c) Mandatory use.--Managed care entities shall use the
format adopted by the Insurance Departnment to make the required

i nformation avail able to purchasers and potential enroll ees.
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Section 12. Pronpt paynent of clean cl ains.

(a) Requirenents.--A managed care entity shall pay—a——elean
Lai b w L b | : . Y
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REQUI RED PAYMENTS TO A PROVI DER W THI N 45 DAYS. | F PAYMENT

=Y
o

CANNOT BE MADE W THI N 45 DAYS OF RECEI PT OF A CLAIM THE MANAGED

=
=

CARE ENTI TY SHALL NOTI FY THE PROVIDER I N WRI TI NG W THI N THE 45-

=
N

DAY PERI GD OF THE REASON FOR THE DELAY AND VWHEN PAYMENT | S

=Y
w

EXPECTED TO BE MADE. CONTRACTUAL AGREEMENTS BETWEEN MANAGED CARE

H
o

ENTI TI ES AND PROVI DERS SHALL MEET OR EXCEED THE REQUI REMENTS OF

=Y
(63}

TH S SECTI ON.

=Y
(e}

(b) Failure to pay.--1f an A MANAGED CARE entity fails to

=
\l

make paynent under subsection (a), interest at 10% per annum

=Y
oo

shall be added to the anpbunt of the claim beginning on the day

=
O

after the required paynent date and ending on the date on which

N
o

paynment of the claimis nmade. Interest inposed for failure to

N
=

conply with subsection (a) which remains unpaid at the end of

N
N

any 30-day period shall be added to the principal; and,

N
w

thereafter, interest shall accrue on the added anount.

N DN
© o

30 khown—asthe Unfairlnsurance Practices—Act—
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(© VIOLATIONS. - - EACH VI OLATI ON OF THI S SECTI ON SHALL
CONSTI TUTE A VI OLATI ON OF THE ACT OF JULY 22, 1974 (P.L.589,

NO. 205), KNOWN AS THE UNFAI R | NSURANCE PRACTI CES ACT, AND SHALL
BE SUBJECT TO THE PROCEDURES AND PENALTI ES CONTAI NED | N THAT
ACT.

SECTI ON 13. CONSUMER | NFORMATI ON.

(A) DEVELOPMENT OF STANDARDS. - - NOT LATER THAN DECEMBER 31,
1999, THE PHYSI CI AN GENERAL SHALL DEVELOP A HEALTH | NSURANCE
PLAN REPORT CARD TO Al D CONSUMERS OF TH S COVMONWEALTH I'N
CHOOSI NG A HEALTH | NSURANCE PLAN. THE REPORT CARD SHALL | NCLUDE
SUFFI CI ENT COVPARATI VE | NFORVATI ON TO PERM T CONSUMERS TO
COVPARE AND EVALUATE HEALTH | NSURANCE PLANS.

(B) DUTIES OF PHYSI Cl AN GENERAL. - -1 N DEVELOPI NG A HEALTH
I NSURANCE PLAN REPORT CARD, THE PHYSI CI AN GENERAL SHALL:

(1) SELECT FROM EXI STI NG COVPARATI VE HEALTH CARE
MEASURES, VWHERE SUCH MEASURES EXI ST, OR DEVELCP ADDI TI ONAL
COVPARATI VE HEALTH CARE MEASURES TO GUI DE CONSUMER CHO CE. I N
SELECTI NG SUCH MEASURES, THE PHYSI Cl AN GENERAL MAY USE ANY
MEASURES FROM THE NATI ONAL COW TTEE ON QUALI TY ASSURANCE' S
HEDI S. 3 SYSTEM THE FOUNDATI ON FOR ACCOUNTABI LI TY ( FACCT)
MEASUREMENT SETS, THE AGENCY FOR HEALTH CARE POLI CY AND
RESEARCH S CAHPS SYSTEM THE OREGON CONSUMER SCORECARD
PRQIECT, THE NEW JERSEY HMO REPORT CARD PRQJECT OR PUBLI C
HEALTH DATA BASES.

(2) ENSURE THAT COVPARATI VE | NFORVATION IS TAI LORED TO
CONS|I DER THE NEEDS OF | NDI VI DUAL HEALTH CARE CONSUMERS,

I NCLUDI NG CONSUMERS W TH SPECI AL OR EXTRACRDI NARY HEALTH CARE

NEEDS.

(3) ENSURE THAT COVPARATI VE | NFORVATION I S
GEOGRAPHI CALLY SENSI TI VE TO REFLECT THE HEALTH PLAN
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EXPERI ENCES OF RURAL CONSUMERS.

