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62J.03 DEFINITIONS. 

[For text ofsubds 1 to 5, see M.S. 1992] 

Subd. 6. Group purchaser. "Group purchaser" means a person or organization that 
purchases health care services on behalf of an identified group of persons, regardless 
of whether the cost of coverage or services is paid for by the purchaser or by the persons 
receiving coverage or services, as further defined in rules adopted by the commissioner. 
"Group purchaser" includes, but is not limited to, integrated service networks; health 
insurance companies, health maintenance organizations, nonprofit health service plan 
corporations, and other health plan companies; employee health plans offered by self-
insured employers; trusts established in a collective bargaining agreement under the 
federal Labor-Management Relations Act of 1947, United States Code, title 29, section 
141, et seq.; the Minnesota comprehensive health association; group health coverage 
offered by fraternal organizations, professional associations, or other organizations; 
state and federal health care programs; state and local public employee health plans; 
workers' compensation plans; and the medical component of automobile insurance 
coverage. 

/For text of subd 7, see M.S. 1992] 

Subd. 8. Provider or health care provider. "Provider" or "health care provider" 
means a person or organization other than a nursing home that provides health care 
or medical care services within Minnesota for a fee and is eligible for reimbursement 
under the medical assistance program under chapter 256B. For purposes of this subdi­
vision, "for a fee" includes traditional fee-for-service arrangements, capitation arrange­
ments, and any other arrangement in which a provider receives compensation for 
providing health care services or has the authority to directly bill a group purchaser, 
health carrier, or individual for providing health care services. For purposes of this sub­
division, "eligible for reimbursement under the medical assistance program" means 
that the provider's services would be reimbursed by the medical assistance program if 
the services were provided to medical assistance enrollees and the provider sought 
reimbursement, or that the services would be eligible for reimbursement under medical 
assistance except that those services are characterized as experimental, cosmetic, or 
voluntary. 
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62J.03 HEALTH CARE COST CONTAINMENT 86 

Subd. 9. Safety. "Safety" means a judgment of the acceptability of risk of using a 
technology in a specified situation. 

History: 1993 c 345 art 3 s 1; art 4 s 1; art 6 s 1 

62J.04 CONTROLLING THE RATE OF GROWTH OF HEALTH CARE SPEND­
ING. 

Subdivision 1. Limits on the rate of growth, (a) The commissioner of health shall 
set annual limits on the rate of growth of public and private spending on health care 
services for Minnesota residents, as provided in paragraph (b). The limits on growth 
must be set at levels the commissioner determines to be realistic and achievable but 
that will reduce the rate of growth in health care spending by at least ten percent per 
year for the next five years. The commissioner shall set limits on growth based on avail­
able data on spending and growth trends, including data from group purchasers, 
national data on public and private sector health care spending and cost trends, and 
trend information from other states. 

(b) The commissioner shall set the following annual limits on the rate of growth 
of public and private spending on health care services for Minnesota residents: 

(1) for calendar year 1994, the rate of growth must not exceed the change in the 
regional consumer price index for urban consumers for calendar year 1993 plus 6.5 per­
centage points; 

(2) for calendar year 1995, the rate of growth must not exceed the change in the 
regional consumer price index for urban consumers for calendar year 1994 plus 5.3 per­
centage points; 

(3) for calendar year 1996, the rate of growth must not exceed the change in the 
regional consumer price index for urban consumers for calendar year 1995 plus 4.3 per­
centage points; 

(4) for calendar year 1997, the rate of growth must not exceed the change in the 
regional consumer price index for urban consumers for calendar year 1996 plus 3.4 per­
centage points; and 

(5) for calendar year 1998, the rate of growth must not exceed the change in the 
regional consumer price index for urban consumers for calendar year 1997 plus 2.6 per­
centage points. 

If the health care financing administration forecast for the total growth in national 
health expenditures for a calendar year is lower than the rate of growth for the calendar 
year as specified in clauses (1) to (5), the commissioner shall adopt this forecast as the 
growth limit for that calendar year. The commissioner shall adjust the growth limit set 
for calendar year 1995 to recover savings in health care spending required for the 
period July 1, 1993 to December 31, 1993. The commissioner shall publish: 

(1) the projected limits in the State Register by April 15 of the year immediately 
preceding the year in which the limit will be effective except for the year 1993, in which 
the limit shall be published by July 1, 1993; 

(2) the quarterly change in the regional consumer price index for urban consum­
ers; and 

(3) the health care financing administration forecast for total growth in the 
national health care expenditures. In setting an annual limit, the commissioner is 
exempt from the rulemaking requirements of chapter 14. The commissioner's decision 
on an annual limit is not appealable. 

Subd. 1 a. Adjusted growth limits and enforcement, (a) The commissioner shall pub­
lish the final adjusted growth limit in the State Register by January 15 of the year that 
the expenditure limit is to be in effect. The adjusted limit must reflect the actual 
regional consumer price index for urban consumers for the previous calendar year, and 
may deviate from the previously published projected growth limits to reflect differences 
between the actual regional consumer price index for urban consumers and the pro­
jected Consumer Price Index for urban consumers. The commissioner shall report to 
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the legislature by January 15 of each year on the projected increase in health care expen­
ditures, the implementation of growth limits, and the reduction in the trend in the 
growth based on the limits imposed. 

(b) The commissioner shall enforce limits on growth in spending and revenues for 
integrated service networks and for the regulated all-payer system. If the commissioner 
determines that artificial inflation or padding of costs or prices has occurred in anticipa­
tion of the implementation of growth limits, the commissioner may adjust the base year 
spending totals or growth limits or take other action to reverse the effect of the artificial 
inflation or padding. 

(c) The commissioner shall impose and enforce overall limits on growth in reve­
nues and spending for integrated service networks, with adjustments for changes in 
enrollment, benefits, severity, and risks. If an integrated service network exceeds a 
spending limit, the commissioner may reduce future limits on growth in aggregate pre­
mium revenues for that integrated service network by up to the amount overspent. If 
the integrated service network system exceeds a systemwide spending limit, the com­
missioner may reduce future limits on growth in premium revenues for the integrated 
service network system by up to the amount overspent. 

(d) The commissioner shall set prices, utilization controls, and other requirements 
for the regulated all-payer system to ensure that the overall costs of this system, after 
adjusting for changes in population, severity, and risk, do not exceed the growth limits. 
If spending growth limits for a calendar year arc exceeded, the commissioner may 
reduce reimbursement rates or otherwise recoup overspending for all or part of the next 
calendar year, to recover in savings up to the amount of money overspent. To the extent 
possible, the commissioner may reduce reimbursement rates or otherwise recoup over­
spending from individual providers who exceed the spending growth limits. 

Subd. 2. [Renumbered 62J.35, subd. 1] 
Subd. 2a. [Renumbered 62J.35, subd. 2] 
Subd. 2b. [Renumbered 62J.35, subd. 3.] 
Subd. 3. Cost containment duties. After obtaining the advice and recommenda­

tions of the Minnesota health care commission, the commissioner shall: 
(1) establish statewide and regional limits on growth in total health care spending 

under this section, monitor regional and statewide compliance with the spending limits, 
and take action to achieve compliance to the extent authorized by the legislature; 

(2) divide the state into no fewer than four regions, with one of those regions being 
the Minneapolis/St. Paul metropolitan statistical area but excluding Chisago, Isanti, 
Wright, and Sherburne counties, for purposes of fostering the development of regional 
health planning and coordination of health care delivery among regional health care 
systems and working to achieve spending limits; 

(3) provide technical assistance to regional coordinating boards; 
(4) monitor the quality of health care throughout the state, conduct consumer sat­

isfaction surveys, and take action as necessary to ensure an appropriate level of quality; 
(5) issue recommendations regarding uniform billing forms, uniform electronic 

billing procedures and data interchanges, patient identification cards, and other uni­
form claims and administrative procedures for health care providers and private and 
public sector payers. In developing the recommendations, the commissioner shall 
review the work of the work group on electronic data interchange (WEDI) and the 
American National Standards Institute (ANSI) at the national level, and the work being 
done at the state and local level. The commissioner may adopt rules requiring the use 
of the Uniform Bill 82/92 form, the National Council of Prescription Drug Providers 
(NCPDP) 3.2 electronic version, the Health Care Financing Administration 1500 form, 
or other standardized forms or procedures; 

(6) undertake health planning responsibilities as provided in section 62J.15; 
(7) monitor and promote the development and implementation of practice param­

eters; 
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(8) authorize, fund, or promote research and experimentation on new technologies 
and health care procedures; 

(9) designate referral centers for specialized and high-cost procedures and treat­
ment and establish minimum standards and requirements for particular procedures or 
treatment; 

(10) within the limits of appropriations for these purposes, administer or contract 
for statewide consumer education and wellness programs that will improve the health 
of Minnesotans and increase individual responsibility relating to personal health and 
the delivery of health care services, undertake prevention programs including initia­
tives to improve birth outcomes, expand childhood immunization efforts, and provide 
start-up grants for worksite wellness programs; 

(11) administer the health care analysis unit; and 
(12) undertake other activities to monitor and oversee the delivery of health care 

services in Minnesota with the goal of improving affordability, quality, and accessibil­
ity of health care for all Minnesotans. 

