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SUBCHAPTER 1. (RESERVED)

SUBCHAPTER 2. NEW JERSEY WORKERS’
COMPENSATION MANAGED CARE
ORGANIZATIONS

11:6-2.1 Purpose and scope

(a) The purpose of this subchapter is to encourage the
use of managed care to furnish injured workers with such
medical, surgical and other treatment, and hospital service,
as shall be necessary to cure and relieve the worker of the

New Jersey State Library

effects of the injury and to contain medical costs under
workers’ compensation coverage by providing eligible em-
ployers with a method whereby they may select a managed
care alternative to traditional workers’ compensation medi-
cal care at a reduced premium.

(b) Nothing in this subchapter is intended to revise,
rescind or replace any statute under the New Jersey Work-
ers’ Compensation Law (N.J.S.A. 34:15-1 et seq.) or any
rules of the Division of Workers’ Compensation promulgat-
ed thereunder.

(c) This subchapter applies to all persons subject to New
Jersey’s Workers’ Compensation Law (N.J.S.A. 34:15-1 et
seq.), to all insurers authorized to provide workers’ compen-
sation coverage in the State of New Jersey and to all entities
seeking approval as a managed care organization under this
subchapter.

11:6-2.2 Definitions

The following words and terms, when used in this sub-
chapter shall have the following meanings, unless the con-
text clearly indicates otherwise:

“Approved managed care organization” means a man-
aged care organization which has been approved by the
Department in consultation with the Department of Health.

“Care coordinator physician” means a licensed physician
employed by or under contract with, directly or indirectly,
the managed care organization, and who is responsible for
providing primary medical care to the injured worker, main-
taining the continuity of the injured worker’s medical care
and initiating all referrals to other providers.

“Case manager” means an employee of the managed care
organization who is either a licensed registered nurse or a
licensed physician, designated to assume responsibility for
coordination of services and continuity of care.

“Commissioner” means the Commissioner of the New
Jersey Department of Banking and Insurance.

“Compensation Rating and Inspection Bureau” or
“CRIB” means the Bureau created, organized and super-
vised by the Commissioner of the New Jersey Department
of Banking and Insurance in accordance with N.J.S.A.
34:15-1 et seq., the New Jersey Workers’ Compensation
Law.

“Department” means the Department of Banking and
Insurance.

“Employee” or “worker” means an individual covered
under a policy of workers’ compensation insurance issued
pursuant to N.J.S.A. 34:15-1 et seq., the New Jersey Work-
ers’ Compensation Law.
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“Employer” means an employer obligated under N.J.S.A.
34:15-1 et seq., the New Jersey Workers’ Compensation
Law, to provide to its employees workers’ compensation
insurance coverage.

“Insured” means any employer obligated under the New
Jersey Workers’” Compensation Law to be insured under a
policy of workers’ compensation insurance issued by an
insurer authorized to write workers’ compensation insurance
in the State of New Jersey.

“Insurer” means any insurer authorized to write workers’
compensation insurance in the State of New Jersey.

“Managed care organization” or “MCO” means any enti-
ty that manages the utilization of care and costs associated
with claims covered by workers’ compensation insurance,
which may be approved by the Department in accordance
with this subchapter.

“Medical director” means a licensed physician, board
certified in occupational medicine, internal medicine, ortho-
pedics, neurosurgery, neurology or related fields, having a
minimum of three years experience in treating either trauma
or work-related injuries or illness, who is employed by the
MCO for the primary purpose of providing full-time, day-to-
day direction, management and supervision of medical care.

“Medical service” means any medical, surgical, chiroprac-
tic, dental, hospital, nursing, ambulance, or related services
or any medication, crutch, prosthesis, brace, support or
physical restorative device.

“Medical service provider” or “provider” means any phy-
sician, hospital or other person or entity licensed or other-
wise authorized by any state to furnish medical services.

“Participating physician” or “participating provider”
means a health care physician or provider who is under
contract, directly or indirectly, with a managed care organi-
zation.

“Physician” means a person duly licensed by the State of
New Jersey or by any other state to practice one or more of
the healing arts in that state within the limits of the license
of the licentiate.