(4) DEVELOP PROCEDURES TO CONSCLI DATE AND REDUCE THE
DATA BURDEN ON HEALTH | NSURANCE PLANS THROUGH THE DEVELOPMENT
OF UNI FORM DATA SPECI FI CATI ONS AND SHARI NG OF HEALTH CARE
I NFORVATI ON VHERE APPROPRI ATE.

(5) | MPLEMENT A PROGRAM TO PROVI DE CONSUMERS W TH ACCESS
TO APPROPRI ATE COVPARATI VE | NFORVATI ON N A MANNER VH CH W LL
ENABLE CONSUMERS TO MAKE | NFORMED HEALTH CARE DECI SI ONS BY
COVPARI NG THE VARI OQUS HEALTH | NSURANCE PLANS | N VWH CH
CONSUMERS ARE ELI G BLE TO ENROLL.

(6) ENSURE THAT COVPARATI VE | NFORMATION IS IN A
STANDARDI ZED FORM AND UNDERSTANDABLE TO A REASONABLE
LAYPERSON.

(7) ENSURE THAT COVPARATI VE | NFORVATI ON | NCLUDES
CONSUMER AND PROVI DER SATI SFACTI ON DATA. SUCH DATA SHALL BE
DERI VED FROM ANNUAL SURVEYS OF CONSUMERS ENROLLED IN A
PARTI CULAR HEALTH | NSURANCE PLAN AND THOSE CONSUMERS WHO HAVE
W THDRAWN FROM SUCH PLAN DURI NG THE PRECEDI NG 12- MONTH
PERI OD. THE SURVEY SHALL BE CONDUCTED BY AN ORGANI ZATI ON
| NDEPENDENT OF THE HEALTH PLAN.

(© DUTIES OF SECRETARY AND COWM SSI ONER. - - THE SECRETARY AND
COW SSI ONER SHALL SUPPLY ALL NECESSARY ASSI STANCE TO THE
PHYSI CI AN GENERAL | N CARRYI NG OQUT THE PROVI SIONS OF THI S
SECTI ON.

(D) DEFINITIONS.--AS USED I N TH S SECTI ON, THE FOLLOW NG
WORDS AND PHRASES SHALL HAVE THE MEANINGS G VEN TO THEM IN THI S
SUBSECTI ON:

" COVPARATI VE | NFORMATI ON. " | NFORMVATI ON ON ACCESS TO CARE,
COST OF CARE, USE OF HEALTH SERVI CES, SATI SFACTI ON W TH CARE AND
SERVI CES, MANAGEMENT PRACTI CES OF HEALTH PLANS AND ANY OTHER
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ASPECT OF HEALTH CARE DELI VERY WHI CH MAY BE USED BY CONSUVERS TO
JUDGE THE OVERALL QUALITY OF CARE AND TO DI STI NGUI SH BETWEEN THE
CARE PROVI DED BY HEALTH PLANS.

"CAHPS." THE FEDERAL AGENCY FOR HEALTH CARE POLI CY AND
RESEARCH S " CONSUMER ASSESSMENT OF HEALTH PLANS STUDY" DESI GNED
TO PROVI DE AN | NTEGRATED SET OF STANDARDI ZED SURVEY
QUESTI ONNAI RES AND REPORT FORMATS WH CH CAN BE USED TO COLLECT
AND REPORT | NFORVATI ON FROM HEALTH PLAN ENROLLEES ABOUT THEI R
HEALTH CARE EXPERI ENCES W TH A PARTI CULAR HEALTH PLAN.

"FACCT." THE FOUNDATI ON FOR ACCOUNTABI LI TY' S CONSUMER
| NFORVATI ON FRAVEWORK DESI GNED TO G VE CONSUMERS CLEAR, CONCI SE
AND UNDERSTANDABLE PERFORMANCE MEASURES FOR COMPARI NG THE
CLI NI CAL QUALI TY OF HEALTH PLANS.

"HEALTH | NSURANCE PLAN." A HEALTH | NSURANCE PLAN WHI CH USES
A GATEKEEPER TO MANAGE THE UTI LI ZATI ON OF HEALTH CARE SERVI CES
BY ENROLLEES | NCLUDI NG ANY SUCH PLAN PROVI DED BY OR ARRANGED
THROUGH AN ENTI TY OPERATI NG UNDER ANY OF THE FOLLOW NG

(1) SECTION 630 OF THE ACT OF MAY 17, 1921 (P.L. 682,

NO. 284), KNOWN AS THE | NSURANCE COMPANY LAW OF 1921.