Subd. 4. Consultation with the commission. When the law requires the commis­
sioner of health to consult with the Minnesota health care commission when undertak­
ing any of the duties required under this chapter and chapter 62N, the commissioner 
shall consult with the commission and obtain the commission's advice and recommen­
dations. If the commissioner intends to depart from the commission's recommenda­
tions, the commissioner shall inform the commission of the intended departure, 
provide a written explanation of the reasons for the departure, and give the commission 
an opportunity to comment on the intended departure. If, after receiving the commis­
sion's comment, the commissioner still intends to depart from the commission's rec­
ommendations, the commissioner shall notify each member of the legislative 
commission on health care access of the commissioner's intent to depart from the rec­
ommendations of the Minnesota health care commission. The notice to the legislative 
commission on health care access must be provided at least ten days before the commis­
sioner takes final action. If emergency action is necessary that does not allow the com­
missioner to obtain the advice and recommendations of the Minnesota health care 
commission or to provide advance notice and an opportunity for comment as required 
in this subdivision, the commissioner shall provide a written notice and explanation 
to the Minnesota health care commission and the legislative commission on health care 
access at the earliest possible time. 

Subd. 5. Appeals. A person aggrieved may appeal a decision made under this chap­
ter through a contested case proceeding governed under chapter 14. The notice of 
appeal must be served on the commissioner within 30 days of receiving notice of the 
decision. The commissioner shall decide the contested case. 

Subd. 6. Rulemaking. The commissioner shall adopt rules under chapter 14 to 
implement this chapter. 

Subd. 7. Plan for controlling growth in spending, (a) By January 15, 1993, the Min­
nesota health care commission shall submit to the legislature and the governor for 
approval a plan, with as much detail as possible, for slowing the growth in health care 
spending to the growth rate identified by the commissioner, beginning July 1,1993. The 
goal of the plan shall be to reduce the growth rate of health care spending, adjusted for 
population changes, so that it declines by at least ten percent per year for each of the 
next five years. The plan may include tentative targets for reducing the growth in spend­
ing for consideration by the legislature. 

(b) In developing the plan, the commission shall consider the advisability and fea­
sibility of the following options, but is not obligated to incorporate them into the plan: 

(1) data and methods that could be used to calculate regional and statewide spend­
ing limits and the various options for expressing spending limits, such as maximum per­
centage growth rates or actuarially adjusted average per capita rates that reflect the 
demographics of the state or a region of the state; 

(2) methods of adjusting spending limits to account for patients who are not Min-
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nesota residents, to reflect care provided to a person outside the person's region, and 
to adjust for demographic changes over time; 

(3) methods that could be used to monitor compliance with the limits; 
(4) criteria for exempting spending on research and experimentation on new tech­

nologies and medical practices when setting or enforcing spending limits; 
(5) methods that could be used to help providers, purchasers, consumers, and 

communities control spending growth; 
(6) methods of identifying activities of consumers, providers, or purchasers that 

contribute to excessive growth in spending; 
(7) methods of encouraging voluntary activities that will help keep spending 

within the limits; 
(8) methods of consulting providers and obtaining their assistance and coopera­

tion and safeguards that are necessary to protect providers from abrupt changes in reve­
nues or practice requirements; 

(9) methods of avoiding, preventing, or recovering spending in excess of the rate 
of growth identified by the commission; 

(10) methods of depriving those who benefit financially from overspending of the 
benefit of overspending, including the option of recovering the amount of the excess 
spending from the greater provider community or from individual providers or groups 
of providers through targeted assessments; 

(11) methods of reallocating health care resources among provider groups to cor­
rect existing inequities, reward desirable provider activities, discourage undesirable 
activities, or improve the quality, affordability, and accessibility of health care services; 

(12) methods of imposing mandatory requirements relating to the delivery of 
health care, such as practice parameters, hospital admission protocols, 24-hour emer­
gency care screening systems, or designated specialty providers; 

(13) methods of preventing unfair health care practices that give a provider or 
group purchaser an unfair advantage or financial benefit or that significantly circum­
vent, subvert, or obstruct the goals of this chapter; 

(14) methods of providing incentives through special spending allowances or other 
means to encourage and reward special projects to improve outcomes or quality of care; 
and 

(15) the advisability or feasibility of a system of permanent, regional coordinating 
boards to ensure community involvement in activities to improve affordability, acces­
sibility, and quality of health care in each region. 

Subd. 8. Implementation plan, (a) The commissioner, in consultation with the 
commission, shall develop and submit to the legislature and the governor by January 
15, 1994, a detailed implementation plan, including proposed rules and legislation, to 
implement the cost containment plan recommended by the commission as described 
in the summary report of the commission issued on January 25, 1993, as further modi­
fied by Laws 1993, chapter 345. The goal of the implementation plan must be to allow 
integrated service networks to form beginning July 1, 1994, and to begin a phased-in 
implementation of an all-payer system over a two-year period beginning July 1, 1994. 

(b) To ensure a wide range of choices for purchasers, consumers, and providers, 
the rules and legislation must encourage and facilitate the formation of locally con­
trolled integrated service networks, in addition to networks sponsored by statewide 
health plan companies. 

(c) Financial solvency, net worth, and reserve requirements for integrated service 
networks must facilitate the formation of new networks, including networks sponsored 
by providers, employers, community organizations, local governments, and other 
locally based organizations, while protecting cnrollees from undue risk of financial 
insolvency. The rules and legislation shall authorize alternative financial solvency, net 
worth, and reserve requirements for networks sponsored by providers that arc based 
on the operational capacity, facilities, personnel, and financial capability to provide the 
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services that it has contracted to provide to enrollees during the term of the contract 
provided the requirements are based on sound actuarial, financial, and accounting prin­
ciples. The criteria for allowing integrated service networks and participating providers 
and health care providing entities to satisfy financial requirements through alternative 
means may authorize consideration of: 

(1) the level of services to be provided by a provider relative to its existing service 
capacity; 

(2) the provider's debt rating; 
(3) certification by an independent consulting actuary; 
(4) the availability of allocated or restricted funds; 
(5) net worth; 
(6) the availability of letters of credit; 
(7) the taxing authority of the entity or governmental sponsor; 
(8) net revenues; 
(9) accounts receivable; 
(10) the number of providers under contract; 
(11) indebtedness; and 
(12) other factors the commissioner may reasonably establish to measure the abil­

ity of the provider or health care providing entity to provide the level of services. 
(d) The implementation plan may include a requirement that an integrated service 

network may not contract for management services with a separate entity unless: 
(1) the contract complies with section 62D.19; and 
(2) if the management contract exceeds five percent of gross revenues of the inte­

grated service network, provisions requiring holdbacks or other risk-related provisions 
must be no more favorable to the separate entity under the management contract than 
comparable terms contained in any contract between the integrated service network 
and any health care providing entity or provider. 

(e) The implementation plan must include technical assistance and financial assis­
tance to promote the creation of locally controlled networks to serve rural areas and 
special populations. The commissioner and the commission shall consider including 
in the implementation plan the establishment of a management cooperative that will 
provide planning, organization, administration, billing, legal, and support services to 
integrated service networks that are members of the cooperative. 

(f) The implementation plan must address problems of provider recruitment and 
retention in rural areas. Rules and legislation must be designed to improve the ability 
of rural communities to maintain an effective local delivery system. 

(g) The implementation plan must include a method to create an option for health 
care providers and health care plans who meet or fall below the limits set by the com­
missioner under section 62J.04 to obtain a waiver from the applicability of the all-payer 
rules. 

