
PROPOSED RULEMAKING
FISH AND BOAT

COMMISSION
[58 PA. CODE CH. 117]

Boat Rental Business; Extension of Public Com-
ment Period

On May 22, 1999, the Fish and Boat Commission
(Commission) published a notice of proposed rulemaking
(Regulation No. 48A-90) in the Pennsylvania Bulletin at
29 Pa.B. 2678, seeking public comments, objections or
suggestions on a proposal relating to boat rental busi-
nesses or liveries. The Commission is extending the
public comment period for the proposed amendments
until September 10, 1999.

Interested persons are invited to submit written com-
ments, objections or suggestions about the proposal to the
Executive Director, Fish and Boat Commission, P. O. Box
67000, Harrisburg, PA 17106-7000, on or before Septem-
ber 10, 1999. Comments submitted by facsimile will not
be accepted. Comments also may be submitted electroni-
cally at ‘‘regulations@fish.state.pa.us.’’ A subject heading
of the proposal and a return name and address must be
included in each electronic mail transmission. In addition,
all electronic comments must be contained in the text of
the transmission, not in an attachment. If an acknowledg-
ment of electronic comments is not received by the sender
within 2 working days, the comments should be retrans-
mitted to ensure receipt.

PETER A. COLANGELO,
Executive Director

[Pa.B. Doc. No. 99-1226. Filed for public inspection July 30, 1999, 9:00 a.m.]

DEPARTMENT OF HEALTH
Quality Health Care Accountability and Protection

Under section 2181(e) of the act of June 17, 1998 (P. L.
464, No. 68) (act), amending the act of May 17, 1921 (P. L.
682, No. 284), known as the Insurance Company Law of
1921, the Department of Health (Department) will be
proposing regulations relating to quality health care
accountability and protection. The Department antici-
pates proposing these regulations in September 1999.

The Department mailed copies of draft proposed regula-
tions to stakeholders for informal comment, and placed
the draft proposed regulations on the Department’s web
page. The Department anticipates completion of its re-
view of comments and of any necessary revisions to the
draft proposed regulations by August 31, 1999. Upon
completion of this review and revision process, regula-
tions will be published as proposed in the Pennsylvania
Bulletin. A formal comment period will be announced at
that time.

Persons requiring additional information should contact
Stacy Mitchell, Director, Bureau of Managed Care, P. O.
Box 90, Room 1030, Health & Welfare Building, Harris-
burg, PA 17108, (717) 787-5193, V/TT (717) 783-6514 for

speech and or hearing impaired persons or the Pennsylva-
nia AT&T Relay Services at (800) 654-5984 [TT].

ROBERT S. ZIMMERMAN, Jr.,
Secretary

(Editor’s Note: See the Insurance Department’s pro-
posed rulemaking at 29 Pa.B. 4064 (July 31, 1999).)

[Pa.B. Doc. No. 99-1227. Filed for public inspection July 30, 1999, 9:00 a.m.]

INSURANCE DEPARTMENT
[31 PA. CODE CHS. 154 AND 301]

Quality Health Care Accountability and Protection

The Insurance Department (Department) proposes to
add Chapter 154 (relating to quality health care account-
ability and protection), to read as set forth in Annex A.
The Department is publishing these regulations as a
proposed rulemaking. The Department proposes the regu-
lations under the authority of section 2181 of The Insur-
ance Company Law of 1921 (40 P. S. § 991.2181), added
by the act of June 17, 1998 (P. L. 464, No. 68) and
sections 206, 506, 1501 and 1502 of The Administrative
Code of 1929 (71 P. S. §§ 66, 186, 411 and 412).
Purpose

Proposed Chapter 154 is being promulgated to imple-
ment the quality health care accountability and protec-
tion provisions of the act of June 17, 1998 (P. L. 464, No.
68)(40 P. S. §§ 991.2101—991.2193) (act). The act was
signed into law by the Governor on June 17, 1998. Article
XXI, the Quality Health Care Accountability and Protec-
tion provisions, became effective January 1, 1999. The
Department originally issued a statement of policy to
provide interim guidance to entities subject to the act,
specifically managed care plans, as defined by the act,
and licensed insurers. See Chapter 301, Subchapter J
(relating to quality health care accountability and protec-
tion—statement of policy). Upon adoption of these pro-
posed regulations, the statement of policy shall be re-
scinded.

The proposed regulations are necessary to carry out the
provisions of the act. These proposed regulations establish
a framework of requirements to be followed by managed
care plans and licensed insurers for implementation of,
and ongoing operations under, the provisions of the act.
Managed care plans and licensed insurers covered by the
act are subject to regulation by both the Insurance
Department and the Department of Health. Department
of Health regulations are scheduled to be promulgated
separately from these regulations.

Explanation of Proposed Regulatory Requirements

Section 154.1 (relating to applicability and purpose)
sets forth the applicability of this chapter to entities
under the Department’s authority.

