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ADVISORY COMMISSION ON CONSUMER PROTECTION
AND QUALITY IN THE HEALTH CARE INDUSTRY

@ o Capomison~ F(f

MEMORANDUM

TO: : Chns Jennings

FR: Janet Corrigan, Ph.

RE: April 8 Meeting on Forum for Health Care Quality Measurement and Reporting
DATE: April 7, 1998

cc: Dr. John Eisenberg

In preparation for our meeting tomorrow to discuss the planning process for a Forumn for Health
Care Quality Measurement and Reportmg, my staff has put together a draft proposal to fund and
carry out this process.

As you know, creation of the Forum was one of the major recommeéndations of the President’s
Advisory Commission on Consumer Protection and Quality in the Health Care Industry In
tandem with an Advisory Council on Health Care Quality, the Forum is intended to provide
national direction for quality improvement in health care. It is designed to hamess the power of
group purchasers -- both public and private -- to demand quahty and to measure and report on the
quality of bealth plans, providers, and institutions.

At our meeting, I would like us to focus on several key questions:

. What is the proper role for the Vice President to play in this planning process? Should it
be ongoing or simply serve to Kick off the process and bring it to its conclusion?

. How should the participants in the planning process be selected? Should they be fully
representational or will a smaller, more select group suffice? What constituencies '
should/must be represented”

*  How should the planning process for the Forum reflect the larger priority of establishing
the Council? How can we guard against a successful plamnng process being used to
delay or defeat the Council?

. How will the planning group operate? Should it operate in public or is this a private
matter? What, if any, are the implications of the Vice President’s involvement as it
relates to FACA and other laws?

. What is the appropriate “home” for the planning process? Should it reside in a private
organization (i.€., a foundation or other nonprofit orgamzauon)" Or should it reside in a

public organization (i.e., HHS)?

Again, I look forward to seeing you on Wednesday.

200 Independence Avcnué, SW e+ Rmll8F d Washington, D.C, 20201+ 202-20543038 Ph - 202-203—3347 Fax
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PROPOSAL TO FUND A PLANNING PROCESS
FOR A NATIONAL
FORUM FOR HEALTH CARE QUALITY MEASUREMENT AND REPORTING

DRAFT - APRIL 7, 1998

This is a proposal to fund a process for planning the development of a Forum for Health Care
Quality Measurement and Reporting (“‘the Forum”), a private-sector entity to be established to
provide coordination and guidance to the multiple public- and private-sector parties involved in
evaluating health care qualjty. Creation of the Forum was one of the major recommendations of
the Advisory Cornmission on Consumer Protection and Quality in the Health Care Industry (“the

v Qua.hty Commission™) in its final report to the President. ‘

This proposal begins by describing the need to coordinate ongoing work in the area of health care
quality measurement and reporting, and by laying out the specific objectives, activities, and
organizational characteristics of an entity to be created to undertake that effort. It then describes
the objectives, time line, and budget of the proposed process for convening key stakeholders to
assist in operationalizing the entity.

BACKGROUND

Need for Standardized Information on Health Care Quality ,
Routinely generating comparable, standardized information on the quality of health care is
critical for both motivating and enabling improvement. Standardized measures of quality are
needed to track the health care industry’s progress in achieving national quality improvemernt
aims and to guide public planning and policy making. Comparative information on quality also
is needed for individual consumers, employers, and others to use in selecting health care '
providers and health plans. Furthermore, valid and stable quality measures are integral to health
care providers’ efforts to improve their performance. When standardized, such measures provide
an opportunity for health care organizations to make comparisons and identify “best performers.”

Despite a growing number of efforts to measure and report on health care quality, useful
information is neither uniformly nor widely available. Improving our ability to measure quality
has been the object of significant public and private-sector activity over the last decade,
reflecting the expectation that measurement can serve as both a catalyst and a tool for
improvement as well as to facilitate consumer choice. While considerable advancements have
been made in the quality measurement field in recent years, current efforts fall short of fully
meeting users’ needs, do not provide measures for many of the most important health burdens
(e.g., chronic conditions), and often are duplicative and unduly burdensome on health care
providers, health plans, and others.

Forum for Quality Measurement and Reporting -
Objectives. The Forum for Health Care Quality Measurement and Reporting is being established
to build the systemwide capacity to evaluate and report on the quality of care. The Forum would
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develop and implement effective, efﬁcieht' and coordinated strategiés for focusing incentives for
quality improvement on national priorities while assuring the public availability of information
needed to support the marketplace and the efforts of the various ex1st1ng quality ovcr51ght
entities.

Activitles. To achieve its ob} ectives, the Forum will need to:

. develop a comprehensive plan for implcrriénting quality measurement, dﬁtavcollection,
.. and reporting standards to assure the widespread public availability of comparative
* information on the quality of care furnished by all sectors of the health care industry;

» establish measurement prioritics that address national aims for improvement and that
meet the common information needs of consumers, purchasers, federal and state pohcy
makers public hcalth ofﬁctals and other stakeholdcrs

. penodmally endorse core sets of quahty measurcs and standardlzcd methods for
measurement and reporting;

. foster an agenda for research and development needed to advance quahty measurement
and reporting and to encourage collaboratlve funding for such activities; :

. develop and foster xmplcmcntanon of an effective public education, communication; and
dissemination plan to make quality measures and comparative information on quahty
most useful to consumers and other interested partics; and

. encourage the developmcnt of health information systems and technology to support
quality measurement, reporting, and improvement needs.

To evaluate the success of its efforts, the Forum will need to create and utilize feedback
mechanisms designed to assess the feasibility and acceptance of the measurement sets it
promulgates as well as the extent to which information is reported, available, and used by

- interested parties. Armed with this information, the Forum w1ll be able to initiate improvement
strateglcs as necessary.

Structure. The key organizational charactéristics of the Forum that will enable it to accomplish
its objectives are its status as a private-sector organization and its representanon of key
stakeholdérs from both the public and private sectors.

Operating in the pnivate sector. w:ll prowde the Forum with two needed charactenstlcs First, it
will have greater flexibility and the means to act quickly to respond to changes in the health
system and advances in technology that have implications for measurement and reporting
strategies and capacity. Second, it will be well-positioned to harness and coordinate the market
forces needed to dnvc this initiative,
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Because the Forum will operate in the private sector as a voluntary initiative, its success will

* depend upon the commitment and influence of a critical mass of stakeholders in the health care
marketplace. The Forum will therefore need to be broadly representative of stakeholders. The
users and potential users of information on quality must be involved in the process of identifying
core quality measures for reporting if those processes are to succeed in addressing their common
information needs. The Forum also will need to include a core constituency of influential
stakeholders that can assure the implementation of the measures once they are promulgated.
Compliance with reporting requirements will be attained by purchasers and oversight bodies (i.e.,
accreditation, certification and licensure entities) by the mechanisms available to them (e.g.,
purchasing contracts and oversight processes). A decision to participate in the Forum would be
viewed as constituting an endorsement of its work and an agrccmcnt to leverage comphance with
the results to the full extent of the pammpant s ability.

Also cr1t10a1 to the Forum’s efforts will be the participation of key organizations involved-in
promulgating quality measures and collecting information on the performance of various sectors
of the health care industry. Key organizations include those that undertake efforts on a national
basis, as well as those emerging and established groups organized at the regional, state, or local
levels. The Forum will need to work with these organizations to determine how best to assure
that information on health care quality is available, affordable, and easily accessible in the public
domain. The Forum itself would not compete with the innovative work already under way in the
public and private sectors by developing perfonnaxice measures itself, but would instead seek to
encourage the progress being made in this area and improve it Ihrough greater coordination. It
would help to identify areas of needcd fundamental research related to quallty

PROPOSED PLANNING PROCESS

A plamning process is needed to provide key stakeholders with the opportunity to work through
critical issues related to the Forum’s governance, organizational structure, and source(s) of
financial support. The Vice President will begin this process by inviting key stakeholders to a
June meeting to form a Task Force to jump-start the planning process. He will select individuals
to participate in this planning process based on their expertise and stature, as opposed to
organizational affiliation. The decisions to use a neutral convener and to seek funding support
from a private foundation were made as a means of ensunng impartiality and promoting
participation by stakeholders. ~

The planning process should take place over a 6-month period, commencing in May 1998 with
the issuance of invitations to participate. Over the course of that time, during which three
- meetings will be held, the Task Force will accomplish four critical objectives: -

. define the Forum’s functions, operations, working relationships and membership criteria,
. determine the composition of the Forum’s governing board;
. determine the source(s) of start-up and ongoing financing; and -

. recruit the Forum’s Executive Director.
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Objectives of the Planning Process
" 1) Define the Forum’s fuhétions, ohék‘aﬁoﬁs,"and, wor,kiiig relationships.

Defining the Forum’s functions, operations, and working relationships will be among the most
important objectives of the planning process. The Quality Commission’s work providéd a
starting point for defining these charactenstlcs but addmonal work is needed to reﬁne and

N operatlonahze those recommendatlons :

A number of issues to be addressed penam to the manncr in wh1ch thc Forum w111 funcuon For
instance, the planning process may identify policies and procedures desigiied to assure the pubhc
of the mtagnty of the Forum’s work, promote wrdespread confidence in its outcomes, and
minimize potential conflicts of interest. ‘The planning process can serve to amculate specific
policies and procedures that will provide for pubhc input, pubhc dchberatron and pubhc access

10 documents produced :

Operational issues to be. addressed mclude the Fomm s orgamzatronal stmcture, budget,

- facilities, and meeting schedules. In deﬁnmg these aspects, participants.in the Forum’s planning
process may wish to look to the organizational structures of entities charged with undertaking
functions that are similar in nature, scope, and $cale. ‘Entities such as the Financial Accounting
Standards Board and the Amencan National Standards Instltute - although not -analogousto the

Forum in all respects - may provide a.lternatrve models for examination by the Planmng Task
Force. : : g

'Task Force Planmng process participants w111 nced to careﬁ.llly consrder how the Foru.m will
relate to the public- and pnvate—sector orgamzanons whose work will mﬂuence or be influenced . -
by the Forum’s activities. Formal working relationships will i in some cases need.to be .

established; for instance, in the case of organizations responsible fot the development of the

‘health care quahty measures that will be evaluated for inclusion in the core sets of measures to be

' penodlcally endorsed by the Foruin. Similarly, the waysin which the Forum will interact with

_existing local, Tegional, state, and nauonal orgamzatmns that serve as reposrtones of data on" -

quahty will need to be con31dered e -

‘ 2) Determme the. compos:twn of the Fomm 5 govermng board

The composition of the Foru:m s governmg board isa key issue to be addressed through the .
_“planning process. Both the precise number and the allocatmn of slots on the Forum’s govemmg ;
" board will need to be determmed RN AR - '

" The Quahty Comrmssmn recommended that thc Porum be govcrned by a board 1hat mcludes
. pubhc and private group purchasers; : ‘
< 1nd1v1dua1s and orgamzauons focused on representatlon of consurners/pahents
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. providers;’
. labor unions;
. experts in quality assurance, improvement and measurement;
. quality oversight organizations;
. health care researchers; and

. public health experts.

Balancing the need to have a strong purchaser role and representation of the full array of key
- constituencies will be a delicate and challenging task for the planning process participants.
‘Substantial representation on the board of purchasers from both the public and private sectors
and of consumer organizations will be critical to provide strong incentives for organizations to
-participate in these efforts and to abide by the decisions of the Forum. Representation of the full
- array of key constituencies on the board will be equally critical, so as to assure the buy-in of all
- participants and the requisite expertise to effectively carry out the Forum’s responsibilities.