(h) In developing the implementation plan, the commissioner and the commission 
shall consider medical malpractice liability in terms of an entity operating an integrated 
service network and possible medical malpractice committed by its employees and 
make recommendations on any statutory changes that may be necessary. The commis­
sioner may also consider whether a network and its participating entities should be 
allowed to reallocate between themselves the risk of malpractice liability. 

(i) The implementation plan must identify the entities to whom an integrated ser­
vice network may provide health care services, and persons or methods through whom 
or which an integrated service network may offer or sell its services. 

(j) The implementation plan may consider the obligations that an integrated ser­
vice network should have to the comprehensive health association established under 
section 62E. 10. If obligations are to be required of an integrated service network, the 
implementation plan may provide for a phase-in of the assessments under section 
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62E. 11. The implementation plan should clearly specify the rights and duties of inte­
grated service networks with respect to the comprehensive health association. 

(k) In developing the implementation plan, the commissioner and the commission 
shall consider how enrollees should be protected in the event of the insolvency of a net­
work, how prospective enrollees should be informed of the consequences to enrollees 
of an insolvency, and the form of the hold harmless clause that must be contained in 
every network enrollee contract. 

(1) In developing the implementation plan, the commissioner and the commission 
shall consider the liquidation, rehabilitation, and conservation procedures that would 
be appropriate for networks. 

(m) The rules and legislation must include provisions authorizing integrated ser­
vice networks to bear the risk of providing coverage either by retaining the risk or by 
transferring all or part of the risk by purchasing reinsurance or other appropriate meth­
ods. 

(n) The implementation plan must recommend the solvency requirements appro­
priate for a network, including net worth and deposit requirements, any reduced or 
phased-in net worth or deposit requirements that might be appropriate for new net­
works, government-sponsored networks, networks that use accredited capitated pro­
viders, or that have other particular features that provide a rationale for adjusting the 
solvency requirements. 

(0) The commissioner shall determine the possible relationships between provid­
ers and integrated service networks, including requirements for the contractual rela­
tionships that may be required in order to ensure flexible arrangements between 
integrated service networks and providers. 

History: 1993 c 247 art 1 s 1-6; 1993 c 345 art 1 s 1; art 3 s 2-4,18; art 5 s 7,8; art 
6 s 2.3 

62J.045 MEDICAL EDUCATION AND RESEARCH COSTS. 
Subdivision 1. Purpose. The legislature finds that all health care stakeholders, as 

well as society at large, benefit from medical education and health care research. The 
legislature further finds that the cost of medical education and research should not be 
borne by a few hospitals or medical centers but should be fairly allocated across the 
health care system. 

Subd. 2. Definition. For purposes of this section, "health care research" means 
research that is not subsidized from private grants, donations, or other outside research 
sources but is funded by patient out-of-pocket expenses or a third party payer and has 
been approved by an institutional review board certified by the United States Depart­
ment of Health and Human Services. 

Subd. 3. Cost allocation for education and research. By January 1, 1994, the com­
missioner of health, in consultation with the health care commission and the health 
technology advisory committee, shall: 

(1) develop mechanisms to gather data and to identify the annual cost of medical 
education and research conducted by hospitals, medical centers, or health maintenance 
organizations; 

(2) determine a percentage of the annual rate of growth established under section 
62J.04 to be allocated for the cost of education and research and develop a method to 
assess the percentage from each group purchaser; 

(3) develop mechanisms to collect the assessment from group purchasers to be 
deposited in a separate education and research fund; and 

(4) develop a method to allocate the education and research fund to specific health 
care providers. 

History: 1993 c 345 art 3s 5 
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62J.05 MINNESOTA HEALTH CARE COMMISSION. 

[For text ofsubds 1 to 4, see M.S.1992] 

Subd. 5. [Repealed, 1993 c 247 art 1 s 21] 

[For text ofsubds 6 to 8, see M.S. 1992] 

Subd. 9. Repealer. This section is repealed effective July 1, 1996. 

History: 1993 c 345 art 6s4 

62J.06 IMMUNITY FROM LIABILITY. 
No member of the Minnesota health care commission established under section 

62J.05, regional coordinating boards established under section 62J.09, health planning 
advisory committee established under section 62J. 15, data collection advisory commit­
tee established under section 62J.30, or practice parameter advisory committee estab­
lished under section 62J.32 shall be held civilly or criminally liable for an act or 
omission by that person if the act or omission was in good faith and within the scope 
of the member's responsibilities under this chapter. 

History: 1993 c 247 art Is 7 

62J.09 REGIONAL COORDINATING BOARDS. 
Subdivision 1. General duties. The regional coordinating boards are locally con­

trolled boards consisting of providers, health plan companies, employers, consumers, 
and elected officials. Regional boards may: 

(1) recommend that the commissioner approve voluntary agreements between 
providers in the region that will improve quality, access, or affordability of health care 
but might constitute a violation of antitrust laws if undertaken without government 
direction; 

(2) make recommendations to the commissioner regarding major capital expendi­
tures or the introduction of expensive new technologies and medical practices that are 
being proposed or considered by providers; 

(3) undertake voluntary activities to educate consumers, providers, and purchas­
ers or to promote voluntary, cooperative community cost containment, access, or qual­
ity of care projects; 

(4) make recommendations to the commissioner regarding ways of improving 
affordability, accessibility, and quality of health care in the region and throughout the 
state. 

Subd. la. Duties related to cost containment, (a) Allocation of regional spending 
limits. Regional coordinating boards may advise the commissioner regarding allocation 
of annual regional limits on the rate of growth for providers in the regulated all-payer 
system in order to: 

(1) achieve communitywide and regional public health goals consistent with those 
established by the commissioner; and 

(2) promote access to and equitable reimbursement of preventive and primary 
care providers. 

(b) Technical assistance. Regional coordinating boards, in cooperation with the 
commissioner, shall provide technical assistance to parties interested in establishing or 
operating an integrated service network within the region. This assistance must comple­
ment assistance provided by the commissioner under section 62N.23. 

Subd. 2. Membership, (a) Number of members. Each regional coordinating board 
consists of 17 members as provided in this subdivision. A member may designate a rep­
resentative to act as a member of the board in the member's absence. The governor shall 
appoint the chair of each regional board from among its members. The appointing 
authorities under each paragraph for which there is to be chosen more than one member 
shall consult prior to appointments being made to ensure that, to the extent possible, 
the board includes a representative from each county within the region. 
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(b) Provider representatives. Each regional board must include four members rep­
resenting health care providers who practice in the region. One member is appointed 
by the Minnesota Medical Association. One member is appointed by the Minnesota 
Hospital Association. One member is appointed by the Minnesota Nurses' Association. 
The remaining member is appointed by the governor to represent providers other than 
physicians, hospitals, and nurses. 

(c) Health plan company representatives. Each regional board includes four mem­
bers representing health plan companies who provide coverage for residents of the 
region, including one member representing health insurers who is elected by a vote of 
all health insurers providing coverage in the region, one member elected by a vote of 
all health maintenance organizations providing coverage in the region, and one mem­
ber appointed by Blue Cross and Blue Shield of Minnesota. The fourth member is 
appointed by the governor. 

(d) Employer representatives. Regional boards include three members representing 
employers in the region. Employer representatives are elected by a vote of the employ­
ers who are members of chambers of commerce in the region. At least one member must 
represent self-insured employers. 

(e) Employee unions. Regional boards include one member appointed by the AFL-
CIO Minnesota who is a union member residing or working in the region or who is a 
representative of a union that is active in the region. 

(f) Public members. Regional boards include three consumer members. One con­
sumer member is elected by the community health boards in the region, with each com­
munity health board having one vote. One consumer member is elected by the state 
legislators with districts in the region. One consumer member is appointed by the gov­
ernor. 

(g) County commissioner. Regional boards include one member who is a county 
board member. The county board member is elected by a vote of all of the county board 
members in the region, with each county board having one vote. 

(h) State agency. Regional boards include one state agency commissioner 
appointed by the governor to represent state health coverage programs. 