Section 154.2 (relating to definitions) sets forth the
definitions necessary to clearly understand this chapter.
Most of the definitions in this section have been adopted
from the act to provide greater clarity and understanding
to this chapter. The terms ‘‘act,’’ ‘‘Commissioner,’’ ‘‘Depart-
ment,’’ ‘‘gatekeeper,’’ ‘‘licensed insurer,’’ ‘‘ongoing course of
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treatment’’ and ‘‘prospective enrollee,’’ and their corre-
sponding definitions have been added to provide greater
clarity and understanding to this chapter.

Section 154.3 (relating to changes, modifications and
disclosures in subscriber and other contracts and in other
materials) sets forth how managed care plans shall
implement changes to identified contracts and other
materials to meet the requirements of the act.

Section 154.11 (relating to managed care plan require-
ments) sets forth the requirements under which managed
care plans will allow enrollees with life threatening,
degenerative or disabling diseases or conditions, to re-
quest and receive an evaluation and, if the plan’s estab-
lished standards are met, a standing referral to a special-
ist, or the designation of a specialist as a primary care
provider. This section also establishes standards which
plans may impose in meeting this requirement.

Section 154.12 (relating to direct enrollee access to
obstetrical and gynecological services) sets forth the re-
quirements under which managed care plans will allow
enrollees direct access to obstetrical and gynecological
services without prior approval from a primary care
provider. This section clarifies that a plan may require
the obstetrical or gynecological provider to obtain prior
authorization for selected services such as diagnostic
testing or subspecialty care. This section also establishes
the time frame by which participating providers who
provide direct obstetrical or gynecological services to
enrollees must inform the enrollee’s primary care pro-
vider of the services rendered. This section further sets
forth coverage responsibilities for managed care plans
with self-referral options.

Section 154.13 (relating to managed care plan reporting
of complaints and grievances) sets forth the requirements
for managed care plans to follow to report enrollee
complaints and grievances to the Department.

Section 154.14 (relating to emergency services) sets
forth the requirements applicable to coverage of emer-
gency services by managed care plans. This section
amplifies and clarifies the emergency services require-
ments of the act. This section also clarifies the require-
ments for emergency health care providers to notify
managed care plans of the provision of emergency ser-
vices to an enrollee.

Section 154.15 (relating to continuity of care) sets forth
the requirements under which managed care plans shall
provide the continuity of care option to an enrollee who is
currently in an ongoing course of treatment with a
provider that is terminated by the plan, or to a new
enrollee, joining the plan, who is in an ongoing course of
treatment with a nonparticipating provider. This section
clarifies that the continuity of care provision is at the
option of the enrollee. Providers under this section must
agree to the managed care plan’s terms and conditions for
providing health care services.

Section 154.16 (relating to information for enrollees)
sets forth the information that managed care plans shall
provide to enrollees and, on written request, to prospec-
tive enrollees and health care providers. The information
disclosed shall be in writing and shall be easily under-
standable to the layperson. This section also establishes
the time periods for the disclosure of information to
enrollees, prospective enrollees and health care providers.

Section 154.17 (relating to complaints) sets forth the
requirements which managed care plans shall follow in
accordance with the complaint processes established un-
der the act. Managed care plans shall establish an

internal complaint process with two levels of review.
Examples of complaints, which could then be appealed by
an enrollee to the Department, are listed in this section.
This section also includes the information that an en-
rollee needs to provide to the Department, when appeal-
ing a managed care plan’s second level complaint deci-
sion.

Section 154.18 (relating to prompt payment) applies to
managed care plans and licensed insurers (insurers). This
section sets forth the requirements that insurers and
managed care plans shall comply with to meet the prompt
payment provisions of the act. The prompt payment
provisions of the act and this chapter are not intended to
supersede the unfair claims settlement practices provi-
sions of the Department’s regulations under the Unfair
Insurance Practices Act (31 Pa. Code §§ 146.1—146.10)
for the direct payment of claims to an insured or claim-
ant. This section also sets forth the information health
care providers need to provide to the Department to file a
complaint.

Fiscal Impact

Adoption of these proposed regulations, consistent with
the mandates of the act, may result in additional costs for
the Commonwealth, managed care plans and licensed
insurers. However, these proposed regulations are neces-
sary for the Department to effectively implement, and for
managed care plans and licensed insurers to comply with
the act. Costs to the Commonwealth are not expected to
be significant.

Paperwork

Adoption of these proposed regulations, consistent with
the mandates of the act, may result in additional paper-
work for the Commonwealth, managed care plans and
licensed insurers. However, these proposed regulations
are necessary for the Department to effectively imple-
ment, and for managed care plans and licensed insurers
to comply with the act.

Persons Regulated

These proposed regulations apply to all managed care
plans and licensed insurers issuing or underwriting
health insurance contracts and policies in this Common-
wealth.