3) Determine source(s) of start-up and ongoing financing.

Participants in the planning process will need to consider alternative sources of start-up funding
to assist in establishment of the Fornm. The potential for obtaining a start-up grant from a

* foundation or public source will need to be evaluated. Such funds may be used to allay one-time
expenses that will be associated with initiating the Forum (e.g., expenditures associated with
outfitting staff offices). External funding i is unlikely to be made available for ongoing ﬁnancmg
of the Forum, however.

- Thus, it is essential for the Planning Task Force to establish an ongoing source of financing for
the Forum. Participants in the planning process will need to estimate the Forum’s first-year
operating budget and develop a dues-paying schedule for members. Such a schedule will need to
account for the varying levels of resources available to different categories of stakeholders. For
instance, cross-subsidies may be required so that the Forum is able to attain adequate
representation of consumer interests.

4) Recruit the Forum’s Executive Director.

Once the planning process has resolved operational, Trepresentation, and financing issues, the
Planning Task Force will need to identify an Executive Director capable of initiating the Forum
and providing ongoing leadership for its efforts. . This will require deﬁnmg the skills and
qualifications of ideal candidates for the position, seeking and reviewing candidates wishing to
be considered, and selecting a qualified Executive Director. :

Candidates will need to possess a variety of professional skills and expertise to be successful as
the Forum’s Executive Director. These include strong leadership, management, and planning

. skills; a high level of credibility among the diversity of stakeholders represented at the Forum;
technical knowledge regarding quality measiurement, oversight, and health benefits; and the
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ability to effectively communicate in support of the Forum’s mission. The Planning Task Force
will need to determine the extent to which the Executive Director should be drawn from interests
represented by the Forum. For example, a potentially highly qualified candidate may be a person
with experience as a corporate benefits director with first-hand knowledge of purchasers’
perspectives on the use of quality measures; negotiating expenence with hospitals, clinicians, and
oversight organizations; and an understanding of consumers’ use of quahty measurement
information. Other individuals with the requisite experience and skills to serve as the Forum’s
Executive Director may include health plan executives, quality oversight managers or experts in
quality measurement and improvement.

The planning process for selecting an Executive Director will require identifying the desired
qualifications of candidates as soon as the functions and operations of the governing body of the
Forum are defined. This definition of the Executive Director position and desired skills of
candidates needs to occur early in the Planning Task Force’s process to allow time to recruit
highly qualified candidates. The Task Force may elect to contract with an executive search firm
to assist in the recruiting of suitable candidates. Once eligible candidates have been identified,
the Task Force will need to review the qualifications of candidates applying for the position,
interview top candidates, and select a preferred candidate for Executive Director.

. Time Frame for Planning Process
May 1998 Stakeholders invited to participate in planning process

- June 1998 First meeting of planning process :
‘ - Purpose: Dcﬁne Forum’s functions, operations, and working relationships

September 1998 Second meeting of planmng process
Purpose: Determine the composition of the governing boa:d, sources of
ongoing financing for the Forum and qualifications of Executive Director

November 1998 Third Meeting of planmng process
Purpose: Name governing board, interview Exccutlve Dn'ector candidates

December 1998 Name Forum’s Executlve Director, release staxt—up funds, announce mmal
meeting of Forum

Budget for Planning Process [Noze: Preliminary, rough estimates]

Personnel costs | - $120,000

[Estimated as 1 FTE * $100, 000 annual comperzsatzon (including benefits) * 0.8 years + | FT E
* §50,000 annual compensation (including benefits) * 0.8 years]

Administrative expenses and overhead : § 40,000
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Meeting expenses (3 meetings) - $ 85,500

~- facilities /estimated as 33000 * 3 meetings]

-- travel expenses [estimated as 20 people * 3800/mtg * 3 migs]

---overhead for services of contractors responsible for meeting logistics [esrzmared as 50 percent
of total meetmg expenses]

Honoraria for Planning Committee $ 60,000
[estimated as 6 days meeting time * 20 participants in planning committee * $500 daily rate] -

Contract for executive search services : S 39,000
[estimated as 30% of Executive Director’s annual salary of $130,000]

Total , |  $344,500
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THE WHITE HOUSE

WASHINGTON

Gaborone

March 31, 1998

Dear Senator Daschle and’RepreSentatiVe Gephardt:

I am writing to commend you on the Patients’ Bill of Rights

Act of 1998 that you are introducing today on behalf of the
Democratic Caucuses of both Houses of Congress. Thisg bill
represents a critically important step towards enacting a long
overdue "Patients’ Bill of Rights" that Americans need.to renew
their confidence in the nation’s rapidly changing health care .
system.

States across the nation have already begun to enact reasonable
patient protections. 1In fact, 44 states, including 28 of the
32 states with Republican Governors, have passed at least one
of the protections that my Advisory Commission on Consumer
Protection and Quality recommended, and that I endorsed last
year. However, a patchwork of non-comprehensive state laws
cannot provide Americans with adequate patient protections,
particularly because state health care laws do not have
jurisdiction over more than 100 million Americans. Federal
standards are essential to assure that all patients get the
protections they need.

You have done a remarkable job bringing a broad-based coalition
of Democrats together to move this important issue forward.

I would particularly like to commend Senator Kennedy and
Representative Dingell for their leadership in developing

this legislation.

The Patients’ Bill of Rights Act of 1998 includes important
patient protections, such as the right to emergency care wherever
and whenever a medical emergency arises; the right to talk freely
with doctors and nurses about all the medical options available,
not only the cheapest; and the right to an internal and external
. appeals process that allows patients to address their concerns
and grievances. I am particularly pleased that it includes every
protection recommended by the Advisory Commission. This bill
also improves on other patients’ rights legislation before the
Congress because it does not include expensive protections for
health care providers that have the potential to increase
premiums excessively.
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The bill you are 'introducing today provides a critical step
towards developing bipartisan legislation that will pass the
Congress. I look forward to working with the Congress to enact
a "Patients’ Bill of Rights" Act that I can sign into law this
year. «

I am confident that, working in a bipartisan fashion, the
Congress will produce a bill that achieves the important balance
of providing patients the protections they need without under-
mining health care affordability. We must ensure that whether
they have traditional care or managed care, Americans have access
to quality care. Thank you again for your strong leadership and
commitment to this end.

Sincerely,
%<W;

The Honorable Thomas A. Daschle

The Honorable Richard A. Gephardt ‘ ?
United States Congress '

Washington, D.C.
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Estimated Costs of Selected
Consumer Protection Proposals

A Cost Analysis of the President’s Advisory
Commission’s Consumer Bill of Rights.and VResponsibil‘ities
and the Patient Access to Responsible Care Act

April 1998

- By Coopers & Lybrand L.L.P.
| Sandra Hunt, M.P;A.
John Saari, MAAA.
Kelly Traw, J.D.
~ Mark Ficker, C.P.A.

" Prepared for the Henry J. Kaiser Family Foundation
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Estimated Costs of Selected
Consumer Protection Proposals

A Cost Analysis of the President’s Advisory
Commission’s Consumer Bill of Rights and Responsibilities
and the Patient Access to Responsible Care Act

By Coopers & Lybrand L.L. P
‘April 1998

Executive Summafy

Enrollment in managed health care plans' has- grown dramatically in recent years, with
approximately 85% of the insured population under age 65 being covered by some form of
managed care. HMO enrollment now represents approximately 30% of all health insurance
coverage in the U.S, compared to 25.7% in 1995.! This growth has contributed to lower
premium rate increases in all types of health plans. In many cases, the growth of managed care
has also resulted in improvements in access to services, as health plan members identify a single
source of information and resources. - At the same time, concerns have developed regarding the
ways in which some health plans operate and the mechanisms through which information is
shared between the health plan, the plan prov1der and members.

Responding to these concerns, legislation ‘and pohcy initiatives have been proposed at both the
federal and state level. President Clinton appointed a commission to study the ways health care
services are provided under managed care and to make recommendations for changes. The
Commission issued a report that called for a Consumer Bill of Rights and Responsibilities
(CBRR). The president has endorsed the commission’s proposals and has called for legislation
to implement the CBRR. Another proposal, authored by Representative Norwood and titled the
Patient Access to Responsible Care Act (H.R. 1415) calls for many.similar patient protection
provisions, and includes some additional provisions that would change the way in which
managed care plans operate. Senator D’ Amato introduced similar legislation in the Senate (8.
644). These initiatives are designed to expand the range of choice available to health plan
members and to increase the amount and types of information available to consumers as they
make decisions regarding their health plan choices and medical treatments. The policy initiatives
range from efforts to standardize‘information disclosure and access to certain types of services, to
more significant changes. The proposal with the most significant implications relates to potential
changes in liability for health plan decisions.

! Hoechst Marrion Roussel, Mariagled‘Care Digest Series, November 1997

- Pagei
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consumer protection prov181ons are spread over the entire health insurance market, the average
" cost effect is-lower than the values shown here. )

‘The estimated average - effect on health plan premiums is nominal. However some plans,
particularly those operating in areas with lower level of managed care enrollment, can be
expected to show greater change i in costs.

‘Conclus:ons

Many of the provisions of the CBRR and PARCA descnbed below are similar to current
" managed care standards of practice or reflect standards that are rapidly being adopted, with the
one notable exception of the proposed change in liability for health plans. : :

Information Disclosure

The information reporting and disclosure requirements are a mix of currently collected
information and new information. While processes are beginning to be put into place for most of

. the items included in the requirements, an infrastructure will often need to be developed to -
collect the data. Administration of satisfaction surveys, for example, will require new data
collection, although the standards for which data to collect and the proper way to administer the
surveys has largely been developed. Similarly, methods for measuring health plan and provider
quality have been under development for some years, but not all plans or providers have
implemented the process. " These requirements have the potential to improve the health care
delivery system by making new information available to consumers and other providers. This
information has largely been unavailable for both managed care and fee-for-service members.
The information disclosure requirements for CBRR and PARCA vary. The CBRR calls for more

~ extensive data collection and disclosure for health plans, facilities and proféssional providers,
while PARCA requires reporting of information only related to health plans. ‘We estimate a
change in premium for HMOs ranging from $0.45 - $0.82 per person per month (PMPM) with a
best estimate of $0.50 PMPM for the CBRR provisions, and $0.07 - $0.22 PMPM with a best
estimate of $0. 10 PMPM for PARCA.?

Health Care belivery Requirements

Several of the health care delivery provisions are similar in large part to the current market
“standard. These include: '

e Use of a prudent layperson. standard for access to emergency services,

e Use of standing referrals for specialist, care for persons with serious and chronic
medical conditions; and ‘

2 Alllcost estimates shown m this report relaié to HMO pren&iﬁins only and are based on an average HMO premium
per person per month of $122. This cost per person per month represents bath adults and children and is not the
sarne value as a single premiurm. A :

Page iii
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e Direct access to OBGYNSs for routine and preventative women'’s health services.

Most health plans comply with the prudent layperson standard for access to emergency services,
although some plans use a tighter definition of need for these services. We estimate that full
adoptlon of the prudent layperson standard for access to emergency services wﬂl have a cost
effect ranging from $0. IO to $0.35 PMPM with a best estimate of $0. 10 PMPM.