Subd. 3. [Repealed, 1993 c 247 art 1 s 21] 

(For text of subd 4, see M.S. 1992] 

Subd. 5. Conflicts of interest. No member may vote in regional coordinating board 
proceedings involving an individual provider, purchaser, or patient, or a specific activ­
ity or transaction, if the member has a direct financial interest in the outcome of the 
regional coordinating board's proceedings other than as an individual consumer of 
health care services. A member with a direct financial interest may participate in the 
proceedings, without voting, provided that the member discloses any direct financial 
interest to the regional coordinating board at the beginning of the proceedings. 

Subd. 6. Technical assistance. The commissioner shall provide technical assis­
tance to regional coordinating boards. 

Subd. 6a. Contracting. The commissioner, at the request of a regional coordinating 
board, may contract on behalf of the board with an appropriate regional organization 
to provide staff support to the board, in order, to assist the board in carrying out the 
duties assigned in this section. 

[For text of subd 7, see M.S. 1992] 

Subd. 8. Repealer. This section is repealed effective July 1, 1996. 

History: 1993 c 247 art 1 s 8-10; 1993 c 345 art 3 s 6; art 6 s 5-8 

62J.15 HEALTH PLANNING. 
Subdivision I. Health technology advisory committee. The Minnesota health care 

commission shall convene an advisory committee to conduct evaluations of existing 
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research and technology assessments conducted by other entities of new and existing 
health care technologies. The advisory committee may include members of the state 
commission and other persons appointed by the commission. The advisory committee 
must include at least one person representing physicians, at least one person represent­
ing hospitals, and at least one person representing the health care technology industry. 
Health care technologies include high-cost drugs, devices, procedures, or processes 
applied to human health care, such as high-cost transplants and expensive scanners and 
imagers. The advisory committee is governed by section 15.0575, subdivision 3, except 
that members do not receive per diem payments. 

Subd. 1 a. Definition. For purposes of sections 62J. 15 to 62J. 156, the terms "evalu­
ate," "evaluation," and "evaluating" mean the review or reviewing of research and tech­
nology assessments conducted by other entities relating to specific technologies and 
their specific use and application. 

Subd. 2. [Repealed, 1993 c 345 art 4 s 7] 

History: J 99 3 c 345 art 4 s 2,3 
NOTE: Subdivision 2 was also amended by Laws 1993, chapter 247, article 1, section 11, to read as follows: 

"Subd. 2. Health planning. In consultation with the health planning advisory committee, the Minnesota health care 
commission shall: 

(1) make recommendations on the types of high-cost technologies, procedures, and capital expenditures for which a 
plan on statewide use and distribution should be made; 

(2) develop criteria for evaluating new high-cost health care technology and procedures and major capital expenditures 
that take into consideration the clinical effectiveness, cost-effectiveness, and health outcome; 

(3) recommend to the commissioner of health and the regional coordinating boards statewide and regional goals and 
targets for the distribution and use of new and existing high-cost health care technologies and procedures and major capital 
expenditures; 

(4) make recommendations to the commissioner regarding the designation of referral centers for transplants and other 
specialized medical procedures; and 

(5) make recommendations to the commissioner regarding minimum volume requirements for the performance of 
certain procedures by hospitals and other health care facilities or providers." 

62J.152 DUTIES OF HEALTH TECHNOLOGY ADVISORY COMMITTEE. 
Subdivision 1. Generally. The health technology advisory committee established 

in section 62J.15 shall: 
(1) develop criteria and processes for evaluating health care technology assess­

ments made by other entities; 
(2) conduct evaluations of specific technologies and their specific use and applica­

tion; 
(3) report the results of the evaluations to the commissioner and the Minnesota 

health care commission; and 
(4) carry out other duties relating to health technology assigned by the commis­

sion. 
Subd. 2. Priorities for designating technologies for assessment. The health technol­

ogy advisory committee shall consider the following criteria in designating technologies 
for evaluation: 

(1) the level of controversy within the medical or scientific community, including 
questionable or undetermined efficacy; 

(2) the cost implications; 
(3) the potential for rapid diffusion; 
(4) the impact on a substantial patient population; 
(5) the existence of alternative technologies; 
(6) the impact on patient safety and health outcome; 
(7) the public health importance; 
(8) the level of public and professional demand; 
(9) the social, ethical, and legal concerns; and 
(10) the prevalence of the disease or condition. 
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The committee may give different weights or attach different importance to each of the 
criteria, depending on the technology being considered. The committee shall consider 
any additional criteria approved by the commissioner and the Minnesota health care 
commission. 

Subd. 3. Criteria for evaluating technology. In developing the criteria for evaluat­
ing specific technologies, the health technology advisory committee shall consider 
safety, improvement in health outcomes, and the degree to which a technology is clini­
cally effective and cost-effective, and other factors. 

Subd. 4. Technology evaluation process, (a) The health technology advisory com­
mittee shall collect and evaluate studies and research findings on the technologies 
selected for evaluation from as wide of a range of sources as needed, including, but not 
limited to: federal agencies or other units of government, international organizations 
conducting health care technology assessments, health carriers, insurers, manufactur­
ers, professional and trade associations, nonprofit organizations, and academic institu­
tions. The health technology advisory committee may use consultants or experts and 
solicit testimony or other input as needed to evaluate a specific technology. 

(b) When the evaluation process on a specific technology has been completed, the 
health technology advisory committee shall submit a preliminary report to the health 
care commission and publish a summary of the preliminary report in the State Register 
with a notice that written comments may be submitted. The preliminary report must 
include the results of the technology assessment evaluation, studies and research find­
ings considered in conducting the evaluation, and the health technology advisory com­
mittee's summary statement about the evaluation. Any interested persons or 
organizations may submit to the health technology advisory committee written com­
ments regarding the technology evaluation within 30 days from.the date the prelimi­
nary report was published in the State Register. The health technology advisory 
committee's final report on its technology evaluation must be submitted to the health 
care commission. A summary of written comments received by the health technology 
advisory committee within the 30-day period must be included in the final report. The 
health care commission shall review the final report and prepare its comments and rec­
ommendations. Before completing its final comments and recommendations, the 
health care commission shall provide adequate public notice that testimony will be 
accepted by the health care commission. The health care commission shall then forward 
the final report, its comments and recommendations, and a summary of the public's 
comments to the commissioner and information clearinghouse. 

(c) The reports of the health technology advisory committee and the comments 
and recommendations of the health care commission should not eliminate or bar new 
technology, and are not rules as defined in the administrative procedure act. 

Subd. 5. Use of technology evaluation, (a) The final report on the technology evalu­
ation and the commission's comments and recommendations may be used: 

(1) by the commissioner in retrospective and prospective review of major expendi­
tures; 

(2) by integrated service networks and other group purchasers and by employers, 
in making coverage, contracting, purchasing, and reimbursement decisions; 

(3) by government programs and regulators of the regulated all-payer system, in 
making coverage, contracting, purchasing, and reimbursement decisions; 

(4) by the commissioner and other organizations in the development of practice 
parameters; 

(5) by health care providers in making decisions about adding or replacing tech­
nology and the appropriate use of technology; 

(6) by consumers in making decisions about treatment; 
(7) by medical device manufacturers in developing and marketing new technolo­

gies; and 
(8) as otherwise needed by health care providers, health care plans, consumers, 

and purchasers. 
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(b) At the request of the commissioner, the health care commission, in consulta­
tion with the health technology advisory committee, shall submit specific recommenda­
tions relating to technologies that have been evaluated under this section for purposes 
of retrospective and prospective review of major expenditures and coverage, contract­
ing, purchasing, and reimbursement decisions affecting state programs and the all-
payer system. 

Subd. 6. Application to the regulated all-payer system. The health technology advi­
sory committee shall recommend to the Minnesota health care commission and the 
commissioner methods to control the diffusion and use of technology within the regu­
lated all-payer system for services provided outside of an integrated service network. 

Subd. 7. Data gathering. In evaluating a specific technology, the health technology 
advisory committee may seek the use of data collected by manufacturers, health plans, 
professional and trade associations, nonprofit organizations, academic institutions, or 
any other organization or association that may have data relevant to the committee's 
technology evaluation. All information obtained under this subdivision shall be consid­
ered nonpublic data under section 13.02, subdivision 9, unless the data is already avail­
able to the public generally or upon request. 

History: 1993 c 345 art 4 s 4 

62J.156 CLOSED COMMITTEE HEARINGS. 
Notwithstanding section 471.705, the health technology advisory committee may 

meet in closed session to discuss a specific technology or procedure that involves data 
received under section 62J. 152, subdivision 7, that have been classified as nonpublic 
data, where disclosure of the data would cause harm to the competitive or economic 
position of the source of the data. 