Contact Person

Questions or comments regarding the proposed
rulemaking may be addressed in writing to Peter J.
Salvatore, Regulatory Coordinator, 1326 Strawberry
Square, Harrisburg, PA 17120 within 30 days following
the publication of this notice in the Pennsylvania Bulle-
tin.

Questions or comments may also be e-mailed to
psalvato@ins.state.pa.us or faxed to (717) 705-3873.

Regulatory Review

Under section 5(a) of the Regulatory Review Act (71
P. S. § 745(a)), on July 20, 1999, the Department submit-
ted a copy of the proposed regulations to the Independent
Regulatory Review Commission (IRRC) and to the Chair-
persons of the House Committee on Insurance and the
Senate Committee on Banking and Insurance. In addition
to submitting these proposed regulations, the Department
has provided IRRC and the Committees with a copy of a
detailed Regulatory Analysis Form prepared by the De-
partment in compliance with Executive Order 1996-1. A
copy of this material is available to the public upon
request.
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If IRRC has objections to any portion of the proposed
regulations, it will notify the Department within 10 days
of the close of the Committees’ review period. The notifi-
cation shall specify the regulatory review criteria that
have not been met by that portion. The Regulatory
Review Act specifies detailed procedures for review of
objections raised, prior to final publication of the regula-
tions by the Department, the General Assembly and the
Governor.

DIANE KOKEN,
Insurance Commissioner

(Editor’s Note: See a notice regarding the Department
of Health’s proposed rulemaking at 29 Pa.B. 4064 (July
30, 1999).)

Fiscal Note: 11-195. No fiscal impact; (8) recommends
adoption. These regulations may result in some additional
costs to the Commonwealth. These costs are not consid-
ered to be significant.

Annex A
TITLE 31. INSURANCE

PART VIII. MISCELLANEOUS PROVISIONS
CHAPTER 154. QUALITY HEALTH CARE

ACCOUNTABILITY AND PROTECTION
GENERAL PROVISIONS

Sec.
154.1. Applicability and purpose.
154.2. Definitions.
154.3. Changes, modifications and disclosures in subscriber and other

contracts and in other materials.

REQUIRED PROVISIONS AND ENROLLEE DISCLOSURES

154.11. Managed care plan requirements.
154.12. Direct enrollee access to obstetrical and gynecological services.
154.13. Managed care plan reporting of complaints and grievances.
154.14. Emergency services.
154.15. Continuity of care.
154.16. Information for enrollees.
154.17. Complaints.
154.18. Prompt payment.

GENERAL PROVISIONS
§ 154.1. Applicability and purpose.

(a) This chapter governs quality health care account-
ability and protection and applies to managed care plans
and licensed insurers subject to the act.

(b) The terms and conditions of group and individual
contract renewals and new business written by managed
care plans on or after January 1, 1999, shall conform to
the act.

(c) An entity subcontracting with a managed care plan
to provide services to enrollees which issues subscriber
contracts covering enrollees shall meet the requirements
of the act and this chapter for services provided to those
enrollees.

(d) Cost plus products, or their equivalent, which par-
tially insure an entity’s risk, shall meet the requirements
of the act if they are issued by a managed care plan.
§ 154.2. Definitions.

The following words and terms, when used in this
chapter, have the following meanings, unless the context
clearly indicates otherwise:

Act—Article XXI of The Insurance Company Law of
1921 (40 P. S. §§ 991.2101—991.2193).

Clean claim—

(i) A claim for payment for a health care service which
has no defect or impropriety. A defect or impropriety shall

include lack of required substantiating documentation or
a particular circumstance requiring special treatment
which prevents timely payment from being made on the
claim.

(ii) The term does not include a claim from a health
care provider who is under investigation for fraud or
abuse regarding that claim.

Commissioner—The Insurance Commissioner of the
Commonwealth.

Complaint—

(i) A dispute or objection regarding a participating
health care provider or the coverage, operations or man-
agement policies of a managed care plan, which has not
been resolved by the managed care plan and has been
filed with the plan or with the Department of Health or
the Department.

(ii) The term does not include a grievance.

Department—The Insurance Department of the Com-
monwealth.

Emergency service—

(i) Any health care service provided to an enrollee after
the sudden onset of a medical condition, including a
chronic condition, that manifests itself by acute symptoms
of sufficient severity or severe pain, so that a prudent
layperson, who possesses an average knowledge of health
and medicine, could reasonably expect the absence of
immediate medical attention to result in one of the
following:

(A) Placing the health of the enrollee, or, with respect
to a pregnant woman, the health of the woman or her
unborn child, in serious jeopardy.

(B) Serious impairment to bodily functions.

(C) Serious dysfunction of any bodily organ or part.

(ii) Emergency transportation and related emergency
service provided by a licensed ambulance service consti-
tutes an emergency service.

Enrollee—A policyholder, subscriber, covered person or
other individual who is entitled to receive health care
services under a managed care plan.