“Report” means medical information transmitted in writ-
ten form containing relevant subjective and objective find-
ings. Reports may take the form of brief or complete
narrative reports, a treatment plan, a closing examination
report, or any forms as prescribed by the Department or the
Department of Health.

Amended by R.1998 d.392, effective August 3, 1998.
See: 30 N.J.R. 1747(b), 30 N.J.R. 2925(a).

Substituted references to the Department of Banking and Insurance
for references to the Department of Banking throughout.
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11:6-2.3 Approval of managed care organizations

(a) The completion by an MCO of the approval process
conducted by the Department, in consultation with the
Department of Health, under this subchapter shall authorize
the approved MCO to provide medical services under a
workers’ compensation policy after the insurer has filed an
application with CRIB to obtain approval of a minimum five
percent overall premium reduction for the insured’s election
to use a Department-approved managed care system for
workers’ compensation medical coverage. An approval is-
sued under this subchapter shall not be used for any pur-
pose except as set forth in this subchapter.

(b) The approval issued to an MCO under this subchap-
ter by the Department in consultation with the Department
of Health shall remain in force for a period of two years
excepting suspension or revocation pursuant to this subchap-
ter.

11:6-2.4 Requirements of approved managed care
organizations

(a) For purposes of providing medical services to injured
workers under a workers’ compensation insurance policy as
set forth in this subchapter, an MCO shall meet the follow-
ing criteria:

1. The MCO shall arrange for the full range of medi-
cal and rehabilitative services necessary to treat injured
workers, including, but not limited to, primary care, or-
thopedic care, inpatient care, emergency care, physical
therapy and occupational therapy. In the aggregate, ser-
vices provided outside of the MCO network should not
exceed 20 percent of the MCO’s cost of medical and
rehabilitative services provided to injured workers.

2. The MCO shall provide geographic access by coun-
ty to emergency, medical and rehabilitative services for
employer sites covered under its program. Such services
may be delivered directly, under contract, or through
written referral protocol;

3. The MCO shall have medical care direction provid-
ed and supported by medical directors as defined in this
subchapter;

4. The MCO shall provide medical management, cata-
strophic case management, disability case management
and monitoring. These case management services must
be supported by documented medical and disability proto-
col and should be generally accepted by the medical
community;

5. The MCO shall track and manage an injured work-
er’s progress from the onset of injury through case resolu-
tion;

6. The MCO shall contract with participating health
care and rehabilitation providers who are credentialed by
the MCO according to their documented criteria, which
must specifically include the provider’s ability to handle
workplace injuries and illnesses;
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7. The MCO shall provide written dispute resolution
and grievance procedures to assure that disagreements
with medical providers are resolved without jeopardizing
or disrupting patient management;

8. The MCO shall provide reports as may be required
by the Commissioner in areas including, but not limited
to, medical utilization, disability data and costs of the
MCO;

9. The MCO shall possess the resources, financial and
otherwise, necessary to sustain required services; and

10. The MCO shall have a fraud detection plan, which
shall include, but not be limited to, measures for detecting
and reporting instances of possible fraud on the part of
injured workers, employers, medical providers and others.
The MCO shall coordinate its fraud detection plan with
the workers’ compensation insurer’s fraud prevention
plan, where appropriate.

11:6-2.5 Managed care organization approval and renewal
procedures

(a) For purposes of obtaining the Commissioner’s ap-
proval under this subchapter, an MCO shall submit one
copy of a written application to the Department of Banking
and Insurance and one copy to the Department of Health
and Senior Services at the following address:

New Jersey Department of Banking and Insurance

Managed Care Bureau

Life and Health Division

20 West State Street—11th Floor

PO Box 325

Trenton, NJ 08625-0325

New Jersey Department of Health and Senior Ser-
vices

Office of Managed Care

John Fitch Plaza

PO Box 367

Trenton, NJ 08625

(b) The MCO application shall include the following:

1. A list of the names, addresses, and specialities of the
individuals, rehabilitation centers, hospitals and other cen-
ters and clinics that will provide services under the man-
aged care plan. This list shall indicate which medical
service providers will act as care coordinator physicians
within the MCO. In addition, the MCO shall provide a
map of the service area, indicating the location of the
providers by type; ‘

2. A narrative description of the places and protocol of
providing services under the plan, including a description
of the initial geographical service area. The geographical
service area shall be designated as the county in which
work sites are located; a description of the number and
type of disciplines of medical service providers to treat

work-related injuries and illnesses, such as orthopedic,

“chiropractic, dental and ophthalmologic services; and a

description of the number of care coordinator physicians
in the MCO. The MCO shall maintain an adequate
number of care coordinator physicians to provide the level
and quality of medical treatment and services as required
under the Workers’ Compensation Law. The require-
ments of this paragraph shall be met unless the MCO
adequately demonstrates the unavailability of a particular
type of provider in a particular geographic service area;

3. A description of the MCO treatment standards and
protocols that will govern the medical treatment provided
by all medical service providers, including care coordina-
tor physicians. The number of providers should be ade-
quate as necessary to ensure that workers of employers
covered by the MCO are able to do all of the following:

i. Receive initial treatment by a participating physi-
cian within 72 hours (depending on the nature of the
injury or illness) of the MCO’s knowledge of the neces-
sity or request for treatment;

ii. Receive initial treatment by a participating physi-
cian in the MCO within five working days or as soon
thereafter as practicable, following treatment by a phy-
sician outside the MCO;

iii. Receive screening and treatment if necessary by
an MCO physician in cases requiring in-patient hospi-
talization;

iv. Be directed to medical service providers within a
reasonable distance from the worker’s place of employ-
ment, considering the nature of care required and
normal patterns of travel. To receive urgent care, the
worker shall be assigned to a physician near the work-
place. The assigned care coordinator physician will, in
turn, arrange for necessary care through a provider
closer to the worker’s residence, if appropriate;

v. Receive treatment by a non-MCO medical service
provider at the direction of the care coordinator physi-
cian when the worker resides outside the MCO’s geo-
graphical service area. The care coordinator physician
may only select a non-MCO provider who practices
closer to the worker’s residence than an MCO provider
of the same category if that non-MCO provider agrees
to terms and conditions of the MCO; and

vi. Receive specialized medical services the MCO is
not otherwise able to provide. The MCO’s application
shall include a description of the places and protocol of
providing such specialized medical services;

vii. Receive emergency treatment in accordance with
procedures that provide that in a potentially life threat-
ening condition, the 911 emergency response system
should be called or the member should be taken to the
nearest hospital emergency room. For fixed work sites,
an MCO may instead submit alternative emergency
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treatment procedures that provide equivalent prompt-
ness of treatment and level of care.

4. Specimen copies of contract(s), agreement(s), or
other documents between the MCO and each participat-
ing medical service provider health care provider repre-
sentative. Copies of executed signature page(s) of such
contract, agreement, or other document for each provider
shall be sent to the Department of Health and Senior
Services. Provider contracts shall include the State-re-
quired malpractice insurance minimums of $1,000,000/
$3,000,000.

5. The identity of a communication liaison for the
Department, employer, worker and the insurer at the
MCO’s location. The responsibilities of the liaison shall
include, but not be limited to, responding to questions
and providing direction regarding outgoing correspon-
dence, medical bills, case management and medical ser-
vices;

6. A description of the reimbursement procedures for
all services provided in accordance with the MCO plan;

7. Satisfactory evidence of the MCQO’s ability to meet
the financial requirements necessary to ensure delivery of
service in accordance with the plan;

8. A description of the MCO’s quality assurance pro-
gram which shall include, but is not limited to:

i. A system for resolution and monitoring of prob-
lems and complaints, including, but not limited to, the
problems and complaints of workers;

ii. A program which specifies the criteria and process
for physician peer review; and

iii. A standardized claimant medical recordkeeping
system designed to facilitate entry of information into
computerized databases for purposes of quality assur-
ance;

9. A program under the direction of a case manager
involving cooperative efforts by the workers, the employ-
er, the insurer, and the managed care organization to
promote early return to work for injured workers;