History: 1993 c 345 art 4s 5 

62J.17 EXPENDITURE REPORTING. 

[For text of subd 1, see M.S. 1992] 

Subd. 2. Definitions. For purposes of this section, the terms defined in this subdi­
vision have the meanings given. 

(a) Access. "Access" has the meaning given in section 62J.2912, subdivision 2. 
(b) Capital expenditure. "Capital expenditure" means an expenditure which, 

under generally accepted accounting principles, is not properly chargeable as an 
expense of operation and maintenance. 

(c) Cost. "Cost" means the amount paid by consumers or third party payers for 
health care services or products. 

(d) Date of the major spending commitment. "Date of the major spending commit­
ment" means the date the provider formally obligated itself to the major spending com­
mitment. The obligation may be incurred by entering into a contract, making a down 
payment, issuing bonds or entering a loan agreement to provide financing for the major 
spending commitment, or taking some other formal, tangible action evidencing the pro­
vider's intention to make the major spending commitment. 

(e) Health care service. "Health care service" means: 
(1) a service or item that would be covered by the medical assistance program 

under chapter 256B if provided in accordance with medical assistance requirements 
to an eligible medical assistance recipient; and 

(2) a service or item that would be covered by medical assistance except that it is 
characterized as experimental, cosmetic, or voluntary. 

"Health care service" does not include retail, over-the-counter sales of non­
prescription drugs and other retail sales of health-related products that are not generally 
paid for by medical assistance and other third-party coverage. 

(0 Major spending commitment. "Major spending commitment" means an expen­
diture in excess of $500,000 for: 
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(1) acquisition of a unit of medical equipment; 
(2) a capital expenditure for a single project for the purposes of providing health 

care services, other than for the acquisition of medical equipment; 
(3) offering a new specialized service not offered before; 
(4) planning for an activity that would qualify as a major spending commitment 

under this paragraph; or 
(5) a project involving a combination of two or more of the activities in clauses 

d ) to (4 ) . 
The cost of acquisition of medical equipment, and the amount of a capital expendi­

ture, is the total cost to the provider regardless of whether the cost is distributed over 
time through a lease arrangement or other financing or payment mechanism. 

(g) Medical equipment. "Medical equipment" means fixed and movable equip­
ment that is used by a provider in the provision of a health care service. "Medical 
equipment" includes, but is not limited to, the following: 

(1) an extracorporeal shock wave lithotripter; 
(2) a computerized axial tomography (CAT) scanner; 
(3) a magnetic resonance imaging (MRI) unit; 
(4) a positron emission tomography (PET) scanner; and 
(5) emergency and nonemergency medical transportation equipment and vehicles, 
(h) New specialized service. "New specialized service" means a specialized health 

care procedure or treatment regimen offered by a provider that was not previously 
offered by the provider, including, but not limited to: 

(1) cardiac catheterization services involving high-risk patients as defined in the 
Guidelines for Coronary Angiography established by the American Heart Association 
and the American College of Cardiology; 

(2) heart, heart-lung, liver, kidney, bowel, or pancreas transplantation service, or 
any other service for transplantation of any other organ; 

(3) megavoltage radiation therapy; 
(4) open heart surgery; 
(5) neonatal intensive care services; and 
(6) any new medical technology for which premarket approval has been granted 

by the United States Food and Drug Administration, excluding implantable and wear­
able devices. 

[For text ofsubd 3, see M.S. 1992] 

Subd. 4. [Repealed, 1993 c 345 art 6 s 26] 
Subd. 4a. Expenditure reporting, (a) General requirement. A provider making a 

major spending commitment after April 1, 1992, shall submit notification of the expen­
diture to the commissioner and provide the commissioner with any relevant back­
ground information. 

(b) Report. Notification must include a report, submitted within 60 days after the 
date of the major spending commitment, using terms conforming to the definitions in 
section 62J.03 and this section. Each report is subject to retrospective review and must 
contain: 

(1) a detailed description of the major spending commitment and its purpose; 
(2) the date of the major spending commitment; 
(3) a statement of the expected impact that the major spending commitment will 

have on charges by the provider to patients and third party payers; 
(4) a statement of the expected impact on the clinical effectiveness or quality of 

care received by the patients that the provider expects to serve; 
(5) a statement of the extent to which equivalent services or technology are already 

available to the provider's actual and potential patient population; 
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(6) a statement of the distance from which the nearest equivalent services or tech­
nology are already available to the provider's actual and potential population; 

(7) a statement describing the pursuit of any lawful collaborative arrangements; 
and 

(8) a statement of assurance that the provider will not use, purchase, or perform 
health care technologies and procedures that are not clinically effective and cost-
effective, unless the technology is used for experimental or research purposes to deter­
mine whether a technology or procedure is clinically effective and cost-effective. 

The provider may submit any additional information that it deems relevant. 
(c) Additional information. The commissioner may request additional information 

from a provider for the purpose of review of a report submitted by that provider, and 
may consider relevant information from other sources. A provider shall provide any 
information requested by the commissioner within the time period stated in the 
request, or within 30 days after the date of the request if the request does not state a 
time. 

(d) Failure to comply. If the provider fails to submit a complete and timely expen­
diture report, including any additional information requested by the commissioner, the 
commissioner may make the provider's subsequent major spending commitments sub­
ject to the procedures of prospective review and approval under subdivision 6a. 

Subd. 5. [Repealed, 1993 c 345 art 6 s 26] 
Subd. 5a. Retrospective review, (a) The commissioner shall retrospectively review 

each major spending commitment and notify the provider of the results of the review. 
The commissioner shall determine whether the major spending commitment was 
appropriate. In making the determination, the commissioner may consider the follow­
ing criteria: the major spending commitment's impact on the cost, access, and quality 
of health care; the clinical effectiveness and cost-effectiveness of the major spending 
commitment; and the alternatives available to the provider. 

(b) The commissioner may not prevent or prohibit a major spending commitment 
subject to retrospective review. However, if the provider fails the retrospective review, 
any major spending commitments by that provider for the five-year period following 
the commissioner's decision are subject to prospective review under subdivision 6a. 

Subd. 6. [Repealed, 1993 c 345 art 6 s 26] 
Subd. 6a. Prospective review and approval, (a) Requirement. No health care pro­

vider subject to prospective review under this subdivision shall make a major spending 
commitment unless: 

(1) the provider has filed an application with the commissioner to proceed with 
the major spending commitment and has provided all supporting documentation and 
evidence requested by the commissioner; and 

(2) the commissioner determines, based upon this documentation and evidence, 
that the major spending commitment is appropriate under the criteria provided in sub­
division 5a in light of the alternatives available to the provider. 

(b) Application. A provider subject to prospective review and approval shall sub­
mit an application to the commissioner before proceeding with any major spending 
commitment. The application must address each item listed in subdivision 4a, para­
graph (a), and must also include documentation to support the response to each item. 
The provider may submit information, with supporting documentation, regarding why 
the major spending commitment should be excepted from prospective review under 
paragraph (d). The submission may be made either in addition to or instead of the sub­
mission of information relating to the items listed in subdivision 4a, paragraph (a). 

(c) Review. The commissioner shall determine, based upon the information sub­
mitted, whether the major spending commitment is appropriate under the criteria pro­
vided in subdivision 5a, or whether it should be excepted from prospective review 
under paragraph (d). In making this determination, the commissioner may also con­
sider relevant information from other sources. At the request of the commissioner, the 
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Minnesota health care commission shall convene an expert review panel made up of 
persons with knowledge and expertise regarding medical equipment, specialized ser­
vices, health care expenditures, and capital expenditures to review applications and 
make recommendations to the commissioner. The commissioner shall make a decision 
on the application within 60 days after an application is received. 

(d) Exceptions. The prospective review and approval process does not apply to: 
(1) a major spending commitment to replace existing equipment with comparable 

equipment, if the old equipment will no longer be used in the state; 
(2) a major spending commitment made by a research and teaching institution for 

purposes of conducting medical education, medical research supported or sponsored 
by a medical school or by a federal or foundation grant, or clinical trials; 

(3) a major spending commitment to repair, remodel, or replace existing buildings 
or fixtures if, in the judgment of the commissioner, the project does not involve a sub­
stantial expansion of service capacity or a substantial change in the nature of health 
care services provided; and 

(4) mergers, acquisitions, and other changes in ownership or control that, in the 
judgment of the commissioner, do not involve a substantial expansion of service capac­
ity or a substantial change in the nature of health care services provided. 