Gatekeeper—A primary care provider selected by an
enrollee or appointed by a managed care plan, or the plan
or an agent of the plan serving as the primary care
provider, from whom an enrollee shall obtain covered
health care services, a referral, or approval for covered,
nonemergency health services as a precondition to receiv-
ing the highest level of coverage available under the
managed care plan.

Grievance—

(i) As provided in section 2161 of the act (40 P. S.
§ 991.2161), a request by an enrollee or a health care
provider, with the written consent of the enrollee, to have
a managed care plan or utilization review entity recon-
sider a decision solely concerning the medical necessity
and appropriateness of a health care service. If the
managed care plan is unable to resolve the matter, a
grievance may be filed regarding the decision that does
one of the following:

(A) Disapproves full or partial payment for a requested
health care service.

(B) Approves the provision of a requested health care
service for a lesser scope or duration than requested.
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(C) Disapproves payment for the provision of a re-
quested health care service but approves payment for the
provision of an alternative health care service.

(ii) The term does not include a complaint.

Health care provider—A licensed hospital or health care
facility, medical equipment supplier or person who is
licensed, certified or otherwise regulated to provide health
care services under the laws of the Commonwealth,
including a physician, podiatrist, optometrist, psycholo-
gist, physical therapist, certified nurse practitioner, regis-
tered nurse, nurse midwife, physician’s assistant, chiro-
practor, dentist, pharmacist or an individual accredited or
certified to provide behavioral health services.

Health care service—Any covered treatment, admission,
procedure, medical supplies and equipment, or other
services, including behavioral health, prescribed or other-
wise provided or proposed to be provided by a health care
provider to an enrollee under a managed care plan
contract.

Licensed insurer—An individual, corporation, associa-
tion, partnership, reciprocal exchange, interinsurer,
Lloyds insurer and other legal entity engaged in the
business of insurance, and fraternal benefit societies as
defined in the Fraternal Benefits Societies Code (40 P. S.
§§ 1142-101—1142-701), and preferred provider organiza-
tions as defined in section 630 of the The Insurance
Company Law of 1921 (40 P. S. § 764a) and § 152.2
(relating to definitions).

Managed care plan—

(i) A health care plan that: uses a gatekeeper to
manage the utilization of health care services; integrates
the financing and delivery of health care services to
enrollees by arrangements with health care providers
selected to participate on the basis of specific standards;
and provides financial incentives for enrollees to use the
participating health care providers in accordance with
procedures established by the plan. A managed care plan
includes health care arranged through an entity operat-
ing under any of the following:

(A) Section 630 of The Insurance Company Law of
1921.

(B) The Health Maintenance Organization Act (40 P. S.
§§ 1551—1568).

(C) The Fraternal Benefit Societies Code.

(D) 40 Pa.C.S. Chapter 61 (relating to hospital plan
corporations).

(E) 40 Pa.C.S. Chapter 63 (relating to professional
health services plan corporations).

(ii) The term includes an entity, including a municipal-
ity, whether licensed or unlicensed, that contracts with or
functions as a managed care plan to provide health care
services to enrollees.

(iii) The term does not include ancillary service plans
as defined by the act or an indemnity arrangement which
is primarily fee for service.

Ongoing course of treatment—Continuous health care
treatment which arises out of a single diagnosis provided
to an enrollee by a health care provider.

Plan—A managed care plan.

Primary care provider—A health care provider who,
within the scope of the provider’s practice:

(i) Supervises, coordinates, prescribes or otherwise pro-
vides or proposes to provide health care services to an
enrollee.

(ii) Initiates enrollee referral for specialist care.

(iii) Maintains continuity of enrollee care.

Prospective enrollee—For group contracts or policies,
those persons eligible for coverage as either a subscriber
or dependent of a subscriber. For individual contracts or
policies, a person who meets the eligibility requirements
of the managed care plan.

Provider network—The health care providers desig-
nated by a managed care plan to provide health care
services.

Utilization review—A system of prospective, concurrent
or retrospective utilization review, as defined by the act,
performed by a utilization review entity of the medical
necessity and appropriateness of health care services
prescribed, provided or proposed to be provided to an
enrollee. The term does not include any of the following:

(i) Requests for clarification of coverage, eligibility or
health care service verification.

(ii) A health care provider’s internal quality assurance
or utilization review process unless the review results in
denial of payment for a health care service.

Utilization review entity—An entity certified under sec-
tion 2151 of the act (40 P. S. § 991.2151), which relates to
utilization review certification, that performs utilization
review on behalf of a managed care plan.

§ 154.3. Changes, modifications and disclosures in
subscriber and other contracts and in other mate-
rials.

Managed care plans shall implement changes, modifica-
tions and disclosures to subscriber and other contracts,
marketing materials, member handbooks and other ap-
propriate materials to meet the requirements of the act.
Modifications can be implemented in several different
ways including, contract endorsements, contract amend-
ments and modification to the contract then in effect.

REQUIRED PROVISIONS AND ENROLLEE
DISCLOSURES

§ 154.11. Managed care plan requirements.