Assuring broader access to speaahst;serwces is cxpected to have very limited effect on cost.
The CBRR specifically identifies a requirement for both standing referrals for specialists for
members with chronic conditions and for more direct access to OBGYNs for women’s health
services. PARCA speaks only to the requirement,fér direct access to specialists and does not
separately identify access OBGYNs .for women’s health services. We estimate only nominal
changes 1n costs for HMO plans, with a net cost estimate of $0.02 to $0.10 PMPM with a best
estimate of $0.02 PMPM for the CBRR proposal and $0.02 to $0.05 PMPM and a best estimate
of $0.02 PMPM for the PARCA proposal.? The changes related to these provisions will be most
apparent in smaller plans and plans that operate in areas that are relatively new to managed care.
Plans that currently place reiatively tight control on access to these types of services will see
greater levels of change in costs, and the premium effect for these plans ‘is expected to be
sxgmﬁcantly higher than the averages d1scussed in this report.

Third Party Appeals

The requirement for an external appeals process is also similar to the trend in the market.
‘Numerous plans are adopting this standard, fourteen states already have this requirement, and -
legislation is currently pending in nearly all of the reinaining 36 states. We believe the
enthusiasm for voluntarily adopting this standard may relate specifically to the pending
legislation. The direct costs of implementing an external review process appear to be nominal.
We estimate the-cost to range from $0.02 to $0.16 PMPM, with a best estimate of $0.10 PMPM
for this provision. Indirect costs in the form of utilization review changes and increases in
permitted servxces ‘to protect against cases reachmg the external review’ process may result i in
higher prermum rates.

Paint- of Ser\nce Optuon .

~ PARCA proposes to require all network model HMOs to offcr all subscribers a Point-of-Service

.option. CBRR has no POS requirement. Point-of-Service plans are the most rapidly growing

" form of managed care. Under these models, enrollees are covered by an HMO for benefits, but

* have the choice of obtaining services outside of the managed care network with a higher cost

~ sharing requirement. While POS plan membership is growing rapidly and is likely to continue
growing in the foreseeable future, many plans have not yet begun developing this option.

3 PARCA does not include a requtrement for dlrect access to OBGYN services, but the cost of this provision is very
smail.

Page iv
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The requirernent of a Point-of-Service option for network-model HMOs is likely to create new
requxrements for some plans, and may be problematic to implement. This is likely to” be
 particularly true eir physicians on a salaried or capitated basis. Many
large purchasers.are adopting the use of POS plans as one means of offering broader choice to
their members. Other purchasers offer choice in other ways, typically by offering Preferred
Provider Organization plans or other options. Significant clarification of the intended language
is required to correctly estimate the cost of this proposal. Assuming managed care plans are
allowed to require higher cost sharing for out-of-network utilization, this provision.is likely to
have a nominal effect on average costs. We estimate a cost of $0.39 to $0.76 PMPM, with a best /
estimate of $0.58 PMPM for this provision. If POS plans are not allowed to require different
levels of cost sharing for out-of-nembrk utilization, the cost estimate increases to $Z01-RMPM.

kie/xbitity and Malpractice .
PARCA proposes to amend federal law to allow for expanded application of state laws related to
medical malpractice. Such an expansion could increase the kinds of defendants who may be
made parties to malpractice suits and, consequently, could increase costs associated with
anticipating and defending such suits as well as the amount of damages individuals could
recover. Unlike many of the other proposals in the CBRR and PARCA, this provision would
.. represent a significant change in current practices. Consequently, clear estimates of the cost -
effect of this provision cannot be made. Instead we discuss the issues that should be considered
in dnscussmg this prcmsmn

N\

The potential changes to the ERISA provisions are 51gmﬁcant but difficult to quantify. The new @
costs of this provision range from the change in court costs associated with new litigation to
increases in malpractice insurance costs. The effects depend largely on the amount of new

litigation that results from the change in law, as well as whether health plans change their
practices to defend agamst potentxal law suits.’

i}

Summary

The following tables provide a summary of the results of our analysis. Based on these estimates,
the change in premium for an average HMO monthly individual policy would range from $0.83
to $1.87 with a best estimate of $0.98 for the CBRR provisions and from $0.85° to $2.03 with a
best estimate of $1.23 for the PARCA provisions. The change in premiuni for an average HMO
monthly family policy would range from $2.24 to $5.03 with a best estimate of $2.62 for the
'CBRR provisions and from $2 28 to 35.46 w1th a best estlmate of $3 31 for the PARCA
provisions.* : ; :

4 Calculations are based on.a single premium of $i 60 per month and a family premium of $430 per month.
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Total - CBRR _

04/17/98  16:47 TH415 854 4800 KAISER FAM FOUND doos/009
____Consumer Bill of Rights and Re i i
- Best Estimate Range
Cost Per Person Percent of Cost Per Person Percent of
o " Per Month Premium Per Month - ‘Premium
- linformation Disclosure ‘ : R
| Plans o $0.14 0.11% $0.12-$0.22 | 0.10% -0.18%
“ Professionals $0.27 - 0.22% - $0.25-30.47 | 0.20% - 0.39%
-Facilities S - $0.09 0.07% $0.068-%0.13 | 0.07% -0.10%
Total - Information: Disclosure $0.50° 0.40% - $0.45-$0.82 | 0.37%-0.67%
Emergency Service Access - $0.10 ° 0.11% . '$0.10-3035 | 0.11% - 0.29%
Access to Specialists . : ' v ’

Standing Referrals for Specialists $0.01 0.01% 1 $0.01-%0.05- | 0.01%-0.04%
Women's Health Services _ $0.01. 0.01% . $0.01-%0.05 | 0.01%-0.04%
Total — Access to Specialists $0.02 0.02% $0.02 - $0.10 | 0.02% -0.08%

Third Party Appeals . o v - A '
Administration Cost $0.03 0.02% $0.01-%0.06 | 0.01% -0.05%
Claims Cost $0.07 0.06% $0.01-8%0.10 | 0.01% - 0.08%
Total — Third Party Appeals $0.10 0.08% $0.02 - $0.16 0.02% - 0.13%
$0.72 0.61% $0.59-$1.43 | 0.52% -1.17%

Best Estimate : Range _

Cost Per.Person Percentof  |CostPer Person| Percent of

Per Month Premium * Per Month Premium
Information Disclosure $0.10 0.08% $0.07-80.22 | 0.06%-0.18%
Emergency Service Access - $0.10 0.11% $0.10-%0.35 | 0.11%-0.25%
Access to Specialists $0.02 0.02% $0.02-%0.05 | 0.02% -0.04%
Third Party Appeals L ; _ )
Administration Cost - $0.03 0.02% $0.01-%0.06 | 0.01% - 0.05%
- Claims Cost ‘ $0.07 - 0.06% - $0.01--$0.10 | 0.01% - 0.08%
Total — Third Party Appeals $0.10 0.08% $0.02-%0.16 | 0.02% - 0.13%

Point of Service Option . - . :

Administration $0.31 0.25% ., $0.21-%0.40 | 0.17% -0.33%
Claims costs o $0.27 0.23% $0.18-30.36 | 0.15% - 0.30%
Out-of-Network Reimbursement’ $0.00 0.00% $0.00-%6.25 | 0.00% - 5.10%
. Total — POS Option $0.58 0.48% $0.39-$7.01 | 0.32%-5.73%

"IMedical Liability . Uncertain .Uncertain Uncertain Uncertain
Total PARCA $0.90 C0.77% $0.60-$7.79 | 0.53% -637%

5 We have assumned that higher cost sharing will be permirted for out-of-network utilization for the best estimate.
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04/17/98  16:48 415 854 4800

" KAISER FAM FOUND @009/009
CBRR and PARCA
TBRR ~ . PARCA®
Best Estimate Range Best Estimate _ Range

Change in‘r'nont’hly costs o . , .

Single Coverage - $0.98 $0.83 - $1.87 $1.23 $0.85 - $2.037
Family Coverage = - - $2.62 $2.24 - $5.03. $3.31 $2.28 - $5.48
Change in annual costs | '

Single Coverage $11.71 $9.98-$2246 .| - $14.78 $10.81 - $24.38
Famiy Coverage A $3148 | $26.83-960.37 |  $39.73 $27.35 - $65.53

6 Premium cost estimates impact for PARCA does not include the additional cost related to the change in Iiability
for health plans, as we have not been able to calculate a cost for this provision.

7 For purposes of the range of premium change estimates, we have assumed the POS provision will allow higher
cost sharing for out-of-network utilization to provide what we believe to be a more reasonable estimate.
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AHA STATEMENT REGARDING PROVISIONS IN THE DEMOCRATIC QUALITY BILL
RELATED TO “PROTECTION FOR PATIENT ADVOCACY” _

" THe American Hospital Association has reviewed the provisions in the Democratic quality
- initiative related to employee protections. The AHA would prefer these provisions not be
included in federal legislation. Such provisions are unnecessary because we already give each
- and every hospital employee a “megaphone” to report loudly, clearly and quickly any patient
- care concerns they have so we can fix the problem immediately. There are existing mechanisms,
both internal and external, to address these concerns.  Patient safety concerns need to be dealt
* with directly and 1mmedlately, and employees should work within hospital proceduxes to quickly
- résolve concems.

 While ‘we remain conéemed about this provision, and will work to have it excluded from any
quality initiative addressed by Congress this year, it is an improvement over previous versions of
the legislation. Originally, the provision was an employee protection provision masquerading as
- aquality. concern. The latest draft has moderated the provision and refocused on quality. We
- particularly commend the efforts of Rep. John Dingell {D MI) to narrow the more onerous
prowswns of the original proposal. :
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THE WHITE HOUSE

Office of the Press Secretary

For Immediate Release April 22, 1998

STATEMENT BY THE PRESIDENT
ON THE NEW KAISER FOUNDATION REPORT
- ON THE PATIENTS’ BILL OF RIGHTS

Today, the Kaiser Family Foundation released a new report that confirms our longstanding belief
that the cost of the Quality Commission’s patients’ bill of rights, which T have endorsed, is
modest and well worth the protections it would provide. By affirming the Congressional Budget
Office’s (CBO) estimates, the Kaiser report convincingly rebuts the scare tactics that some have
used to undermine bipartisan efforts in the Congress to pass a patients’ bill of rights this year.

Many Americans today lack the protections necessary to ensure high quality health care. They
may not be able to see the specialists they need, or to get emergency care wherever and whenever
a medical emergency arises. They may not be able to talk freely with doctors and nurses about
all the medical options available -- not only the cheapest. They may have.no place to go to
present grievances about their health care. The Quality Commission’s patients’ bill of rlghts
guarantees Americans these and other common sense protections.

The Kaiser Report reafﬁrms recent estimates by the CBO that these protections would increase
health insurance premiums less than one percent (less than $3 per family per month). The
improvement in the quality of health care that will result from these protections is more than
worth the very modest premium increases projected by both Kaiser and CBO.

This report again shows the utter groundlessness of claims that a patients’ bill of rights will
significantly increase health care costs. With this new information, there is no excuse left for
inaction. I therefore call on Congress again to send me legislation that gives Americans the
health care protections they need and deserve. I look forward to working with members on both
sides of the aisle to ensure that we pass a strong patient’s bill of rights this year.

-30-30-30-
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National Standards for Health Plans

NO.SzB8 - P.z2rs2

s We support national standards for two reasons: (1) to assure that all Americans have
adequate protections, regardless of the type of plans in which they are enrolled; and
(2) to streamline the regulatory process so that plan enrollees and purchasers are not
paying the cost of unnecessary or conflicting regulation.

e The development of health plan standards should combine the best elements of public
and private sector resources. Complex standards should be developed through a
process that relies on the expertise of independent and private sector entities.