(e) Notification required for excepted major spending commitment. A provider mak­
ing a major spending commitment covered by paragraph (d) shall provide notification 
of the major spending commitment as provided under subdivision 4a. 

(f) Penalties and remedies. The commissioner of health has the authority to issue 
fines, seek injunctions, and pursue other remedies as provided by law. 

History: 1993 c 345 art 6 s 9-12 
NOTE: Subdivision 2 . paragraph (0, was also amended by Laws 1993, chapter 247, article 1, section 12, to read as 

follows: 

"(0 Provider. "Provider" means an individual, corporation, association, firm, partnership, or other entity that is regu­
larly engaged in providing health care services in Minnesota, or that makes a major spending commitment to become regu­
larly engaged in providing health care services in Minnesota." 

NOTE: Subdivisions 4, 5, and 6. were also amended by Laws 1993, chapter 247, article I, sections 13. 14. and 15, 
to read as follows: 

"Subd. 4. Expenditure reporting. Any provider making a major spending commitment after April 1. 1992. that is in 
excess of $500,000. shall submit notification of this expenditure to the commissioner within 60 days of making the major 
spending commitment and provide the commissioner with any relevant background or other information. The commissioner 
shall not have any approval or denial authority, but should use such information in the ongoing evaluation of statewide and 
regional progress toward cost containment and other objectives. 

Subd. 5. Retrospective review. The commissioner of health, in consultation with the Minnesota health care commis­
sion, shall retrospectively review capital expenditures and major spending commitments that are required to be reported 
by providers under subdivision 4. In the event that health care providers refuse to cooperate with attempts by the Minnesota 
health care commission and regional coordinating boards to coordinate the use of health care technologies and procedures, 
and reduce the growth rate in health care expenditures; or in the event that health care providers use, purchase, or perform 
health care technologies and procedures that are not clinically effective and cost-effective; or in the event providers have 
failed to pursue lawful collaborative arrangements; the commissioner shall require those health care providers to follow the 
procedures for prospective review and approval established in subdivision 6. 

Subd. 6. Prospective review and approval, (a) Requirement. The commissioner shall prohibit those health care providers 
subject to retrospective review under subdivision 5 from making future major spending commitments or capital expenditures 
that are required to be reported under subdivision 4 for a period of up to five years, unless: (1) the provider has filed an appli­
cation to proceed with the major spending commitment or capital expenditure with the commissioner and provided support­
ing documentation and evidence requested by the commissioner, and (2) the commissioner determines, based upon this 
documentation and evidence, that the spending commitment or capital expenditure is appropriate. The commissioner shall 
make a decision on a completed application within 60 days after an application is submitted. The Minnesota health care 
commission shall convene an expert review panel made up of persons with knowledge and expertise regarding medical equip­
ment, specialized services, and health care expenditures to review applications and make recommendations to the commis­
sioner and the commission. 

(b) Exceptions. This subdivision docs not apply to: 

(1) a major spending commitment to replace existing equipment with comparable equipment, if the old equipment 
will no longer be used in the state; 

(2) a major spending commitment made by a research and teaching institution for purposes of conducting medical 
education, medical research supported or sponsored by a medical school, or by a federal or foundation grant, or clinical trials; 

(3) a major spending commitment to repair, remodel, or replace existing buildings or fixtures if, in the judgment of 
the commissioner, the project does not involve a substantial expansion of service capacity or a substantial change in the 
nature of health care services provided; and 
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(4) mergers, acquisitions, and other changes in ownership or control that, in the judgment of the commissioner, do 
not involve a substantial expansion of service capacity or a substantial change in the nature of health care services provided. 

(c) Penalties and remedies. The commissioner of health shall have the authority to issue fines, seek injunctions, and 
pursue other remedies as provided by law." 

62J.19 SUBMISSION OF REGIONAL PLAN TO COMMISSIONER. 
Each regional coordinating board shall submit its plan to the commissioner on or 

before June 30, 1993. 

History: 1993 c 247 art 1 s 16 

62J.21 [Repealed, 1993 c 247 art 1 s 21] 

62J.212 COLLABORATION ON PUBLIC HEALTH GOALS. 
The commissioner may increase regional spending limits if public health goals for 

that region are achieved. 
History: 1993 c 345 art 5 s 9 

62J.23 PROVIDER CONFLICTS OF INTEREST. 
Subdivision 1. Rules prohibiting conflicts of interest. The commissioner of health 

shall adopt rules restricting financial relationships or payment arrangements involving 
health care providers under which a person benefits financially by referring a patient 
to another person, recommending another person, or furnishing or recommending an 
item or service. The rules must be compatible with, and no less restrictive than, the fed­
eral Medicare antikickback statute, in section 11288(b) of the Social Security Act, 
United States Code, title 42, section 1320a-7b(b), and regulations adopted under it. 
However, the commissioner's rules may be more restrictive than the federal law and 
regulations and may apply to additional provider groups and business and professional 
arrangements. When the state rules restrict an arrangement or relationship that is per­
missible under federal laws and regulations, including an arrangement or relationship 
expressly permitted under the federal safe harbor regulations, the fact that the state 
requirement is more restrictive than federal requirements must be clearly stated in the 
rule. 

Subd. 2. Interim restrictions. From July 1, 1992, until rules are adopted by the 
commissioner under this section, the restrictions in the federal Medicare antikickback 
statutes in section 1128B(b) of the Social Security Act, United States Code, title 42, sec­
tion 1320a-7b(b), and rules adopted under the federal statutes, apply to all persons in 
the state, regardless of whether the person participates in any state health care program. 
The commissioner shall approve a transition plan submitted to the commissioner by 
January 1, 1993, by a person who is in violation of this section that provides a reason­
able time for the person to modify prohibited practices or divest financial interests in 
other persons in order to come into compliance with this section. Transition plans that 
identify individuals are private data. Transition plans that do not identify individuals 
are nonpublic data. 

Subd. 3. Penalty. The commissioner may assess a fine against a person who vio­
lates this section. The amount of the fine is $1,000 or 110 percent of the estimated 
financial benefit that the person realized as a result of the prohibited financial arrange­
ment or payment relationship, whichever is greater. A person who is in compliance with 
a transition plan approved by the commissioner under subdivision 2, or who is making 
a good faith effort to obtain the commissioner's approval of a transition plan, is not in 
violation of this section. 

Subd. 4. Integrated service networks, (a) The legislature finds that the formation 
and operation of integrated service networks will accomplish the purpose of the federal 
Medicare antikickback statute, which is to reduce the overutilization and overcharging 
that may result from inappropriate provider incentives. Accordingly, it is the public 
policy of the state of Minnesota to support the development of integrated service net­
works. The legislature finds that the federal Medicare antikickback laws should not be 
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interpreted to interfere with the development of integrated service networks or to 
impose liability for arrangements between an integrated service network and its partici­
pating entities. 

(b) An arrangement between an integrated service network and any or all of its par­
ticipating entities is not subject to liability under subdivisions 1 and 2. 

History: 1993 c 247 art 1 s 17; 1993 c 345 art 6 s 13 

62J.29 [Repealed, 1993 c 345 art 6 s 26] 
NOTE: Subdivisions I and 4 were also amended by Laws 1993, chapter 247, sections 18 and 19, to read as follows: 
"Subdivision I. Purpose. The legislature finds that the goats of controlling health care costs and improving the quality 

of and access to health care services will be significantly enhanced by some cooperative arrangements involving providers 
or purchasers that may be prohibited by state and federal antitrust laws if undertaken without governmental involvement. 
The purpose of this section is to create an opportunity for the slate to review proposed arrangements and lo substitute regula­
tion forcompctilion when an arrangement is likely to result in lower costs, or greater access or quality, than would otherwise 
occur in ihccompciitive marketplace. The legislature intends that approval of relationships be accompanied by appropriate 
conditions, supervision, and regulation lo protect against private abuses of economic power, and that this approval will make 
relationships immune from state and federal antitrust liability. 