(a) Managed care plans shall adopt and maintain
procedures by which an enrollee with a life-threatening,
degenerative or disabling disease or condition shall, upon
request, receive an evaluation, and, if the plan’s estab-
lished standards are met, be permitted to receive either:

(1) A standing referral to a specialist with clinical
expertise in treating the disease or condition.

(2) The designation of a specialist to provide and
coordinate the enrollee’s primary and specialty care.

(b) A managed care plan’s established standards, as
referenced in subsection (a) may include:

(1) Time restrictions on approved treatment plans
which include standing referrals or specialist designa-
tions.

(2) Requirements that treatment plans be periodically
reviewed and reapproved by the plan.

(3) Requirements that the specialist notify the enroll-
ee’s primary care provider of all care provided.

PROPOSED RULEMAKING 4067

PENNSYLVANIA BULLETIN, VOL. 29, NO. 31, JULY 31, 1999



§ 154.12. Direct enrollee access to obstetrical and
gynecological services.

(a) Managed care plans shall permit enrollees direct
access to obstetrical and gynecological services for mater-
nity and gynecological care, including medically necessary
and appropriate follow-up care and referrals, and for
diagnostic testing related to maternity and gynecological
care from participating health care providers without
prior approval from a primary care provider.

(b) A managed care plan may require an obstetrical or
gynecological provider to obtain prior authorization for
selected services such as diagnostic testing or subspe-
cialty care—for example, reproductive endocrinology,
oncologic gynecology and maternal and fetal medicine.

(c) A directly accessed participating health care pro-
vider providing services to an enrollee who has direct
access to the provider in accordance with section 2111(7)
of the act (40 P. S. § 991.2111(7)) and this section, shall
inform the enrollee’s primary care provider, of all health
care services provided to the enrollee. The health care
provider shall communicate the information within 30
days of the services being provided under procedures
established by the managed care plan.

(d) Managed care plans with enrollee self-referral op-
tions shall cover benefits provided by participating health
care providers at the benefit level applicable to referred
services.

§ 154.13. Managed care plan reporting of com-
plaints and grievances.

(a) Section 2111(13) of the act (40 P. S. § 991.2111(13))
requires managed care plans to report specific informa-
tion to the Department of Health and the Department
with respect to the number, type and disposition of all
complaints and grievances filed with the managed care
plan. Managed care plans shall report this information to
the Department based on the format utilized to report
information prior to the effective date of the act.

(b) Notice of changes or amendments to the format
required by the Department for reporting complaint and
grievance information to the Department will be pub-
lished in the Pennsylvania Bulletin. The notice will
provide for a 30-day public comment period. Changes in
format will become effective 30 days after publication of
the revised format in a subsequent edition of the Pennsyl-
vania Bulletin.

§ 154.14. Emergency services.

(a) Managed care plans are prohibited from requiring
that enrollees or health care providers obtain prior autho-
rization for emergency services as defined by section 2101
of the act (40 P. S. § 991.2102).

(b) Plans are required to pay all reasonably necessary
costs associated with the emergency services provided
during the period of the emergency.

(c) Plans are required to consider the presenting symp-
toms as documented by the claim, and the services
provided, when processing claims for emergency services.

(d) The emergency health care provider shall notify the
enrollee’s managed care plan of the provision of emer-
gency services and the condition of the enrollee.

(1) If the enrollee is admitted to a hospital or other
health care facility, the emergency health care provider
shall notify the enrollee’s managed care plan of the
emergency services delivered within 48 hours or on the
next business day, whichever is later.

(2) If the enrollee is not admitted to a hospital or other
health care facility, the claim for reimbursement for
emergency services provided shall serve as notice to the
enrollee’s managed care plan of the emergency services
provided by the emergency health care provider.

(e) Managed care plans shall supply each enrollee, and
upon written request, each prospective enrollee or health
care provider, with the information concerning emergency
services in § 154.16(h) (relating to information for enroll-
ees).

§ 154.15. Continuity of care.

(a) Managed care plans are required to provide the
option of continuity of care for enrollees when one of the
following applies:

(1) A managed care plan terminates a contract with a
participating provider for reasons other than for cause
and the enrollee is then in an ongoing course of treatment
with that provider.

(2) A new enrollee enters a managed care plan and is
then in an ongoing course of treatment with a nonpartici-
pating provider.

(b) A current enrollee shall be allowed to continue an
ongoing course of treatment with a provider whose con-
tract has been terminated for reasons other than for
cause for a transitional period of up to 60 days from the
date the enrollee was notified by the plan of the termina-
tion or pending termination. The managed care plan, in
consultation with the enrollee and the health care pro-
vider, may extend the transitional period if determined to
be clinically appropriate. For an enrollee in the second or
third trimester of pregnancy at the time of notice of the
termination or pending termination, the transitional pe-
riod shall be extended through postpartum care related to
the delivery.