10. A program which provides adequate methods of
peer review and utilization review to prevent inappropri-
ate or excessive treatment, including, but not limited to:

i. A pre-admission review program, which requires
physicians to obtain prior approval from the MCO for
all non-emergency admissions to the hospital and for all
non-emergency surgeries prior to surgery being per-
formed;

ii. Individual case management programs, which
search for ways to provide appropriate care at lower
cost for cases which are likely to prove very costly, such
as physical rehabilitation or psychiatric care;
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iii. Physician profile analysis which shall include such
information as each physician’s total charges; number
and costs of related services provided; time loss of
claimant; and total number of visits in relation to care
provided by other physicians with the same diagnosis;

iv. Concurrent review programs, which periodically
review the worker’s care after treatment has begun, to
determine if continued care is medically necessary;

v. Retrospective review programs, which examine the
worker’s care after treatment has ended, to determine if
the treatment rendered was excessive or inappropriate;
and '

vi. Second surgical opinion programs which describe
the worker’s ability to obtain the opinion of a second
physician when non-emergency surgery is recom-
mended;

11. A procedure for internal dispute resolution, in
coordination with the insurer, which shall include a meth-
od to resolve complaints by injured workers, medical
providers and employers;

12. A description of the method whereby the MCO will
provide insurers with information to inform employers of
all medical service providers within the plan and the
method whereby workers may be directed to those provid-
ers;

13. Copies of the MCO certificate of incorporation
and/or by-laws indicating managed care responsibilities, if
applicable;

14. A general diagram of the MCO’s managed care
organizational structure; .

15. The location of the place of business where the
MCO administers the plan and maintains its records;

16. Copies of executed contracts between the MCO
and insurer, if applicable;

17. A listing and biographical affidavit of the MCO’s
officers and directors or the individuals within the MCO
responsible for managed care;

18. Evidence of or the MCQ’s certification of minimum
malpractice insurance $1,000,000/$3,000,000 for each pro-
vider;

19. The MCO’s most recently audited financial report
and the last three quarters unaudited financial reports or
its capitalization and projections if newly organized MCO;

20. A detailed description of the MCO’s experience
with the management of health care costs associated with
workers’ compensation claims and with other health care
claims;

21. A copy of the certificate of the board certified
medical director;
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22. A description of the MCO’s remuneration for ser-
vice whether contracted directly with the employer or
insurance carrier;

23. The estimated savings in overall medical costs ex-
pected from the use of the MCO and the methodology
used in arriving at such estimate;

24. The outline of the operation of the MCO to be
provided to employers explaining their rights and respon-
sibilities; and

25. Any other materials specifically requested by the
Commissioner or the Commissioner of Health in connec-
tion with a particular application.

(c) The materials specified in (b) above shall be retained
by the Department and referred to the Department of
Health and Senior Services for consultation as necessary.
Any significant changes to the nature of the MCO’s opera-
tions as reflected in these materials or changes to any items
in (b) above, either during or after the approval process
shall be reported to the Department within 30 days.

(d) The Department, in consultation with the Depart-
ment of Health, shall review these documents and grant
approval, within 45 days of the MCO’s filing its application,
to those MCOs deemed to meet the criteria set forth in this
subchapter. The Commissioner may extend the 45-day
time frame an additional 30 days for good cause shown and
shall provide notice to the MCO of such extension. A
decision to deny approval shall be accompanied by a written
explanation by the Department of the reasons for denial.

(e) An approved MCO shall apply for renewal of its
Department approval biannually. For renewal, information
required will be listed in the Workers’ Compensation Man-
aged Care Organization Renewal Package which includes:

1. A signed renewal affidavit;
2. A certificate of authority renewal request form; and

3. A summary of services provided.

Amended by R.1998 d.392, effective August 3, 1998.
See: 30 N.J.R. 1747(b), 30 N.J.R. 2925(a).