Subd. 4. State antitrust law. Notwithstanding the Minnesota antitrust law of 1971, as amended, in sections 325D.49 
to 325D.66, contracts, business or financial arrangements, or other activities, practices, or arrangements involving providers 
or purchasers that are approved by the commissioner under this section do not constitute an unlawful contract, combinaiion, 
or conspiracy in unreasonable restraint of trade or commerce under sections 325D.49 to 325D.66. Approval by the commis­
sioner is an absolute defense against any action under state antitrust laws." 

ANTITRUST EXCEPTIONS 

62J.2911 ANTITRUST EXCEPTIONS; PURPOSE. 
The legislature finds that the goals of controlling health care costs and improving 

the quality of and access to health care services will be significantly enhanced by cooper­
ative arrangements involving providers or purchasers that might be prohibited by state 
and federal antitrust laws if undertaken without governmental involvement. The pur­
pose of sections 62J.2911 to62J.2921 is to create an opportunity for the state to review 
proposed arrangements and to substitute regulation for competition when an arrange­
ment is likely to result in lower costs, or greater access or quality, than would otherwise 
occur in the marketplace. The legislature intends that approval of arrangements be 
accompanied by appropriate conditions, supervision, and regulation to protect against 
private abuses of economic power, and that an arrangement approved by the commis­
sioner and accompanied by such appropriate conditions, supervision, and regulation 
shall not be subject to state and federal antitrust liability. 

History: 1993 c 345 art 6 s 14 

62J.2912 DEFINITIONS. 
Subdivision 1. Scope. For purposes of sections 62J.2911 to 62J.2921, the terms 

defined in this section have the meanings given them. 
Subd. 2. Access. "Access" means the financial, temporal, and geographic availabil­

ity of health care to individuals who need it. 
Subd. 3. Applicant. "Applicant" means the party or parties to an agreement or 

business arrangement for which the commissioner's approval is sought under this sec­
tion. 

Subd. 4. Commissioner. "Commissioner" means the commissioner of health. 
Subd. 5. Contested case. "Contested case" means a proceeding conducted by the 

office of administrative hearings under sections 14.57 to 14.62. 
Subd. 6. Cost or cost of health care. "Cost" or "cost of health care" means the 

amount paid by consumers or third party payers for health care services or products. 
Subd. 7. Criteria. "Criteria" means the cost, access, and quality of health care. 
Subd. 8. Health care products. "Health care products" means durable medical 

equipment and "medical equipment" as defined in section 62J. 17, subdivision 2, para­
graph (g). 
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Subd. 9. Health care service. "Health care service" has the meaning given in sec­
tion 62J.17, subdivision 2, paragraph (e). 

Subd. 10. Person. "Person" means an individual or legal entity. 

History: 1993 c 345 art 6 s 15 

62J.2913 SCOPE. 
Subdivision 1. Availability of exception. Providers or purchasers wishing to engage 

in contracts, business or financial arrangements, or other activities, practices, or 
arrangements that might be construed to be violations of state or federal antitrust laws 
but which are in the best interests of the state and further the policies and goals of this 
chapter may apply to the commissioner for an exception. 

Subd. 2. Absolute defense. Approval by the commissioner is an absolute defense 
against any action under state and federal antitrust laws, except as provided under sec­
tion 62J.2921, subdivision 5. 

Subd. 3. Application cannot be used to impose liability. The commissioner may ask 
the attorney general to comment on an application. The application and any informa­
tion obtained by the commissioner under sections 62J.2914 to 62J.2916 that is not oth­
erwise available is not admissible in any civil or criminal proceeding brought by the 
attorney general or any other person based on an antitrust claim, except: 

(1) a proceeding brought under section 62J.2921, subdivision 5, based on an appli­
cant's failure to substantially comply with the terms of the application; or 

(2) a proceeding based on actions taken by the applicant prior to submitting the 
application, where such actions are admitted to in the application. 

Subd. 4. Out-of-state applicants. Providers or purchasers not physically located in 
Minnesota are eligible to seek an exception for arrangements in which they transact 
business in Minnesota as defined in section 295.51. 

History: 1993 c 345 art 6 s 16 

62J.2914 APPLICATION. 
Subdivision 1. Disclosure. An application for approval must include, to the extent 

applicable, disclosure of the following: 
(1) a descriptive title; 
(2) a table of contents; 
(3) exact names of each party to the application and the address of the principal 

business office of each party; 
(4) the name, address, and telephone number of the persons authorized to receive 

notices and communications with respect to the application; 
(5) a verified statement by a responsible officer of each party to the application 

attesting to the accuracy and completeness of the enclosed information; 
(6) background information relating to the proposed arrangement, including: 
(i) a description of the proposed arrangement, including a list of any services or 

products that are the subject of the proposed arrangement; 
(ii) an identification of any tangential services or products associated with the ser­

vices or products that are the subject of the proposed arrangement; 
(iii) a description of the geographic territory involved in the proposed arrange­

ment; 
(iv) if the geographic territory described in item (iii), is different from the territory 

in which the applicants have engaged in the type of business at issue over the last five 
years, a description of how and why the geographic territory differs; 

(v) identification of all products or services that a substantial share of consumers 
would consider substitutes for any service or product that is the subject of the proposed 
arrangement; 

(vi) identification of whether any services or products of the proposed arrange-
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ment are currently being offered, capable of being offered, utilized, or capable of being 
utilized by other providers or purchasers in the geographic territory described in item 
(iii); 

(vii) identification of the steps necessary, under current market and regulatory 
conditions, for other parties to enter the territory described in item (iii) and compete 
with the applicant; 

(viii) a description of the previous history of dealings between the parties to the 
application; 

(ix) a detailed explanation of the projected effects, including expected volume, 
change in price, and increased revenue, of the arrangement on each party's current busi­
nesses, both generally as well as the aspects of the business directly involved in the pro­
posed arrangement; 

(x) the present market share of the parties to the application and of others affected 
by the proposed arrangement, and projected market shares after implementation of the 
proposed arrangement; 

(xi) a statement of why the projected levels of cost, access, or quality could not be 
achieved in the existing market without the proposed arrangement; and 

(xii) an explanation of how the arrangement relates to any Minnesota health care 
commission or applicable regional coordinating board plans for delivery of health care; 
and 

(7) a detailed explanation of how the transaction will affect cost, access, and qual­
ity. The explanation must address the factors in section 62J.2917, subdivision 2, para­
graphs (b) to (d), to the extent applicable. 

Subd. 2. State Register notice. In addition to the disclosures required in subdivi­
sion 1, the application must contain a written description of the proposed arrangement 
for purposes of publication in the State Register. The notice must include sufficient 
information to advise the public of the nature of the proposed arrangement and to 
enable the public to provide meaningful comments concerning the expected results of 
the arrangement. The notice must also state that any person may provide written com­
ments to the commissioner, with a copy to the applicant, within 20 days of the notice's 
publication. The commissioner shall approve the notice before publication. If the com­
missioner determines that the submitted notice does not provide sufficient informa­
tion, the commissioner may amend the notice before publication and may consult with 
the applicant in preparing the amended notice. The commissioner shall not publish an 
amended notice without the applicant's approval. 

Subd. 3. Multiple parties to a proposed arrangement. For a proposed arrangement 
involving multiple parties, one joint application must be submitted on behalf of all par­
ties to the arrangement. 

Subd. 4. Filing fee. An application must be accompanied by a filing fee, which 
must be deposited in the health care access fund. The total of the deposited application 
fees is appropriated annually to the commissioner to administer the antitrust excep­
tions program. The filing fee is $1,000 for any application submitted by parties whose 
combined gross revenues exceeded $20,000,000 in the most recent calendar or fiscal 
year for which such figures are available. The filing fee for all other applications is $250. 

Subd. 5. Trade secret information; protection. Trade secret information, as defined 
in section 13.37, subdivision 1, paragraph (b), must be protected to the extent required 
under chapter 13. 

Subd. 6. Commissioner's authority to refuse to review, (a) If the commissioner 
determines that an application is unclear, incomplete, or provides an insufficient basis 
on which to base a decision, the commissioner may return the application. The appli­
cant may complete or revise the application and resubmit it. 

(b) If, upon review of the application and upon advice from the attorney general, 
the commissioner concludes that the proposed arrangement does not present any 
potential for liability under the state or federal antitrust laws, the commissioner may 
decline to review the application and so notify the applicant. 
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(c) The commissioner may decline to review any application relating to arrange­
ments already in effect before the submission of the application. However, the commis­
sioner shall review any application if the review is expressly provided for in a 
settlement agreement entered into before May 24, 1993, by the applicant and the attor­
ney general. 