(c) A new enrollee shall be allowed to continue an
ongoing course of treatment with a nonparticipating
provider when joining a managed care plan for a transi-
tional period of up to 60 days from the effective date of
enrollment in the managed care plan. The managed care
plan, in consultation with the enrollee and the health
care provider, may extend the transitional period if
determined to be clinically appropriate. For an enrollee in
the second or third trimester of pregnancy on the effective
date of enrollment, the transitional period shall be ex-
tended through postpartum care related to the delivery.

(d) Continuity of care is at the option of the enrollee.

(e) Nonparticipating and terminated providers shall
agree to the same terms and conditions which are
applicable to the managed care plan’s participating pro-
viders. If multiple providers are involved in an ongoing
course of treatment, one of the following conditions shall
be met:

(1) All of the providers involved shall agree to the
plan’s terms and conditions.

(2) Those providers who accept the plan’s terms and
conditions shall agree to utilize participating providers for
the provision of all other health care services to enrollees.

(f) Health care services provided under the continuity
of care requirements shall be covered by the managed
care plan under the same terms and conditions as
applicable for participating health care providers. To be
eligible for payment by plans, providers shall agree to the
terms and conditions of the managed care plan prior to
providing service under the continuity of care provisions.
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(g) Managed care plans may require nonparticipating
or terminating providers to agree to terms that include:

(1) Accepting the plan’s payment as payment in full for
covered services, without balance billing, except for per-
mitted deductibles, copayments or coinsurance.

(2) Agreeing to hold the enrollee harmless for any
moneys which may be owed by the managed care plan to
the provider.

(3) Complying with the plan’s utilization review and
quality assurance requirements.

(4) Agreeing to make referrals for specialty care, diag-
nostic testing and related services to the enrollee’s cur-
rent managed care plan’s participating providers.

(5) Agreeing that nonemergency inpatient care will be
provided at one of the enrollee’s current managed care
plan’s participating hospitals or facilities.

(6) Agreeing that the provider will provide copies of the
enrollee’s medical records to the plan or the enrollee’s
participating primary care provider, or both, prior to the
conclusion of the ongoing course of previously authorized
treatment.

(7) Agreeing to follow the plan’s procedures for
precertification or prior approval of specified
nonemergency services or procedures.

(h) Managed care plans may not require nonparticipat-
ing providers to undergo the plan’s credentialing process
as part of the continuity of care provision.

(i) Written disclosure of the continuity of care benefit
requirements imposed under the act and this chapter
shall be incorporated into the subscriber and master
group contracts and all other appropriate documents.
This information and other information necessary to
provide continuity of care services shall also be provided
in written form to terminated or terminating and nonpar-
ticipating providers within 10 days of notice to the plan
that an enrollee is requesting continuity of care benefits.
§ 154.16. Information for enrollees.

(a) Managed care plans shall provide the written infor-
mation in section 2136(a) of the act (40 P. S.
§ 991.2136(a)), which relates required disclosures, to
enrollees and, on written request, to prospective enrollees
and health care providers. Managed care plans may
determine the format for disclosure of the required infor-
mation. If the information is disclosed through materials
such as subscriber contracts, schedules of benefits and
enrollee handbooks, the information should be easily
identifiable within the materials provided.

(b) The information disclosed to enrollees, prospective
enrollees and health care providers shall be easily under-
standable to the layperson.

(c) The written disclosure of information shall include:

(1) The information specified in section 2136(a) of the
act.

(2) A list by specialty of the name, address and tele-
phone number of all participating health care providers.
The list may be a separate document and shall be
updated at least annually. If a list of participating
providers for only a specific type of provider or service is
provided, it shall include all participating providers au-
thorized to provide those services.

(3) The information covered under section 2113(d)(2)(ii)
of the act (40 P. S. § 991.2113(d)(2)(ii)), which relates to a
medical ‘‘gag clause’’ prohibition. If applicable, managed

care plans shall disclose in their subscriber contracts,
schedule of benefits and other appropriate material,
circumstances under which the managed care plan does
not provide for, reimburse for or cover counseling, refer-
ral, or other health care services due to a managed care
plan’s objections to the provision of the services on moral
or religious grounds.

(d) For the purposes of the specified disclosure state-
ment required by section 2136(a)(1) of the act, subscriber
and group master contracts and riders, amendments and
endorsements, do not constitute ‘‘marketing materials’’
subject to the specified disclosure statement.

(e) For group contracts and policies, the managed care
plan shall assure that the required disclosure information
is provided to prospective enrollees upon written request.
The managed care plan can either provide the informa-
tion directly to prospective enrollees or allow the group
policy holder or another entity to provide the information
to prospective enrollees on behalf of the managed care
plan.

(f) For individual contracts and policies, the managed
care plan shall provide the required disclosure informa-
tion directly to prospective enrollees upon written re-
quest.