» There are three types of health plan standards which call for different approaches to
development and enforcement.
o “Core” standards which represent basic requirements should apply to all health
- plans. Examples would include standards defining covered emergency care and
standards setting forth open communication between providers and patients.
¢ Some standards that are complex in nature and likely to change over time also
should apply to all health plans. Examples would include standards for
measurement of health plan and provider performance.
¢ Finally, there are standards which are complex as in the second categc)ry, but
which , at this point, are not warranted as requirements for all health plans,
These standards might be adopted by public purchasers, but would be voluntary
for plans not participating in those programs, However, plans should have
_incentives to adopt them.

o The first category of standards could be enacted by Congress. However, because of
their complexity, the second and third categories should be delegated for development -
and adoption to a process that utilizes the expertise of independent and private

~ entities, Such a process could involve a. Commission chartered by Congress adopting
standards upon the recommendation of accreditation bodies and other independent
entities. :

To streamlme the regulatory process, national standards within any category should
preempt conflicting state standards. An incentive to adopt the third category of
standards noted above should be preemption of conflicting state standards.-

We do not support standards which would expand liability provisions because we
believe this will lead to increased litigation expenses rather than quality improvement.
Nor do we support standards which have as their primary impact, economic
protccnon rather than consumer protection. We can support carefully crafted external
review programs provided the decisions are clearly scientific-evidenced based
decisions.
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‘GOP Members Break Ranks on HMO Bill
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By Laura Meckler
Associated Press Writer
Wednesday, April 29, 1998; 7:27 p.m. EDT

WASHINGTON (AP) -- Pushing for action this year on the issue of

| patient rights, nine House Republicans broke ranks with their leaders

l Wednesday to endorse a plan introduced by the Democratic
leadership. :

Yobe o Virtval Toor l
of Apartments Qaoline . : ) .
_________ In the meantime, GOP leaders prepared a plan of their own to satisfy

the craving for health legislation this year.

Eighty-eight House Republicans had already irked their leaders by
supporting a broad, Republican-written plan to regulate health
maintenance organizations and other managed-care plans. But on
Wednesday, nine members led by Rep. Greg Ganske, R-Iowa, signed
on to a Democratic bill that would guarantee choice of doctors,
access to specialists and the right to appeal denial of care to an
independent panel.

Ganske said he is concerned that Congress will end the year without
acting on any of the bills, which register broad support from a public
concerned that managed care's effort to cut costs may deny them the
care they need. The drive for new legislation is backed by consumer
groups and doctors, who are also feeling the pinch of cost-cutting.

Republican leaders in Congress, backed by employers and insurance
companies, counter that the bills represent unnecessary government
regulation and will drive up the cost of health care, ultimately leaving
more Americans without any insurance.

GOP task forces have been appointed in both the House and Senate
to come up with a Republican alternative.

The House group is focusing on a proposal by Rep. Tom Bliley,
R-Va., chairman of the House Commerce Committee, that would
create a new option for small- and medium-sized companies to join
in purchasing pools to escape state health insurance mandates and
come under the umbrella of the federal law that covers-most large
companies.

The bill, according to an outline obtained by The Associated Press,
would create organizations dubbed **HealthMarts" that would be run
by providers, consumers, employers and insurance companies. These
groups would compete with traditional insurance plans for business.

In addition, the GOP plan, to be discussed by the task force
Thursday, would include some protections for patients, such as the

10of2 ’ 04/29/98 20:41:59
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right to appeal denials, the right to choose any doctor (although the
patient might have to pay extra) and the right to receive‘information
about any insurance plan.

[t would also allow individuals who buy health insurance to deduct
the cost on their tax returns and would let small employers that join
to form larger insurance pools be federally regulated, escaping state
requirements.

In the meantime, Ganske rounded up co-sponsors for the Democratic
bill as Republican leaders pressured them to stay away.

"1 was happy that, considering the circumstances, I had eight other
very brave and courageous congressmen," he said. He said many
others are "‘an inch away" from joining them.

President Clinton welcomed those who crossed the.party line.

“They are sending a strong signal that it is unacceptable for this
Congress to adjourn this year without passing a strong patients' rights
bill," he said in a statement.

The other eight Republicans backing the Democratic bill are Reps.
Charles Bass of New Hampshire, Mike Forbes of New York, Jon Fox
of Pennsylvania, Wayne Gilchrest of Maryland, Lindsey Graham of
South Carolina, Steve Horn of California, Steve LaTourette of Ohio
and Jim Leach of lowa.

© Copyright 1998 The Associated Press

Back to the top
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THE WHITE HOUSE

Office of the Press Secretary

For Immediate Release ' B April 29, 1998

STATEMENT BY THE PRESIDENT
On New Bipartisan Support for the Patients’ Bill of Rights

I am extremely pleased that today at least nine Republican Members of
Congress joined as cosponsors to H.R. 3605, the Patients’ Bill of Rights Act of 1998. In
. announcing their support for this leglslatlon they are sending a strong signal that it is
unacceptable for this Congress to adjourn thls year without'passing a strong patlents rxghts
bill.

I commend Representatives Ganske, Bass, Forbes, Fox, Gilchrest, Graham, Horn, -
LaTourette, and Leach for their leadership, and I look forward to working with them. We
have learned again and again that when we reach across party lines we can pass important
legislation that improves our nation’s health care system. Making the Patients’ Bill of Rights
~ Act of 1998 bipartisan provides new momentum towards ensuring that a patients’ bill of rxghts
will become the law of the land.

The Patients’ Bill of Rights Act of 1998, recently introduced by Representative
Dingell, provides long overdue protections that Americans need to renew their confidence in
the nation’s rapidly changing health care system. It allows patients to see the specialists they
need; to get emergency care wherever and whenever a medical emergency arises; to talk freely
with doctors and nurses about all the medical options available -- not only the cheapest and to
appeal when they have grievances about their health care

I urge Congress to send me legislation that gives Americans the health care protections

- they need and deserve. I look forward to working with Members of Congress on both sides of
the aisle to ensure that we pass a strong patients’ bill of rights this year.

-30-30-30-
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Nationwide Health Care Poll

The Luntz Research Companies conducted 1,005 interviews of adults nation-wide from
April 29 to May 1, 1998. (Margin of error : + 3.1%)

Question: Would you say the overall quality of health care in America over the last -

10 years has

Improved 343%
Stayed the same 15.6%
Deteriorated 46.8%

*  55% of Americans living in the Pacific think the overall quality of health care has
deteriorated over the last 10 years.

° 51% of Americans making between $20K-$49K think the overall quahty of health
care has deteriorated over the last 10 years.

s 52% of HMO members think the overall quality of health care has deteriorated over
the last 10 years.

Proposal: Health care providers would be required to give their patients full
information about their condition and treatment options. Do you:

Support 96.6%
Oppose 1.6%

The groups most supportive of requiring health care providers give their patients
full information about their conditions and treatment options:

e Women ages 50+ 100%
* Income $50-79K ‘ 99%

Proposal: Any basic managed care plan would be reqmred to allow patients to see
plan specialists, when necessary. Do you:

Support 95.3% -
Oppose 21%

Amongst those who support, the following groups indicated the greatest intensity by
responding they “strongly support” requiring any basic manaoed care plan to allow
patients to see plan specialists when necessary: _

Total Strongly Support | 79.7%
. Ageover60 : 37%
. - Weak Democrats 87%
. Income $50-79K 87%
. West/Midwest Region ' 36%

1000 Wilson Boulevard B Suite 950 Ariingt:)n, Virginia 22209 B Phone (703) 358-0080 & Fax (703) 358-0089




Proposal: Patients should have the right to a speedy appeal when a plan denies
coverage for a benefit or service. Do you:

Support: - 94.7% )
Oppose 33% :

*  99% of people making between $50K and $79K support patients having a speedy
appeal when a plan denies coverage for a benefit or service.

¢ 99% of HMO members support patients having a speedy appeal when a plan denies
coverage for a benefit or service.

*  96% of strong Republicans support patients hawnc a speedy appeal when a plan
denies coverage for a benefit or service. :

Proposal A complete list of benefits and costs offered by a health plan before he or
she signs up for the plan. Do you:

Support 91.3%
Oppose 4.6%

«  93% of Democrats are in support of requiring a compete list of benefits and costs
offered by a health plan-before he or she signs up for the plan.

= 92% of Republicans are in support of requiring a compete list of benefits and costs
offered by a health plan before he or she signs up for the plan.

» 83% of Independents are in support of requiring a compete list of benefits and costs
offered by a health plan before he or she signs up for the plan.

Proposal: All health plans must allow their patients the option of seeking treatment
outside their HMO, with the HMO covering at least a portion of the cost. Do you:

Support 87.2%
Oppose 8.8%
» Groups most in favor:  Ages 30-44 95%
. Personally in an HMO plan 95%
Household Income of 80K and up 93%
. Groups who most strongly favor: ‘
Household Income of 50K-79K 75%
Family with HMO Membership 70%
- Ages 30-44 70%
Women ages 13-49 ' 69%

Proposal: Insurance companies would be prohibited from paying doctors more
money for offering less treatment or refusing referrals. Do you:

Support 67.6%
Oppose 20.1%



Groups who most favor prohibiting insurers from paying doctors more to offer less
treatment or refusing referrals:

« Household Income $50-79K 34%
e Weak Democrats 79%
« Industrial Midwest 78%
e Ages 30-44 ' 77%
«  HMO members 75%

Question: Let’s say that the proposals I just read were packaged into a single piece

of legislation. Would you be .... to vote for your Member of Congress if he or she
voted for this legislation?

More Likely 83.8%
Less Likely 42%

» 83% of Independents wouId be more likely to vote for their member of Congress if he
or she supported all six proposals as a piece of legislation. .

° 86% of Democrats would be more likely to vote for their member of Congress if he or .
she supported all six proposals as a piece of legislation. ‘

* 83%of Repubhcans would be more 111\e1y to vote for their member of Congress if he
 or she supported all six proposals as a piece of legislation.

*  93% of HMO members would be more likely to vote for their member of Congress 1f
or she supported all six proposals as a piece of legislation.

Question: And if you knew that enacting all six proposals as a single piece of

legislation would cost you about $17 more per month, about $200 more per year,
would you ... this legislation?

' Support - 674%
Oppose 23.1%

*  73% of Americans aged 18-44 would support paying $17 per month, or $200 more
per year to enact all six proposals as a single piece of legislation.

*  75% of wornen aged 18-49 would support paying $17 per month, or $200 more per
year to enact all six proposals as a single piece of legislation.

*  79% of people earning $50K-79K would support paying $17 per month, or $200
more per year to enact all six proposals as a single piece of legislation.

Demographic: Are you or your spouse a member of an HMQ?

Self only 13.0%
Spouse only - 4.0
Both 241

No ' 56.8%



PRESS RELEASE

FOR IMMEDIATE RELEASE : " Contact: Suzy Pollack
May 14, 1998 (703) 276-1604

Nationwide Poll Shows Americans Overwhelmingly Want Congress,
to Step In to Protect Patients’ Rights
Nationwide Health Care Poll Shows Support for Principles in GAP Bill

Washington, D.C. -- Americans expect quality from their health care plan and they are willing to

pay a reasonable amount more to assure access to the specialists, procedures, and’ mformanon they
need to make sound judgments about their own health.

Furthermore, Americans believe that if HMO's aren 't providing this themselves it is time for
Congress to step in to protect patients’ rights. :

Those are among the key findings of a poll, commissioned by the Patient Access to Specialty Care
Coalition and conducted by the Luntz Research Companies, which tested the principles outlined in the

. Patient Choice and Access to Quahty Health Care Act of 1998 (HR 3547), also known as the GAP
Bill.