Rewrote (a); in (b), rewrote 3 and 4, substituted a reference to
biographical affidavits for a reference to biographies in 17, substituted a
reference to minimum malpractice insurance $1,000,000/3,000,000 for a
reference to malpractice insurance in 18, inserted a reference to the last
three quarters unaudited financial reports in 19, inserted a new 22, and
recodified former 22 through 24 as 23 through 25; in (c), inserted “or
changes to any items in (b) above, either during or after the approval
process” in the second sentence; and in (e), added the last sentence in
the introductory paragraph and 1 through 3.

11:6-2.6 Confidentiality of MCO application

(a) All data or information contained in the MCO’s
application for approval as set forth in N.J.A.C. 11:6-2.5(b)
is confidential and will not be disclosed by the Department
or the Department of Health to any person other than their
employees and representatives, except the following items,

but only upon written, specified request and upon notice to
the MCO:

1. A description of the MCO’s current and prior
authority to do business in the State of New Jersey;

2. An organizational chart;

3. A listing and biography of the MCOQO’s officers and
directors;

4. The address of the MCO?s place of business;
5. The identity of the MCO communication liaison;

6. MCO audited financial reports, capitalization or
- projections, if otherwise available as filed with any other
state or Federal government agency; and

7. The certificate of MCQO’s board certified medical
director.

11:6-2.7 Approval suspension and revocation

(a) The approval of an MCO issued by the Department
under this subchapter may be suspended or revoked if:

1. The Department determines that the MCO criteria
set forth in this subchapter are no longer being met;

2. Service under the plan is not being provided in
accordance with the terms of the approved plan;

3. The plan for providing medical services fails to
meet the requirements of these rules;

4. Any false or misleading information is submitted by
the MCO or any member of the organization;

5. The approved MCO continues to utilize the ser-
vices of a medical service provider whose license has been
suspended or revoked by the licensing board; or

6. The approved MCO fails to reduce losses suffi-
ciently to produce a five percent premium credit.

(b) If the Commissioner denies MCO approval under this
subchapter or suspends or revokes MCO approval for any of
the reasons set forth in this subsection, the MCO may
request a hearing on the Commissioner’s determination
within 10 days from the date of receipt of such determina-
tion.

1. A request for a hearing shall be in writing and shall
include:

i. The name, address and telephone number of a
contact person familiar with the matter;

ii. A copy of the Commissioner’s written determina-
tion;

iii. A statement requesting a hearing; and

iv. A concise statement describing the basis for
which the MCO believes that the Commissioner’s find-
ings of fact are erroneous.

Supp. 8-3-98
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2. The Commissioner may, after receipt of a properly
completed request for a hearing, provide an informal
conference between the MCO and such personnel of the
Department or Department of Health as the Commission-
er may direct, to determine whether there are material
issues of fact in dispute.

3. The Commissioner shall, within 30 days of a prop-
erly completed request for a hearing, determine whether
- the matter constitutes a contested case, pursuant to the
Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq.

i. If the Commissioner finds that there are no good-
faith disputed issues of material fact and the matter
may be decided on the documents filed, the Commis-
sioner shall notify the MCO in writing of the final
disposition of the matter.

ii. If the Commissioner finds that the matter consti-
tutes a contested case, the Commissioner shall transmit
the matter to the Office of Administrative Law for a
hearing consistent with the Uniform Administrative
Procedure Rules, N.J.A.C. 1:1.
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11:6-2.8 Monitoring; auditing

(a) The Department, together with the Department of
Health, shall monitor and conduct periodic audits of the
approved MCO as necessary to ensure compliance with the
MCO approval criteria set forth in this subchapter.

(b) All records of the approved MCO and its individual
participating physicians or providers shall be disclosed upon
request of and in a format acceptable to the Commissioner.
If such records are maintained in a coded or semi-coded
manner, a legend for the codes shall be provided to the
Commissioner.

11:6-2.9 Filing and review fees

(a) Every MCO filing for approval of its managed care
program under the procedures set forth in N.J.A.C. 11:6-2.5
shall pay the following fees:

1. An approval application fee of $1,500 payable to
“Department of Health.”

2. A biannual approval renewal fee of $1,000 payable
to “Department of Health.”