(g) The disclosure of information to enrollees, prospec-
tive enrollees and health care providers as required by
section 2136 of the act shall be provided as follows:

(1) During open enrollment periods managed care
plans may disclose summary information to enrollees and
prospective enrollees. If the disclosure of information does
not include all the information required by the act and
this chapter, the managed care plan shall simultaneously
provide enrollees and prospective enrollees with a list of
other information which has not been included with the
open enrollment information. The listed information shall
be made available to enrollees and prospective enrollees
upon request.

(2) Following initial enrollment, or upon renewal, if
benefits or networks have changed since the initial
enrollment or last renewal, disclosure information should
be provided to enrollees within 30 days of the effective
date of the contract or policy, renewal date of coverage, if
appropriate, or the date of request for the information.

(3) Disclosure information requested by prospective en-
rollees shall be provided to prospective enrollees within
30 days of the date of the written request for the
information.

(4) Disclosure information requested by health care
providers shall be provided to health care providers
within 45 days of the date of the written request for the
information.

(h) Managed care plans shall supply each enrollee, and
upon written request, each prospective enrollee or health
care provider, with the following information which shall
be contained and incorporated into subscriber and master
group contracts and all other appropriate documents:

(1) A description of the procedures for providing emer-
gency services 24 hours a day.

(2) A definition of ‘‘emergency services,’’ consistent with
the act.

(3) Notice that emergency services are not subject to
prior approval.

(4) The enrollee’s financial and other responsibilities
regarding emergency services, including the receipt of
these services outside the managed care plan’s service
area.
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(i) Managed care plans, upon written request by enroll-
ees or prospective enrollees, shall provide written infor-
mation as specified in section 2136(b) of the act. This
information shall be easily understandable to the layper-
son.
§ 154.17. Complaints.

(a) Under the complaint process established by the act,
the Department will consider complaints regarding issues
of contract exclusions and noncovered benefit disputes.
The grievance process, which is administered by the
Department of Health, includes review of the medical
necessity and appropriateness of services otherwise cov-
ered by the managed care plan. Examples of the types of
complaints which may be filed with the Department
include:

(1) Denial of payment by the plan based upon contrac-
tual limitation rather than on medical necessity—for
example, denial of payment for a visit by an enrollee on
the basis that the enrollee failed to meet the contractual
requirement of obtaining a referral from a primary care
provider. However, a primary care provider’s refusal to
make an enrollee referral to a specialist, on the basis that
the referral is not medically necessary, would be consid-
ered a grievance.

(2) Disputes involving a noncovered benefit or contract
exclusion—for example, a request for additional physical
therapy services, even if medically necessary, beyond the
number specified in the enrollee contract.

(3) Problems relating to one or more of the following:

(i) Coordination of benefits.

(ii) Subrogation.

(iii) Conversion coverage.

(iv) Alleged nonpayment of premium.

(v) Dependent coverage.

(vi) Involuntary disenrollment.

(b) Managed care plans shall establish an internal
complaint process with two levels of review to allow
enrollees to file oral and written complaints regarding a
participating health care provider or the coverage, opera-
tions or management policies of the plan.

(c) Inquiries regarding premium rate increases do not
constitute ‘‘appeals’’ and may be filed with the Depart-
ment without the necessity of following the plan’s inter-
nal complaint process.

(d) Managed care plans may establish time frames, of
at least 30 days, for the filing of complaints and griev-
ances with the plan.

(e) Managed care plans shall complete the initial level
of review of an enrollee complaint within 30 days of
receipt of the complaint. The plan shall notify the enrollee
in writing of the plan’s decision following the initial
review within 5 business days of the decision. The
notification shall include the basis for the decision and
the procedure to file a request for a second level review of
the decision of the initial review committee.

(f) Managed care plans shall complete the second level
of review of an enrollee complaint within 45 days of
receipt of the enrollee’s request for review. The plan shall
notify the enrollee in writing within 5 business days of
the rendering of a decision by the second level complaint
review committee, including the basis for the decision and
the procedure for appealing the decision to the Depart-
ment or the Department of Health.

(g) Enrollees shall follow and complete the plan’s inter-
nal complaint process before filing an appeal of the
complaint decision with the Department or the Depart-
ment of Health.

(h) Appeals of complaints shall be submitted to the
Department within 15 days of receipt of notice of the
second level review committee’s decision.

(i) Appeals of complaints to the Department shall
include information such as:

(1) The enrollee’s name, address and daytime phone
number.

(2) The enrollee’s policy number, identification number
and group number (if applicable).

(3) A copy of the complaint submitted to the managed
care plan.

(4) The reasons for appealing the managed care plan’s
decision.

(5) Correspondence and decisions from the managed
care plan regarding the complaint.

(j) If the Department believes that the appeal more
appropriately relates to issues and matters under the
jurisdiction of the Department of Health—for example, an
issue involving quality of care—the Department will
notify the enrollee and the managed care plan in writing
of this determination and promptly transmit the appeal
to the Department of Health for consideration. The
original submission date of the appeal will be utilized to
determine compliance with the filing time frame provided
for in section 2142(a) of the act (40 P. S. § 991.2142(a)),
which relates to the appeal of a complaint.