The principles proved overwhelmingly popular with the American people: % Support

*  Health care providers would be required to give their patients full information
about their conditions and treatment options. 96.6%

* Any basic managed care plan would be required to allow patients to see plan specialists -
when necessary. _ 95.3%

+  Patients should have the right to a speedy appeal when a plan denies coverage fora
benefit or service. 94.7%

« A complete list of benefits and costs offered by a health plan would be required to be
provided to every potential patient before he or she signs up for the plan. 91.3%

«  All health plans must allow their patients the option of seeking treatment outside their
HMO, with the HMO covering at least a portion of the cost. » 87.2%

» Insurance companies would be prohibited from paying doctors more money for .
offering less treatment or refusing referrals. » : 67.6%

Susan Banes Harris, a patient advocate from the National Multiple Sclerosis Society stated,
“Americans are calling on their own Members of Congress to act on their behalf to provide access

to the quality health care which they are already paying for. Today’s poll proves that such access
is found in the GAP bill.”

s
Tt

National Headquarters:
1000 Wilson Blvd., Suite 960
Arlington, VA 22209
(703) 276-1604 * Fax (703) 276-1605
Jlaszio@laszlo.smart.net

Corporate Headquarters:
3915 Olde Coach Road
Durham, N.C. 27707
(919) 490-3762 » Fax {919) 490-6526
http://smart.net/~laszlo
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THE NATEONAL STANDARDS OPTION ‘
FOR TIHE CO_NSUIHER BILL OE RI(_;HT S

_ A. The Secretary of HHS and the Secretary of Labor deveiop minitum standards for
- consumer mformauon, quality,’ pnvacy and conﬁdenna‘hty and grievance procedures (as

hsmd below)

B Non-E.RISA and ERISA covered plans adopt the Consumer Bill of nghts }

-~ The Department of HHS ent’orees and momtors non- ERISA p!a.ns (vxa states)

o The Department of Labor modlﬁes ERISA to requlre employer-sponsored plans to.
adopt the Consumer Bill of Rights. The Departmem 41so cnfarces and momtors
‘ ERISA covered plans : .

C Unless specnﬁed bo:h Non—ERISA and ERISA plans must cornply w1th the followmg

1.

Consumer Information

- A. All health plans provide consumers at thexr request and at the ume of enrollmem
_ with the following information. Non-ERISA plans also provide this information at
“least once annually while ERISA plans provxde the mformauon penodxcally as
dnseussed below under point 1B. .

’ B

. Basac descnpnons, meludmg covered beneﬁts and excluswns, premmms cost-

o 'shanng, "lock-ms by HMOs and dxsenrollment nghts

| 'The plan s self-measurement based on the performance measures estabhshed

Under point 2, below. [Note: DOL is still deliberating the issue of self- -
measurement by plans and wm need to talk further with HHS about tlus

- concept]

AThe 1dent1ty, locatmns, specxaltles, and avaﬂablhty of parucxpatmg provxders

" A summary descnptxon (not mcludmg propnetary mfonnatxon) of the
procedures used to control utilization of services and expenditures, the practice .

guidelines used by the plan, and the financial incentives used by the plan (x e,

. ;the amount of risk assxgned to partlclpaung physicians).

Apphcable appeals or grievance procedures, mcludmg phone numbers for

‘ desxgnated staff and. mdependent ombudsman offices in that semce area.
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“B. 'ERISA eovered plans pmvxde mformatmn to, enrollees pursuant o the followmg
: requnrements ‘ ‘ :

; !—Iealth plan SpONSsors prowde updated summary plan descnptlon (SPDs) for
~employee bﬁlth plans every Syearsto DOL.. = y

Plans cannot cherge copylng fees for provxdmg coples of the current SPD and |

all summaries of material modifications (SMMs) to date to a participant of
beneficiary who has requested such material and: who has not received such

o matenals prevxously in the same plan year

| The plan admxmstrators provxde nouae (elther as an SMM of some other

notice) to each covered individual ‘at least 30 days before the effective date of -
any change to the health benefit plan (e 8- change in beneﬁts coverage and

o cost-shanng reqmrements)

Health plan sponsors dlstnbute SMMs for all other changes at least 30 days -

before the earlier of the end of the plan year or the first date participants and -

' beneficiaries may choose to decline coverage (open season). 'Examples of such

amendments include a decision to self-insure a plan that previously was

. msured thhout reducmg benef'xts, ora change in p an admxmstrator

."Insutance companles ¢an not lapse mdmduals coverage under insured -

employee health pla.ns lapse due to the plan administrator’s nonpayment of

. -premium, unless the insurer notifics these mdlwduals at least 15 days before
. the coverage is to Iapse ,

‘ _Plan sponsors make the followmg dlsclosure to enrollees rega:dmg thelr nghts |
. and remed1es under an ERISA plan : :

e : If & benefit claim i is denied, any nghts and remedies beyond the

- 'admxmsuanve appeal process come under feder law. (ERISA), not state

¥ 'Under federal law the remedles available are genemlly limited tn
. recovery of the benefits due under the terms,of the plan, and at the
court’s discretion, reasonable attorneys fees and costs of aetmn but not
expert thness costs.. » -

- ?, ~ Enrollees may, generally not recover compensatory eonsequenual or

- - punitive damages under state law (e.g., out of pocket expenses and
‘other costs incurred such as lost wages,” pam and suffenng a.nd
. emotional damages) : , R

- Plan’ sponsors mf‘orm enrollees whether thelr health coverage is provxded
: through msura,nce or from the general funds of the plan sponsor, and if unpaid

(.

1o
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"benefits may be eligible for reimbursement from a state guarantee fund if the
‘ cntxty pmvxdmg eoverage expa-:ences financial dxfﬁcuity : .

- 2 Qualitr V
Bstabhsh standards for quahty and mform consumers about their plan performance

O' Depa.rtmcnt of }IHS develop performance mwures to evaiuate competmg
“ plans. ' , . . ‘

®  Health plans self-evaluate and furmsh information about their performance:
: under the standards to enrollees (States for non-ERISA plans and DOL for
" ERISA covered plans may develop methods to encourage health plans to
- comply). [Note: DOL is still deliberating the issue of self-evaluauan by plans
-~ and needs to confer wuh HHS again on this issuc.] , -

A Department of HHS develom national srandards for uuhzanon review
Vprocedures

®  Adopt civil and-friminal“ penalties for falsification of information.

3, Privacy and Conﬁdenmhty' Guamntee the pnvacy of panent medxcal
. records.

Esmbhsh uniform conﬁdenuahty safeguards for all medlcal records, rega.rdless of the
form (paper or electromc)

E

e The safeguards. aIlows dxsclosure for payment of clmms invesugauon of health
care fraud or abuse, and for specified public health reasons or in medical - '
- emergencies, by court ordcr, by the subject’s consent or to create a.nonymous
‘aggregate data.

. The safeguards ensures individual nghts to mspect and modxfy hxs or her
 records in case of an error.

o Adopt civil and cnmmal penalues for vxolatwns of conﬁdennalxty
‘4; Consumer Gnevance Procm.

Ensure consumer gnevances about claims or covered benefits are addressed quxckly
and fairly,- thh access to a neutral dispute resoluuon system.
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¢ Gmnts to states to establish ombudsman ofﬁces and alternanve dzspute ‘
resolution systems, providing independent advice and counse] to consumers
encountenng difficulty with providers.

® I-Iealth plans provide prompt notice of demal delay or reducuon m services
‘ and of a right of appeai h

®  Health plans prov:de expedlted appwl proaednres for pre—servme denials and
~ in urgent or emergency situations.

® - Health plans submit an annual report to the ombudsman offices on the number
' of complaints ﬁled their allcganons, and the dlsposmons

e Trial courts review claims cases dgngxg thhout deference to decisxon of

. administrator or fiduciary and to construe am"blguous terms in the plan contract

against the drafter

Option 1: Status Quo

-  Option 2:  Expand ERISA remedles to make people who]e for economlc
' losses suffered; no punitive damages. -

add non-economic losses (pain and suffering). - -

‘Permit Sécretary of Labor to impose civil penalties for failure to
- provide plan benefits without any _rcasc'mable basis.

‘Make ERISA plans subject to existing state law remedies.

e . Establish pilot demonstration projects in the Department of Labor for
: mediation of health. claims,

'@ Health plans provide prompt notice of dcmal delay or reducuon in services
'~ andofa nght of appeal

® °  Héalth plans provide expedxted appeal procedures for pre~serwce demals and
in urgent or emergency suuatmns
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- ‘Trial courts review clazms -cases de novo, wnthout deference to decision of

administrator or fiduciary and to construe am‘bxguous terms in the plan contract

. against the draftcr

Additlonal Rules fbr Multip]e EmﬁloyerA-Welfare Amﬂgements (MEWAs)

~ All MEWAS regxst.er initially and annually with DOL. MEWAS could register

by submitting copies of their state licenses or through some other means as
promuigated in DOL regulauons :

The Depanment of Labor may charge a regzstrauon fee, dctermme the content

- of the reglstrauon statement and cease the opemnons of unregxstered MEWAs

When a MEWA fails to reglster a cml pendlty may be lmposcd on exther the
individual desxgnatod by thc MEWA as the "administrator” or absgnt such a

.des1gnat10n on the person responsible for handlmg plan assets

Willful fmlure to regxster becomes subject to the criminal penaltxes under -
ERISA section 501 and 18 USC section 1027. Under Section 501 individuals
face up to a $5,000 fine and/or a year in ]all while entities can be fined not -

‘«.‘more than $100 000.

Amend certain ERISA deﬁmnons (e.g., the section 3(40) reguianon project on
collective bargaining agreements) to prevent MEWAs from avmdmg '
xegxstmnon zequlrements :

T et
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VOLUNTARY CERTIFICATION OPTION '
' FOR THE CONSUMBER BILL OF mgm'rs |

A. The Secretary of HHS develops performance measures for quality to evaiuate eornpetmgv
- health plans.

B. The NAIC (or Sec:etary of HHS and Labor) deveiops minimum standards for consumer
¢ information, quality, privacy and conﬁdcnuahty and gnevanee procedures (as outhned in
Nan’s' memo} . .

C. The Seoretary of Labor modlﬁes the NAIC standards for ERISA covered plans

D. Consumer education effort mmated by both the Depaxtment of HHS and Labor on the -
cert:ﬁcatxon . )

The Secretary of HHS estabhshes a procedure to cemfy health plans as meetmg the
© standards. ' . ‘

-~ The Secretary of HHS establishes a panel to review each stdte s insurance
regulatory program and certify those that meet the minimum standards

- Health plans sold in states that adopt the NAIC standards are- deemed as meetmg |
the standards o

-- For those plans in states not adoptmg the standards may apply dxrectly o the -
Secretary of HHS for eemﬁcauon , y

- The Secrctary of HHS aliows the insurers meetmg these standards to print on the pohcy an
emblem mdmatmg that the heaith plan has met the vo'iuntary standards '

- The Secretary of Labor establishes a procedure o cemfy ERISA covered health plans as
meenng standards ‘ _

" Option 1" - SeIf msured plans and MEWAS establtsh programs and then apply to
T “the Department of Labor for cemﬁcanon
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Pmblerh:

Option 2:

Prpblém:
Option 3

‘ Pmbleﬁm:

Adnimmtmtn?ely ‘burdensome for the Departmernt of Labor o certify
- each plan. Self-insured plans-and MEWAs may find the apphcatlon
: ,pmcess too’ comphcnted to seek certification voluntarily.

