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Recent HMO Legislation


You asked for a summary of HMO-related legislation passed in Connecticut over the last four years.  (We have included OLR’s public act summaries for each of the act’s cited.)

SUMMARY 


The most significant legislation passed in the last four years concerning HMOs was PA 97-99 (as amended by PA 97-8, June 18 Special Session), “An Act Concerning Managed Care.”  This law, sometimes referred to as Connecticut’s “managed care reform act,” establishes a comprehensive system for regulating managed care plans in the state. Other legislation adopted relating to HMOs addresses payment of providers by insurers on a timely basis; HMO coverage of post-maternity care; coverage for breast cancer survivors; coverage of direct access to obstetrician-gynecologists; coverage of diabetes treatment; coverage for mastectomy and breast reconstruction after a mastectomy; indemnification agreements in contracts between individual providers and HMOs; as well as legislation affecting HMOs’ business practices.

OVERVIEW OF RECENT HMO-RELATED LEGISLATION

1998


Three public acts were adopted that affect HMOs.

PA 98-60


This act extends the prohibition against insurers, HMOs, and fraternal benefit societies pledging or otherwise encumbering their assets to secure another’s debt, obligation or guaranty without the insurance commissioner’s consent to their own debts, obligations, and guarantees as well, if the amount encumbered, along with all other encumbrances, exceeds the lesser of 5% of admitted assets or 25% of policyholder surplus.

PA 98-98


This act (1) requires insurers and HMOs to file their annual audited financial report with the insurance commissioner at least 29 days earlier (on or before June 1 instead of June 30 for the year ending December31); and (2) specifies that notice and hearing procedures used to review the order or decision of the insurance commissioner do not apply to the external appeal procedures for reviewing a managed care or utilization review organization’s decision not to certify an admission, service, procedure, or extension of a hospital stay.

PA 98-163


This act makes it an unfair trade practice for any health care provider to (1) request payment from a managed care plan enrollee for covered medical services, except for a copayment or deductible or (2) report to a credit reporting agency an enrollee’s failure to pay a bill for medical services when a managed care organization has primary responsibility for paying.


Under the act, requesting payment means submitting a bill for services not actually owed or submitting an invoice or other communication detailing those service costs without clearly marking it “This is not a bill.” Copayment or deductible means the portion of a charge for services covered by a managed care plan that the enrollee is obligated to pay under the plan’s terms.


The act also requires insurers to pay health care providers’ claims for payment or reimbursement (1) within 45 days of the provider’s claim for payment filed according to the insurer’s practices or procedures or (2) as otherwise stipulated by contract. Under the act, failure to make these required payments is an unfair method of competition or an unfair and deceptive act or practice in the insurance business and subjects the insurer to penalties.


Under the act, insurers failing to make payments within 45 days or as stipulated by contract must pay the provider the claim plus interest of 15% per year. Also, the act allows the insurance commissioner to impose existing penalties applicable to those engaged in an unfair method of competition or unfair and deceptive act or practice. These include: (1) ordering the party to stop, (2) paying a penalty of $1,000 to $5,000 per act up to an aggregate of $50,000, or (3) surrendering a license.

1997


Three public acts affecting HMOs were passed in l997, the most significant being PA 97-99 (as amended by PA 97-8, June Special Session).  This legislation is the comprehensive managed care reform act.

PA 97-99


This act establishes a system for regulating managed care organizations (MCOs) and managed care plans in the state.  Among its many provisions, the act:

· Requires the state insurance commissioner to develop a “consumer report card” on all managed care organizations (MCOs) by March 15, l999 and annually thereafter.

· Requires an MCO to provide each enrollee with a plain language description of its plan.

· Requires each MCO to have an internal grievance procedure for timely review and resolution of complaints.

· Requires a licensed health professional to make any utilization review decision to initially deny services to a plan enrollee.

· Creates an expedited utilization review process for an enrollee admitted to a hospital when the health care provider determines that the enrollee faces a life-threatening situation or other serious injury if discharged or if treatment is delayed.

· Creates an external appeals process within the Insurance Department for adverse determinations by MCOs concerning admissions, services, medical procedures, and length of stay for plan enrollees who have exhausted the plan’s internal grievance procedures.

· Requires each MCO to provide each enrollee (1) an annual list of all providers available and (2) notification, as soon as possible, of termination or withdrawal of the enrollee’s primary care physician.

· Prohibits “gag clauses” (which means providers must be allowed to discuss all treatment options with patients).

· Enables a provider to disclose the method by which he is paid to an enrollee who inquires.

· Requires an MCO to reflect its negotiated discounts in calculating an enrollee’s co-payments.

· Specifies that an emergency medical condition is one that a “prudent layperson” would reasonably believe requires emergency medical treatment.

· Requires group and individual health insurers to provide coverage for biologically based mental health conditions at least equal to that for medical or surgical conditions.

· Requires MCOs to follow all state and federal antidiscrimination and confidentiality laws and ensure confidentiality of specific enrollee information and records.  

· Prohibits MCOs from selling the names of their enrollees or other identifying information for commercial purposes.

· Provides that a contract between an MCO and a participating provider cannot prohibit or limit any cause of action or contract rights an enrollee otherwise has.

· Requires a provider to use laboratories or testing facilities covered by the enrollee’s plan or notify the enrollee if he intends to use ones not covered by the plan.

PA 97-198


Beginning July 1, l997, this act requires most individual and group health insurance policies to cover a minimum 48 hour hospital stay following a mastectomy or lymph node dissection, or a longer or shorter hospital stay if, after conferring with the patient, the patient’s treating doctor recommends it This law applies to policies that cover hospital or medical services offered to HMO employees as well as other types of insurance coverage.

PA 97-268


This act requires individual and group health insurance policies to provide coverage for laboratory and diagnostic tests to treat all types of diabetes.    The diabetes coverage requirement includes policies covering hospital and medical services offered to HMO enrollees.

1996


Two public acts relate to HMOs.

PA 96-177


Beginning October 1, l996, this act requires HMOs (and other types of health insurers) that offer individual or group health care plans covering maternity to provide mothers and their newborns with at least 48 hours of inpatient care following a vaginal delivery and at least 96 hours following a cesarean delivery. 


This act also prohibits individual and group insurers, including HMO contracts, from refusing to cover an applicant who once suffered from breast cancer if she remains breast cancer-free for at least five years before applying for coverage.

PA 96-227


This act extends the direct access requirement to obstetrician-gynecologists services (originally established under PA  95-199) to subscribers of HMOs.  It also extends to HMOs the prohibition against insurance companies advertising as their own, assets or funds that are not in their possession and available to pay claims.

1995


Two public acts relate to HMOs.

PA 95-74


This act requires certain individual and group insurance policies, including policies covering hospital and medical coverage to HMO subscribers, to cover physician assistant services.

PA 95-199


This act prohibits contracts that require medical providers to indemnify managed care companies, insurers, and others for liability claims and related expenses that may arise when people are denied care because it is deemed not to be medically necessary or appropriate.  The prohibition applies only if the information used to determine medical necessity or appropriateness was accurate and appropriate at the time the medical provider gave it.


This act specifies that (1) liability and related expenses means judgments, settlements, attorney’s fees, court costs, and any other charges incurred in connection with a claim or lawsuit and (2) medical providers contracting with managed care companies and others must be responsible for their professional actions and liability.
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