(k) The Department and the Department of Health
share the statutory responsibility to regulate the enrollee
and managed care plan complaint process. The Depart-
ment will focus on the review of cases which concern the
potential violation of insurance statutes, including the
Unfair Insurance Practices Act (40 P. S. §§ 1171.1—
1171.15). The Department of Health will focus on com-
plaint issues primarily involving enrollee quality of care
and quality of service.

(l) Complaint appeals under subsection (i) may be filed
with the Department at the following address:
Pennsylvania Insurance Department
Bureau of Consumer Services
1321 Strawberry Square
Harrisburg, Pennsylvania 17120
§ 154.18. Prompt payment.

(a) Licensed insurers and managed care plans shall
pay clean claims submitted by a health care provider for
services provided on or after January 1, 1999, within 45
days of the licensed insurer’s or managed care plan’s
receipt of the clean claim from the health care provider.

(b) For purposes of prompt payment, a claim shall be
deemed to have been ‘‘paid’’ upon one of the following:

(1) A check is mailed by the licensed insurer or man-
aged care plan to the health care provider.

(2) An electronic transfer of funds is made from the
licensed insurer or managed care plan to the health care
provider.

(c) Interest due to a health care provider on a clean
claim shall be calculated and paid by the licensed insurer
or managed care plan to the health care provider and
shall be added to the amount owed on the clean claim.
The interest shall be paid at the time of payment of the

4070 PROPOSED RULEMAKING

PENNSYLVANIA BULLETIN, VOL. 29, NO. 31, JULY 31, 1999



claim. Interest owed of less than $2 on a single claim does
not have to be paid by the licensed insurer or managed
care plan. Interest can be paid on the same check as the
claim payment or on a separate check. If the licensed
insurer or managed care plan combines interest payments
for more than one late clean claim, the check shall
include information listing each claim covered by the
check and the specific amount of interest being paid for
each claim.

(d) Claims paid by a licensed insurer or managed care
plan are considered clean claims and are subject to the
interest provisions of the act. If a paid claim is re-
adjudicated by the licensed insurer or managed care plan,
the 45-day period for the prompt payment provision
begins again at the time additional information prompt-
ing the readjudication is provided to the plan. Additional
moneys which are owed or paid to the health care
provider are subject to the prompt payment provisions of
the act and this chapter. The prompt payment require-
ment of the act also applies to the uncontested portion of
a contested claim. A contested claim is a claim for which
required substantiating documentation has been supplied
to the licensed insurer or managed care plan, but where
the licensed insurer or managed care plan has deter-
mined that it is not obligated to make payment.

(e) Prior to filing a complaint with the Department,
health care providers who believe that a licensed insurer
or managed care plan has not paid a clean claim in
accordance with the act and this chapter should first
contact the licensed insurer or managed care plan to
determine the status of the claim, to ensure that suffi-
cient documentation supporting the claim has been pro-
vided, and to determine whether the claim is considered
by the licensed insurer or the managed care plan to be a
clean claim. Licensed insurers and managed care plans
shall respond to the health care provider’s inquiries
regarding the status of unpaid claims within a reasonable
period of time.

(f) Health care providers may file a complaint with the
Department prior to receipt of a determination from a
licensed insurer or managed care plan as to whether a
claim is considered a clean claim if one of the following
applies:

(1) The licensed insurer or managed care plan has not
responded to a health care provider’s inquiries regarding
the status of an unpaid claim within a reasonable period
of time.

(2) The health care provider believes that the licensed
insurer or managed care plan is otherwise not complying
with the prompt payment provisions of the act.

(g) Complaints to the Department regarding the
prompt payment of claims by a licensed insurer or
managed care plan under the act and this chapter shall
contain the following information:

(1) The provider’s name, address and daytime tele-
phone number and the claim number.

(2) The name and address of the licensed insurer or
managed care plan.

(3) The name of the patient and employer.
(4) The dates of service and the dates the claims were

submitted to the licensed insurer or managed care plan.
(5) Relevant correspondence between the provider and

the licensed insurer or managed care plan, including
requests for additional information from the licensed
insurer or managed care plan.

(6) Additional information which the provider believes
would be of assistance in the Department’s review.

PART X. HEALTH MAINTENANCE
ORGANIZATIONS

CHAPTER 301. HEALTH MAINTENANCE
ORGANIZATIONS

(Editor’s Note: Chapter 301, Subchapter J is proposed
to be deleted. For the text of the existing statement of
policy, see 31 Pa. Code pages 301-33 to 301-41, serial
pages (249129) to (249137).)

Subchapter J. (Reserved)

§§ 301.401—301.403. (Reserved).

§§ 301.411—301.416. (Reserved).
[Pa.B. Doc. No. 99-1228. Filed for public inspection July 30, 1999, 9:00 a.m.]
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