0 A
_';a: 9‘:“3

Self-msurad piansand MEWAS self-cefy

Potential abuses by self-insured plans and MEWAS (e.g. falsification).
Also, as states adopt NAIC standards, . employers may be pushed
further to self-msure T

Option 2 but if x% of them do not self-cerufy by 19_, then the
standards become mandatory for all sélf-msured and MEWA plans.

: Polmcally more difficult to pass through Congress than the other two
_ optlons above. - ‘ . ‘

Federal Sanctibns -

Faderal sanctions, consmnng of ﬂnes and/or lmpnwnmcnt for:

1. fumls}nng false mformanon to obtam ceruﬁcanon [add] )
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To: Chris Jennings C o ,

From: -David Abernethy

= o Date: ~ May 1, 1998 . : . ‘ M
el ol Myer? - ‘ v , .
: Re:  Conference Call with The HMO Group

{nkwﬁk";f | o B A*@kpc&i2~f

s

o . - Dy
ssed, we are looking forward to your participation by telephone in a Board of Directors ‘
The HMO Group. We will do this én Sunday 5/3 at 6:30 pm. As I discussed with Donna - \&U\

e me at }(800) 381-3830 with the-phone number for us to call you at that time. Everyore nie
d in the discussion will be in the meetmg in Chicago. ..

PN A
1s meeting W1ll be representatives of AvMed Health Plan (FL), Fallon Community . 2

an (MA), Group Health Cooperative of Central Wisconsin, Harvard Pilgrim Health Care

alth Alliance Medical Plans (IL), Health Care Plan (NY), Healthpartners (MIN), HIP Health - (
: ‘(NY), Kaiser Foundation Health Plan and the Permanente Medical Groups, M Plan (1IN, and
Scott and White (TX). These are a]l non- proflt mastly group model HMOs, many thh a very long ‘
hlthl’}f ‘ . : o - DCA/
I believe it would be helpful for this group to hear the followihg message from you: ' v

‘o Legislation is likely this year;
@w’ mua}‘m'ﬂ e The White House is committed to obtaining legislation; .

s+ There is a rational scenario for how the Administration and its allies would go about achieving

Py W _ ' this goal {gnd it would be helpful for you to describe the scenario}; 3 \) WA

‘b (,c;ﬂJ B *  Health plans are not doing themselves any favors by |u>t saying no;” 1.¢., there are very <@ Ak 4} }JL,
Pns? NN negative consequerices whxch may likely ocecur if AAHP and the managed care industry A
JEOr Mﬂ * continues on our current path; N , Wi M L«
Q‘ ,,,/'m o There is still time to infl the | “]A ti i Siti ifag u f health plans would e .
bL by 5 ¢ 15 still time to influence the legislation in a positive way 1f a group of health plans wou LA
i % , , - come forward with a proposal for federal legislation . oy “"&‘)
§ 08 s ‘ A ‘ ' he Ma

| Wy
{j A (mgry (_:,CJ\(R P va‘((tf (./AW\‘ “‘U\"’)I”“"’/}

, y dwgT
¥ CQF[\J’"?\




May 1, 1998

The proposal that THMOG is considering would call for Federal legislation to establish a framework
for regulation and to put into law certain core standards which we believe must be legislated.  They
include prudent lay person, standards for medical record data, external review, and anti-gag rules.
This would be coupled with the establishment of a Federal commission that would guide and direct
the quality assurance activities of plans. The Commission would oversee the standards used by
private accrediting entities and plans could choose private accreditation to meet standards other than
the core standards legislated into Federal law. If a plan met the Federal requirements, 1t would be
relieved from meeting similar standards in State law. ERISA self-insured plans would be required to
meet the Federal standards.

Finally, it would be helpful for you to say that the Admiﬁistration is open to discussion, particularly
with respect to an implementation plan for the consumer protection standards, and that you would be
prepared to help those who help themselves by standing up now, as opposed to later.

Last, but not least, [ didn’t have anything to do with this. You worked with George Strumpf, Vice ’
President of THMOG for Legislation, and Dan Wolfson, President of THMOG, to set thisup.

As always, it 1s a pleasure doing business with you.
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'NATION S THRLE LEADING HEALTH CARE QUALITY OVERSIGHT
"BODIES TO COORDINATE MEASUREMENT ACTIVITIES

Landmuark collaboration urmong AMAP, JCAHO, and NC "0A will help ensure e}}" cient collection of
comprehensive per)‘armance ng[armatzon across all levels of the health care system

WASHINGTON - The nation's preeminent health care accrediting organizations -- the A:nerlcau
Medical Accreditation ProgramSM (AMAPSM), the Joint Commission on Accreditation of
Healthcare Organizations (JCAHQO), and the National Commiittce for Quality Assurance (NCQA) --
today announced a collaborative effort designed to coordinate performance mcasurement aclivities
across the entire health care system. The agreement establishes the Performance Measurement
_Laordinating Council (PMCC), a ! S-member group that will work to casure that measurement
driven assessment Processes are eff‘ icient, consistent and useful for the many parties th'u rely on them
to help make important. decisions ahout he.a.lthcare. T

"Indcpendently, our orgunizations are workin g aggressively to develop rigorous performance

measurement programs for different levels of the health care system,” said NCQA Prosident

Margaret E. O'Kane. "Working together, we can make performance measurement not only much Icss
- burdensome, bul also more mcaningful to consumers, employers and health care professionals.”

"The work of the PMCC will start a positive chain reaction,” said Randolph D. Smoak, Jr., M.D.,
Chair AMAP Goveming Body, and Vice Chair of the American Medical Association (AMA) Board
of Trustecs. "Morc cflicient measurement will lead to broader participation in accreditation
programs, which will lead to quality improvement, which will lead to better care and service.
Ultimately, patients and the public are the real winners."

Formation of the PMCC dovetails with the recent recommendation from President Clinton's
Advisory Commission on Consumer Protection and Quality in the Health Care Industry urging
greater coordination in health carc performance measurement cfforts, In a related excculive order,
President Clinton has directed Vice President Gore Lo organize a "Forum for Health Carc Quality
Measurement and Reporting” that will seck Lo incorporate cxisting private sector efforts. The PMCC
cxpects to work through the Forum to help shape measurement prmrxtlcq and approaches that serve
the needs of the American public.

The PMCC's efforts will build on a consensus statement, "Principles for Performance Measurement
in Health Care,"” dcvdoped by the group's sponsoning orgamzatlons The document briefly outlines: ~

———

* the rationale behind performance measurement efforts;

« appropriate uscs of performance data;

+ specific arcas on which measures should focus;

* guidclines for using performance data for comparative purposes;

= general requirements for cost effcclive measurement;

« and specific opportunities for collaboration.
"This is an cxciting opportunily o pool and collectively expand our quality measurement expertise in
service of the public intcrest,” said Dennis S. O'Leary, M.D., President, JCAHO. "Good measures

and good data will eventually provide good information Lo drive improvement in health carc services
and to better inform consumer decision making."

5/19/98 | S o ' 4:07:04 PM
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Currently, AMAP. ICATO and NCQA each define performance measurement at different levels ol
(he health care systcm. AMAP focuses on standards of quality for the individual physician. JCAHO
aceredits a range of health care facilities, including organizations providing acute carc, ambulatory
care, behavioral health care, home care, chinical laboratory services, long tenu carc and managed
care. In addition, JCAHO has begun integrating performance measurcment into the accreditation
process.

The focus of NC:(QA Accreditalion and performance measurement program (ITEDIS®) is ou sysiens
- of care for dcfined popnlations, such as HMOs and point-of service plans. Morc than 90 percent of
the nation's managed health care plans already use HEDIS to track and roport their perfommance..
‘NCOQA recenily announced a new accereditation program that will bage accreditation decisions in part
on a ligalth plan's performance on key HEDIS measures such ag member satisfaction, immumzation
rates, and mammography screening.

iﬂax,h orgunization is committed to developing and advancing rigorous, dynamic measurcment
programs fa improve care and help consumers and purchascrs make importaut health care coverage
decisions. I'hc accreditation programs developed by JCAHO and NCQA alrcady cujuy broad
participation across the health care industry, and have consistcntly drawn upon the wpul of various
constituencies. ‘The new AMARP initiative, similarly, 15 gaining rapid acceptance from pliysicians,
hospitals, health plans and health care purchascrs.

Performance mcasurcs currently vary {iom one level of the health care system to fhe next, but therc is
overlap. For example, member satisfactioy, innunization rates and ccrvical cancer screening rates
have been usod to asscss providers, facilitics aid plans alike. Other broadly applied periormance
measures include cesarean acction rates, manunography screening rates, measures of the accessibility
of care, cost measureg, utilization ratcs (<.g., coronary ar 1e;1y bvpdbb graft Surgenes per 1,000
members) and average office wait times, ‘

A common criticisiu of performance mcasurement achivities -- cven from those who uppreciate their
importance to qualily improvement -- is that costs for data collection and reporting can be high. The
PMCC'S efforts will help 10 reducc those costs.hy: ‘ -

coordinating identification and/or development of groups of 'universal’ measures (i.€..
measures thal could be used to assese pcrf‘ormuncc of physicians, facilitics or hcallh plans in
thie same ways)

standardizing data requirements for different mcasurement systemns;

devising mcans of caordinating meusurement activities amnong physmans, organizatioual
providers, facilities and health plans;

establishing more efficicnt verification and data quality assurunce systems;

and dcveloping guidelincs for the appropriate use of performance data.

"This collaborative cffort represcnts a significant step forward toward improving the delivery of

- health care in this country,” suid David B. Pryor, M.D., Clir of JCAHO's Advisory Council on
Pertormance Measurement and Systemn Vice President for Infunuation Services. Allina Health
System.

The PMCC will also address viher important issues such as standardization of T_MW
_mhmqnca.(,ad_;uz,tmg for differences in the health of covered popnlations or patients) which is a key
155u¢ for measuring perforniance ut the physician, facility and heatth plan levels. Ulllmatcl} the

group cxpects to articulate principles to deal with risk adjustment that will help the science of

5/19/98 ‘ L  407:04PM
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performance mcasurement move forward.

The PMCC will begin work on thesc issues at its first meetmg this summer. ’\I-‘h:_g:oup_\mll_me:L.
three to four times per year.Work groups addressing specific issucs will nieet in person and via
conicrence call more frequently.

H#H

The American Medical Association is the voice of the American medical profession. The AMA is a
partnership of physicians and their professional associations dedicated to promoting the art and
science of medicine and betterment of public heulth. AMAP - sponsored by the American Medical
Association - is designed to cnhance the health of the public by setting standards and improving the
performance of individual physicians, while rcplacing the current duplicative and fragmented
patchwork of cxisting physician revicw and assessment programs.

Founded in 1951, the Joint Commission on Accreditation of Healthcare Organizations' mission is to
improve the quality ol care provided to the public through the provision of health care accreditation
and related scrvices that support performance improvement in health care organizations. The Joint
Comnmission evaluates and accredits over 18,000 health care organizations and programs, including
hospilals, integrated delivery network and organizations that provide home care, long term care,
behavioral health care, laboratory and ambulatory care services. The Joint Commission also accredits
health plans, integratcd delivery networks, and other managed care entities. An indcpendent,
not-for-profit organization, the Joint Commission is the nation's oldest and largest standards-setting
and accrediting body in hcalth care.