(2) THE ACT OF DECEMBER 29, 1972 (P.L.1701, NO 364),

KNOWN AS THE HEALTH MAI NTENANCE ORGANI ZATI ON ACT.

(3) THE ACT OF DECEMBER 14, 1992 (P.L.835, NO 134),

KNOWN AS THE FRATERNAL BENEFI T SOCI ETI ES CODE.

(4) 40 PA.C.S. CH 61 (RELATING TO HOSPI TAL PLAN

CORPORATI ONS) .

(5) 40 PA.C.S. CH 63 (RELATI NG TO PROFESSI ONAL HEALTH

SERVI CES PLAN CORPORATI ONS) .

(6) A CONTRACT W TH THE DEPARTMENT OF PUBLI C WELFARE TO

PROVI DE MEDI CAL ASSI STANCE BENEFI TS THROUGH A CAPI TATI ON

PLAN,
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"HEDI S." THE "HEALTH PLAN EMPLOYER DATA AND | NFORVATI ON SET"

DEVELOPED BY THE NATI ONAL COVM TTEE ON QUALI TY ASSURANCE ( NCQA)
AS A SET OF STANDARDI ZED PERFORMANCE MEASURES DESI GNED TO ENSURE
THAT CONSUMERS HAVE THE | NFORVATI ON NECESSARY TO COVPARE THE

PERFORVMANCE OF HEALTH PLANS

"PERFORVMANCE MEASURES. " A SET OF MEASURES, SUCH AS A
STANDARD COR | NDI CATOR, USED TO ASSESS THE PERFORMANCE COF A
HEALTH PLAN.

Section 43 14. Investigations anrd, penalties AND SANCTI ONS. <—

(a) Investigation.--Except as set forth in section 12, the
| hal 1| . | L ¥ -

b thi . . Lai I heal t]
care—provider— DEPARTMENT SHALL ENFORCE COWPLI ANCE WTH THI S <—
ACT, ENFORCEMENT TO | NCLUDE THE | NVESTI GATI ON OF ALL COWVPLAI NTS.

(b) Penalties.--The departnent may inpose an administrative
penalty of up to $10,000 for each violation of this act. n <—
adet-tonr—the

(C SANCTIONS. - - THE departnent may deny, suspend, revoke or <—
refuse to renew the certification of a utilization reviewentity
that fails to conply with the provisions of this act. This
subsection is subject to 2 Pa.C.S. Ch. 5 Subch. A (relating to
practice and procedure of Commonweal th agencies) and Ch. 7
Subch. A (relating to judicial review of Commonweal th agency
action).

Section 44 15. Regul ati ons. <—

The departnent and | nsurance Departnment shall promul gate
regul ati ons necessary to inplenment the provisions of this act.
Section 45 16. Exceptions. <—

This act shall not apply to any of the follow ng:

(1) Peer reviewor utilization review performed under
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the act of June 2, 1915 (P.L.736, No.338), known as the
Wor kers' Conpensation Act.

(2) The act of July 1, 1937 (P.L.2532, No.470), known as
the Wbrkers' Conpensation Security Fund Act.

(3) Peer review, utilization review or nental or
physi cal exam nations performed under 75 Pa.C. S. Ch. 17
(relating to financial responsibility).

(4) The fee-for-service prograns operated by the
Departnment of Public Welfare under Title XI X of the Soci al
Security Act (49 Stat. 620, 42 U.S.C. § 1396 et seq.).

Section 46 17. Applicability. <—
Not hing in this act shall regulate or authorize regulation

whi ch woul d be ineffective by reason of the State | aw preenption

provi sions of the Enployee Retirenment Incone Security Act of

1974 (Public Law 93-406, 88 Stat. 829).

Section 47 18. Discrimnation on noral or religious grounds <—

pr ohi bi t ed.

No public institution, public official or public agency may

i npose penalties, take disciplinary action against, or deny or

limt public funds, |icenses, authorizations, or other approvals

or docunents of qualification to any person, association, or

cor porati on:

(1) attenpting to establish a plan; or

(2) operating, expanding or inproving an existing plan,
because the person, association or corporation refuses to pay
for or arrange for the paynent of any particular form of
health care services or other services or supplies covered by
ot her plans when such refusal is by reason of objection
thereto on noral or religious grounds.

Section 48 19. Ef fecti ve date. <—
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1 This act shall take effect in 180 days.
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