A non-profit watchdog organization, the National Committce for Quality Assurance (NCQA) is
widely recognized as the leader in the effort to assess, measure and report on the quality of care
provided by the nation's managed care organizations. More than three quarters of Americans cnrolled
m HMOs are in plans that have been reviewed by NCQA. :
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American Nurses Association
600 Maryland Avenuc SW

Suite 100 Wext

Washington, DC 20024-2571

Te1 202 651 7000

Fax 202 651 7001

FOR IMMEDIATE RELEASE CONTACT: Michael Stewart
May 28, 1998 , (202) 651-7048
‘ ‘ ‘ o mstewart@ana.ore
Michelle Slattery
(202) 651-7027
mslatter@ana.org

AMERICAN NURSES ASSOCIATION APPLAUDS CLINTON PUSH FOR PATIENT S
BILL OF RIGHTS

Hsva'mg SMAN]

WASHINGTON, D. C.-- \dembers of the American Nurses Association (ANA) joined

" President Clinton and Vice Prcszdent Gorc at the White House today to urge Congress to pass

managed care reform legls]atlon. A kcy focus of nurses’ call to -leglslatwc action has been the
unmet health éafc needs of women and a demand for profnpt pas;agc of the Patients Bill of
Rights Act of 1998. N

. The ANA strongly beiievcs the current patchwork of state laws cannot and will not provide
mi‘HiOnS' of Amcricanﬁ women and their families the basic consumer health. profections |
recommended laﬁ yea_riAby t‘h‘ke Pfcsidcm’s Adv'is.o,ry Commission on Consumer Protection and
Quality in the Health Care Industry. In'excoriating managed care plans for the many ways

they fail to meet women’s needs, the ANA has cited as an example requirements that women

undergo mastectomies as outpatient procedures, calling such practices “unconscionable.”
MORE... ) ’ S ) ‘ -
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PATIENT BILL OF RIGHTS/Z2...

Aping women suffer the effects of prescription drug limitations that do not allow for their complex
health requirements; the scourge. of breast cancer requires not only humane treatment but access to
clinical trials so that true progress can be met for fitture generations; and women who make health care
decisions for themselves and for their families must have full information on which to base those
decisions. 0\"‘ particular urgency is the fact that the nearly quarter-century old Employee Retirement
Income Security Act (ERISA) s;till Is used to block basic health care protections to 20 million

American women whose employers “self-insure.”

Registered nurses are particularly concemed about the lack of protection for women because it is
they -- and not insurance industry executives and lawmakers -- who confront in their daily practice the

human consequences of defective and deficient health care.

HH

The American Nurses Association is the only full-service professional organization representing the nation's 2.6

* million Registered Nurses through its 53 constituent associations. ANA advances the nursing profession hy

Jostering high standards of nursing practice, promoting the economic and general welfare of nurses in the
workplace, projecting a positive and realistic view of nursing, and by lobbying the Congress and regulatory
agencies on health care issues affecting nurses and the public.
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For further information: ' ' FOR IMMEDIATE RELEASE
Roberta Weiner / 202/783-6686 : Thursday, May 28, 1998

OWL APPLAUDS WHITE HOUSE ACTION ON
MANAGED CARE PATIENTS' BILL OF RIGHTS

OWL today (Thursday, May 28, 1998) saluted President Clinton's call for early
Congressional. action on the Patients’ Bill of Rights. "The President” asserted Deborah
Briceland-Betts, OWL's Executive Director, "has already mandated some of these -critical
managed care. consumer protections for federally-financed health care programs, and it is urgent

that C’ongress now provide zll Americans have the same guarantees of fair access and quality

treatment m their health care plans.”

OWL urges prompt consideration of the Patients’ Bill of Rights, legislation that would
provide the enforceable consumer protections in managed care that older women require.
"While OWL strongly believes that all programs advancing quality women's health care are

critical priorities,” Briceland-Betts continued, "the passage of comprehensive legislation that

meets the needs of older women for increased access and quality in managed care is an
imperative. "

Just one year ago, OWL issued a report showing that older women have more chronic
illness than men and, as a result, need more access to specialists, leading-edge medicines and
technology. According to the report, managed care plans, in attempting to save money, restrict
women'’s access to these necessary services. "The report demonstrates,” according to Briceland
Bertts, "that, for example, the more restrictive the pharmaceutical formulary, the more older
women make trips to the doctor, to the emergcncy room, and to the pharmacist.”

"OWL's report,” she concluded, "pravtdes a blueprint for Congressional action on thege
issues—-this legislation would implement most of its recommendations. Because enforceable
consumer protections are critically important to America’s women, no matter what their age, we
- urge immediate Senate action on the Patients’ Bill of Rights."

OWL (the Older Women's League), the only national grassroots membership organization
to focus solely on issues unique to women as they age, has 73 chapters across the country.
Many of its members have led successful advocacy efforts for similar managed care consumer
protections on the state level. :

~ Copies of the report, Womnen and Managed Care: Opportunities and Risks for Midlife
and Older Wamen are available from Roberta Weiner at OWL, 202/783-6686.
## R FHH
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PRESIDENT CLINTON RELEASES STATE-BY-STATE REPORT THAT
UNDERSCORES IMPORTANCE OF A FEDERALLY-ENFORCEABLE
PATIENTS’ BILL OF RIGHTS AND RENEWS CALL ON CONGRESS TO PASS
LEGISLATION THIS YEAR
May 28, 1998

Today, the President is releasing a state-by-state report that underscores the need for a Federal
‘patients’ bill of rights by showing that even if every state enacted all the patient protections
recommended by the President’s Advisory Commission on Consumer Protection.and Quality into”
law, 122 Americans could still lack protections. The report also underscores the importance of the
patients’ bill of rights for women. In releasing this report, the President renewed his call on
Congress to pass a federally enforceable patients’ bill of rights before its adjourns this year.

. Millions of Americans Do Not Have the Patient Protections Recommended by the Quality
Commission. Although 44 states have enacted at least one of the protections recommended by the
President’s Quality Commission, millions of Americans lack many of these protections because of
the extent to which the Employee Retirement Income Security Act of 1974 (ERISA) preempts
state-enacted protections. Because of ERISA, state laws cannot reéquire self-insured plans (plans.
directly underwritten by employers) to provide critical patient protections. Indeed, ERISA can even
prevent state laws from having the full effect even in health plans directly regulated by states. In
short, a patchwork of non-comprehensive state laws cannot provide Americans with all the
protections they need because states do not have full authority over the 122 million Americans who
are in health plans governed by ERISA.

A Patients’ Bill of Rights is Particularly_[mportént to Women. Approximately 60 million
women are in ERISA health plans and therefore need Federal legislation to be assured of receiving
the full range of protections recommended by the Quality Commission without Federal legislation.
Women are particularly vulnerable without these protections because they are greater users of health
care services, they make three-quarters of the health care decisions for their families, and they have
specific health care needs that are directly addressed by a patients’ bill of rights. '

. Over 60 percent of physician visits are made by women, and women make three
quarters of the health care decisions in American households. Without adequate patient
protections, women will be unable to effectively navigate through the nation’s rapidly .
‘changmg health care system.

. Women in managed care plans are increasigly dissatisfied with the quality of care.
‘ Nearly 70 percent of privately insured women ages 18 to 65 are in managed care plans.
Almost two-fifths of these women worry that they will not be able to get speciality care
when they need it. And 27 percent of these women worry that they will be denied a medical
procedure they need :


http:RELEASES,STATE~.BY

. Without a patients’ bill of rights, women may not receive important preventive
services. The consumer protection that gives women diréct access to an
obstetrician/gynecologist is not only necessary to make sure that pregnant women get the

~ care they need, but is also important to ensure that women get important preventive services.
Studies show that gynecologists are almost two times as likely as internists to perform
timely, needed women’s preventive services.

The President Renews Call on the Congress to Pass a Patients’ Bill of Rights.

The President called on Congress to enact the Quality Commission’s recommendations to assure
high quality care for all patients. These recommendations include: providing patients with access to
easily understood information; providing access to specialists, including specialists for women’s-
health needs; ensuring continuity of care for those undergoing a course of treatment for a chronic or
disabling condition; access to emergency services when and where the need arises; disclosing
financial incentives that could influence medical decisions; prohibiting “gag clauses”; providing
anti-discrimination protections; and providing an internal and external appeals process to address
grievances with health decisions. The President is pleased that there is growing bipartisan support
to pass these long overdue protections. A


http:obstetricianlgynecologist.is

.

&

P AUT—

DRAFT

October 30, 1997

Companson of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

PROVISION

Administration Preliminary Positions

Likely Commission Bill of Rights '

Medicare

Medicaid »*

1. Information
Disclosure to
Potential
Enrollees and/or
Enrollees

Health plan enrollees and potential enrollees
should get information regarding:

-- coverage, benefits, limits, and exclusions
(including coverage rules for expenmental
therapies)

-- information about the available providers
and network services

-- financial responsibilities of enrollees (e.g.,
copayments, life-time limits, etc)

-~ care management requirements (e.g., use of
gatekeepers, pre-admission certification, etc)
-- financial incentives on providers

-- utilization review requirements and
algorithms

-- grievance and appeal rights and procedures
-- information about the plan/issuer (e.g.,
insured or self-insured, regulating authority,
etc.)

-- quality assurance activities, including
performance measures and enrollee
satisfaction

The right distinguishes between
information that must be disclosed and
information that should be available
upon request, concerning health plans,
professionals and facilities.

Health Plans must disclose:

-~ coverage (including out-of-network
services), benefits (including whether
and how drug formularies are used) and
limits (including procedures relating to
expefimental therapies)

-- information about the available
providers and specialists (including
board certification status, location,
language/interpretation services
availability and accessibility to
handicapped individuals)

"-- cost-sharing responsibilities,

(including premiums, deductibles,
copayments, and co-insurance)

-- referral procedures

-~ access 1o urgent care centers

-- complaint and appeal procedures and
type and extent of dispute resolution
procedures

-- state licensure and federal or private
accreditation statuses

-~ customer and worker satisfaction

-- clinical and service performance
measures

-- disenrollement rates

Medicare +Choice plans must provide
standardized information to enrollees, including
benefits and exclusions (including cost sharing
and balance billing liability; MSAs must provide
comparison to benefits under other

Medicare +Choice plans), number and mix of

~ providers, any out-of-network coverage and any

POS option (including supplemental premium),
out-of-area coverage, coverage of and
procedures for obtaining emergency care,
supplemental benefits, prior authorization rules,
grievance/appeals procedures, and QA program.
Upon request, Medicare +Choice plans must
disclose utilization control procedures, number
of grievances and disposition, description of
physician compensation methods, plus info
provided by HHS (as below). Plan must provide
updates at least annually. (§1852¢) Upon -
request, PSOs must provide info demonstrating
fiscal soundness, and transactions with parties in
interest. (§1857d)

Medicaid managed care organizations must
make available, upon request, information

about the plan’s providers, enrollee rights
and responsibilities, covered benefits and
grievance/appeal procedures. :

|
|
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October 31, 1997

Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

PROVISION

Administration Prelﬁninary Positions Likely Commission Bill of Rights' Medicare Medicaid >3
Informa:ion Delegate to the Secretary of HHS, in Upon request: detailed information of HHS must provide general info on Medicare ‘A State that réquires managed care through
Disclosure(cont.) | consultation with the Secretary of Labor, the | specialists, specialty care centers, coverage, including a list of available plans, their Medicaid State Plan (§1932(a)) must

authority to promulgate regulations
specifying: (1) the particular information that
must be disclosed in each category and the
formats for such disclosure, (2) the entity

| responsible for making the disclosure, and (3)

when the disclosures must be made.

hospitals, home health agencies,

-rehabilitation and long-term care

facilities; preauthorization and utilization

review procedures; provider incentives;

years in existence; corporate form of
plan; fiscal solvency; standards for
confidentiality of medical records and
orderly transfer to care givers; use of
clinical protocols and practice
guidelines; any disease mgmt programs;
and qualifications of reviewers at
primary and appeals levels.

Health Professionals:

Upon request: education and board
certification status and any applicable
accreditation status; hospitals where
provider has admitting privileges; years
of practice and experience with certain
medical/surgical procedures; consumer
satisfaction; clinical and service
performance measures; corporate form
of practice; availability of
translation/interpretation services;
provider financial incentives; and
malpractice claims for past 10 years.

coverage under traditional FFS program (incl
cost sharing and balance billing liability),
grievance/appeal procedures, protection from
discrimination based on health status, info on
Medigap and Medicare Select, the fact that a
Medicare+ Choice plan may terminate its
contract or reduce its service area (and the
effects on enroliees), and any other info as
determined by the Secretary. HHS must provide
add’l info on Medicare + Choice plans including
coverage beyond FFS coverage, cost sharing,
any maximum limits on out-of-pocket expenses,
ability to obtain benefits from out-of-network
providers, ability to select among in-network
providers, coverage of emergency care, the
beneficiary’s premiums, the plan’s service area,
supplemental benefits and terms for such
coverage, quality indicators to the extent
available (incl comparison to FFS indicators)
including disenrollment rates, enrollee
satisfaction and health outcomes. For private
FFS and MSA plans, differences in cost sharing,
premiums and balance billing compared to other
Medicare +Choice plans. HHS must provide
updates at least annually. (§1851d)

provide information annually and upon
request, directly or through the managed care
organization or primary care case manager,
on available managed care organizations or
primary care case managers, comparative .
info about benefits and cost sharing, service
area, and quality and performance indicators
(if available). A State must provide
information on benefits to which enrollees
may be entitled under Medicaid but which are
not available through the managed care
organization or primary care case manager,
on or before an individual enrolls with such
an entity, and where and how enrollees may
access such benefits. (§1932a)-
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions

Regarding Consumer Protection Issues

Administration Preliminary Positions

PROVISION Likely Commission Bill of Rights Medicare Medicaid
Information Health Facilities must disclose:
-- corporate form of facility and larger

Disclosure(cont.)

Information needed to support choice of
plans must be provided during the enrollment
period, other information rmust be provided
upon enrollment, and changes to any
information must be disclosed prior to the
effective date of the change.

health affiliations

| -- accreditation and compliance to

speciality guidelines

-- consumer satisfaction

-- clinical and service performance
measures :
-- availability of
translation/interpretation services

-- complaint and dispute resolution
procedures

-- information on providers of direct
patient care ,
-~ facility’s affiliation with provider.
networks

-- exclusion from any federal health
programs

The Commission did not make any
recommendations regarding the timing
of disclosure.
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

PROVISION

Administration Preliminary Positions

Likely Commission Bill of Rights '

Medicare

Medicaid **

2. Anti-Gag Rule

Support an anti-gag provision, with a
conscience clause.

Also protect communications between a

provider and an appropriate regulator
regarding situations that put patients at risk;
that is, include whistle blower protections.

Assure that provider contracts do not
contain any so-called “gag clauses” or
other contractual mechanisms that
unnecessarily restrict health care
providers’ ability to communicate with
and advise patients about medically
necessary treatment options. Does not
address conscience clause.

Yes, with conscience clause for counseling or
referral services. (§1852})

Yes, with conscience clause for counseling or
referral services (effective 10/1/97).
(§1932b)

3. Grievance/
Appeals
Procedures

» Internal
Review

» External
Appeal

A basic, timely, and fair internal appeals
process should be established by federal
legislation, applicable to any complaint
against the health plan.

External review of some kind should be
available for those decisions that affect the
scope or timing of treatment, or access to
providers.

An internal review process should be
reasonable and timely in the notification
of decisions and resolution of grievances
regarding service or payment
denials/reductions.

An independent and timely external
appeal process should be available for

| decisions regarding service or payment

denials/reductions for experimental
" therapies or “medically necessary”
services (not coverage decisions).

Yes, initial determinations and reconsiderations.
Denials must be made in writing.
Reconsideration of denial based on medical
necessity must be by physician with appropriate
expertise not involved in initial determination.
(§1852f and g)

Yes, the Secretary must contract with outside
entity for appeal to plan’s internal review. Only
beneficiaries may appeal to the contractor,
Center for Health Dispute Resolution (CHDR)
for cases when service or reimbursement for
service already rendered is denied.

Yes, for denial of coverage or payment by a
managed care organization (effective
10/1/97). (§1932b)

Yes, current law mandates a “fair hearing”
before the State when “medical assistance
under the plan is denied or is not acted upon
with reasonable promptness.” (§1902a)
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

i
PROVISION Administration Preliminary Positions Likely Commission Bill of Rights ' Medicare ‘ Medicaid *°
» Is External Not addressed. Intended, but not stated in current draft. | No, the decision by the contractor (CHDR) is Yes, “fair hearing” decisions are binding for
Appeal Binding? ' not binding. Only beneficiaries may appeal both managed care entities and beneficiaries.
' CHDR’s decisions, to an Administrative Law
Judge (ALJ), if the amount in dispute is $100 or
more. Both beneficiaries and plans may appeal
the ALJ’s decisions to the Appeals Council.
Only beneficiaries may appeal an adverse
decision by the Appeals Council to the federal
courts, if the amount in dispute is $1,000 or
more. (§1852g) . . :
» Expedited for | Both internal and external processes should Both internal and external processes Yes, not later than 72 hours or as specified by | No federal requirement.
Emergencies have provisions for expedited review in should incorporate expedited Secretary. :
emergencies. consideration for emergency/urgent care
cases with timeframes consistent with
those required by Medicare.
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions

Regarding Consumer Protection Issues

[ PROVISION

Administration Preliminary Positions

Likely Commission Bill of Rights '

Medicare

Medicaid »?

4. Direct Access
to Specialists

Require health plans to have a procedure for
determining when enrollees have direct
access to specialists, with the procedure
subject to rules promulgated by the
appropriate regulatory authority.

Require plans to allow women to bypass the
gatekeeper for Ob/Gyn services. Also require
plans to allow persons with chronic
conditions to designate a specialist as
gatekeeper, but define “chronic condition”
narrowly.

Authorize the appropriate regulatory
authority to add additional conditions and/or
criteria which the health plans’ procedures
must reflect.

Consumers with complex or serious

medical conditions who require frequent

specialty care should have direct access
to a qualified specialist of their choice
within a plan’s network of providers.
Authorizations, when required, should
be for an “adequate” number of direct
access visits under an approved

‘treatment plan. Intended to ease
consumer access to specialists while

maintaining the integrity to network
models of care.

- Women should be able to choose a

qualified provider--including
gynecologists and certified nurse
midwives--for the provision of an
“adequate” number of visits to cover
routine women's health care services.

No.

No.
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

[ . PROVISION

Administration Preliminary Positions

Likely Commission Bill of Rights

Medicare

Medicaid **

5. Continuity of
Care

» Time Frame

Support a continuity mandate and make clear
that this support would be limited to a
bounded list of conditions identified by
Congress, or to situations that meet criteria
identified by Congress. -

Consumers who are undergoing a course
of treatment for a chronic or disabling
condition (or who are in their second or
third trimester of a pregnancy) at the
time they involuntarily change health
plans or at a time when a provider is
terminated by a plan for other than
cause, should be able to continue seeing
their current specialty providers for up

-to 60 days (or through completion of

post-partum care) to allow for continuity
of care. Providers who continue to treat
such patients must accept the plan’s rates
as payment in full, provide all necessary
information to the plan for quality
assurance purposes and promptly
transfer all medical records with patient
authorization upon completion of the
transition period.

Up to 60 days or through completion of
post-partum care.

General mandate: plans other than “original

Medicare FFS” must make benefits available “in

a manner which assures continuity in the

_provision of benefits,” (§1852d)

Not specified.

General mandate: State quality assessment
strategy must include standards for access to
care that “ensures continuity of care.”

If an enrollee does not choose a plan, default
enrollment must take into consideration
maintaining existing patient-provider
relationships and relationships with providers
that have traditionally served Medicaid
beneficiaries.” (§1932a)

Not specified.
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‘Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

_PROVISION

Administration Preliminary Positions

Likely Commission Bill of Rights

Medicare

Medicaid >3

6. ER Services
» Bans Prior

Authorization and

In-Network
Reguirements

» Prudent
Layperson

» “Emergency

-medical

condition™
includes severe
pain

» Post-

_stabilization Care

Yes

Yes

Not part of discussion when HHS positions
were developed (but is current Medicare
policy includes such, so likely HHS would
concur). i

Recommend not-to engage this at this time.

Yes. In addition, non-network providers
and facilities should not bill patients for
charges in excess of health plans’ routine
payment arrangements. '

Yes.

Yes.

ED personnel should contact the
patient’s physician “as quickly as
possible” to discuss post-stabilization
care.

Yes. (§1852d)

~ Yes, qualified by “who possess an average
“knowledge of health and medicine.”

Yes.

Mandates compliance with guidelines to be
established by HHS.

Yes. (§1932b)

Yes, qualified by “who possess an average
knowledge of health and medicine.”

Yes.

Mandates . compliance with guidelines to be
established by HHS.
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

PROVISION Administration Preliminary Positions Likely Commission Bill of Rights ' Medicare Medicaid **
‘7. Experimental Require disclosure of what plans consider . Same as Administration. . No. ' , Under current law, a State has the option to
Therapies experimental and how they decide (including . : cover experimental therapies. A State gets
decisions about coverage of unapproved federal match for experimental items/services
| drugs). : ‘ it deems “medically necessary.”

Require independent review for determining Same as Administration.
when a therapy is or is not experimental, and
require the determination be made within a
reasonable time after an enrollee’s appeal.

Do not mandate coverage of therapies that the | Same as Administration.
independent panel determines are
experimental.

8. Physician Same as Medicare. Recommends disclosure of information Prohibits specific payments to physicians “as an | Same as Medicare prohibition, under current
Incentive Plans related to provider compensation, inducement to reduce or limit medically HCFA statute. (§1903m)

. ownership and other financial interests necessary services.” (§1852))
which could influence treatment advice
or decisions, but does not limit provider
incentive arrangements. '
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Comparison of Administration Positions, Commission Recommendations and Legislative Provisions
Regarding Consumer Protection Issues

- PROVISION Administration Preliminary Positions - Likely Commission Bill of Rights ! Medicare Medicaid >3

If plan places
physicians at
substantial
financial risk for
services not

provided by those

physicians, does

the plan

» Require Same as Medicare. No. Yes. - Yes.
Stop-Loss

Protection

» Require "Same as Medicare. Under the information disclosure Yes. Yes.
Survey of ' chapter, plans must provide information

Enrollees and on customer satisfaction and service

Disenrollees ’ performance measures; however, such

regarding Access ' ' information is not linked to physician

incentive arrangements.

1. Source: Commission’s draft version of “Consumer Bill of Rights and Responsibilities in Health Care” dated October 21, 1997.

2. The new Medicaid provisions authorize two kinds of managed care entities: “managed care organizations” and “primary care case managers.” Where appropriate, some consumer protection provisions in the
new legislation apply to both types of Medicaid managed care entities; when such provisions apply to one type only, usually it applies to managed care organizations. However, current federal requirements and
existing State Plan requirements may also provide similar protections, so the protections available to the beneficiary are not apparent solely from the new provisions. In addition, there are some ambiguities in the
drafting. We will provide updated information on these issues as matters are clarified.

3. Under the BBA, children with special needs, dual eligibles, Native Americans are exempt for mandatory enrollment in managed care under §1932a.