Subd. 7. Commissioner's authority to extend time limit. Upon the showing of good 
cause, the commissioner may extend any of the time limits stated in sections 62J.2915 
and 62J.2916 at the request of the applicant or another person. 

History: 1993 c 345 art 6 s 17 

62J.2915 NOTICE AND COMMENT. 
Subdivision 1. Notice. The commissioner shall cause the notice described in sec­

tion 62J.2914, subdivision 2, to be published in the State Register and sent to the Min­
nesota health care commission, the regional coordinating boards for any regions that 
include all or part of the territory covered by the proposed arrangement, and any person 
who has requested to be placed on a list to receive notice of applications. The commis­
sioner may maintain separate notice lists for different regions of the state. The commis­
sioner may also send a copy of the notice to any person together with a request that the 
person comment as provided under subdivision 2. Copies of the request must be pro­
vided to the applicant. 

Subd. 2. Comments. Within 20 days after the notice is published, any person may 
mail to the commissioner written comments with respect to the application. Within 30 
days after the notice is published, the Minnesota health care commission or any 
regional coordinating board may mail to the commissioner comments with respect to 
the application. Persons submitting comments shall provide a copy of the comments 
to the applicant. The applicant may mail to the commissioner written responses to any 
comments within ten days after the deadline for mailing such comments. The applicant 
shall send a copy of the response to the person submitting the comment. 

History: 1993 c 345 art 6 s IS 

62J.2916 PROCEDURE FOR REVIEW OF APPLICATIONS. 
Subdivision 1. Choice of procedures. After the conclusion of the period provided 

in section 62J.2915, subdivision 2, for the applicant to respond to comments, the com­
missioner shall select one of the three procedures provided in subdivision 2. In deter­
mining which procedure to use, the commissioner shall consider the following criteria: 

(1) the size of the proposed arrangement, in terms of number of parties and 
amount of money involved; 

(2) the complexity of the proposed arrangement; 
(3) the novelty of the proposed arrangement; 
(4) the substance and quantity of the comments received; 
(5) any comments received from the Minnesota health care commission or 

regional coordinating boards; and 
(6) the presence or absence of any significant gaps in the factual record. 
If the applicant demands a contested case hearing no later than the conclusion of 

the period provided in section 62J.2915, subdivision 2, for the applicant to respond to 
comments, the commissioner shall not select a procedure. Instead, the applicant shall 
be given a contested case proceeding as a matter of right. 

Subd. 2. Procedures available, (a) Decision on the written record. The commis­
sioner may issue a decision based on the application, the comments, and the applicant's 
responses to the comments, to the extent each is relevant. In making the decision, the 
commissioner may consult with staff of the department of health and may rely on 
department of health data. 

(b) Limited hearing. (1) The commissioner may order a limited hearing. A copy 
of the order must be mailed to the applicant and to all persons who have submitted 
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comments or requested to be kept informed of the proceedings involving the applica­
tion. The order must state the date, time, and location of the limited hearing and must 
identify specific issues to be addressed at the limited hearing. The issues may include 
the feasibility and desirability of one or more alternatives to the proposed arrangement. 
The order must require the applicant to submit written evidence, in the form of affida­
vits and supporting documents, addressing the issues identified, within 20 days after 
the date of the order. The order shall also state that any person may arrange to receive 
a copy of the written evidence from the commissioner, at the person's expense, and may 
provide written comments on the evidence within 40 days after the date of the order. 
A person providing written comments shall provide a copy of the comments to the 
applicant. 

(2) The limited hearing must be held before the commissioner or department of 
health staff member designated by the commissioner. The commissioner or the com­
missioner's designee shall question the applicant about the evidence submitted by the 
applicant. The questions may address relevant issues identified in the comments sub­
mitted in response to the written evidence or identified by department of health staff 
or brought to light by department of health data. At the conclusion of the applicant's 
responses to the questions, any person who submitted comments about the applicant's 
written evidence may make a statement addressing the applicant's responses to the 
questions. The commissioner or the commissioner's designee may ask questions of any 
person making a statement. At the conclusion of all statements, the applicant may make 
a closing statement. 

(3) The commissioner's decision after a limited hearing must be based upon the 
application, the comments, the applicant's response to the comments, the applicant's 
written evidence, the comments in response to the written evidence, and the informa­
tion presented at the limited hearing, to the extent each is relevant. In making the deci­
sion, the commissioner may consult with staff of the department of health and may rely 
on department of health data. 

(c) Contested case hearing. The commissioner may order a contested case hearing. 
A contested case hearing shall be tried before an administrative law judge who shall 
issue a written recommendation to the commissioner and shall follow the procedures 
in sections 14.57 to 14.62. All factual issues relevant to a decision must be presented 
in the contested case. The attorney general may appear as a party. Additional parties 
may appear to the extent permitted under sections 14.57 to 14.62. The record in the 
contested case includes the application, the comments, the applicant's response to the 
comments, and any other evidence that is part of the record under sections 14.57 to 
14.62. 

History: 1993 c 345 art 6 s 19 

62J.2917 CRITERIA FOR DECISION. 
Subdivision 1. Criteria. The commissioner shall not approve an application unless 

the commissioner determines that the arrangement is more likely to result in lower 
costs, increased access, or increased quality of health care, than would otherwise occur 
under existing market conditions or conditions likely to develop without an exemption 
from state and federal antitrust law. In the event that a proposed arrangement appears 
likely to improve one or two of the criteria at the expense of another one or two of the 
criteria, the commissioner shall not approve the application unless the commissioner 
determines that the proposed arrangement, taken as a whole, is likely to substantially 
further the purpose of this chapter. In making such a determination, the commissioner 
may employ a cost/benefit analysis. 

Subd. 2. Factors, (a) Generally applicable factors. In making a determination about 
cost, access, and quality, the commissioner may consider the following factors, to the 
extent relevant: 

(1) whether the proposal is compatible with the cost containment plan or other 
plan of the Minnesota health care commission or the applicable regional plans of the 
regional coordinating boards; 
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(2) market structure: 
(i) actual and potential sellers and buyers, or providers and purchasers; 
(ii) actual and potential consumers; 
(iii) geographic market area; and 
(iv) entry conditions; 
(3) current market conditions; 
(4) the historical behavior of the market; 
(5) performance of other, similar arrangements; 
(6) whether the proposal unnecessarily restrains competition or restrains competi­

tion in ways not reasonably related to the purposes of this chapter; and 
(7) the financial condition of the applicant. 
(b) Cost. The commissioner's analysis of cost must focus on the individual con­

sumer of health care. Cost savings to be realized by providers, health carriers, group 
purchasers, or other participants in the health care system are relevant only to the 
extent that the savings are likely to be passed on to the consumer. However, where an 
application is submitted by providers or purchasers who are paid primarily by third 
party payers unaffiliated with the applicant, it is sufficient for the applicant to show that 
cost savings are likely to be passed on to the unaffiliated third party payers; the appli­
cants do not have the burden of proving that third party payers with whom the appli­
cants are not affiliated will pass on cost savings to individuals receiving coverage 
through the third party payers. In making determinations as to costs, the commissioner 
may consider: 

(1) the cost savings likely to result to the applicant; 
(2) the extent to which the cost savings are likely to be passed on to the consumer 

and in what form; 
(3) the extent to which the proposed arrangement is likely to result in cost shifting 

by the applicant onto other payers or purchasers of other products or services; 
(4) the extent to which the cost shifting by the applicant is likely to be followed 

by other persons in the market; 
(5) the current and anticipated supply and demand for any products or services 

at issue; 
(6) the representations and guarantees of the applicant and their enforceability; 
(7) likely effectiveness of regulation by the commissioner; 
(8) inferences to be drawn from market structure; 
(9) the cost of regulation, both for the state and for the applicant; and 
(10) any other factors tending to show that the proposed arrangement is or is not 

likely to reduce cost. 
(c) Access. In making determinations as to access, the commissioner may con­

sider: 
(1) the extent to which the utilization of needed health care services or products 

by the intended targeted population is likely to increase or decrease. When a proposed 
arrangement is likely to increase access in one geographic area, by lowering prices or 
otherwise expanding supply, but limits access in another geographic area by removing 
service capabilities from that second area, the commissioner shall articulate the criteria 
employed to balance these effects; 

(2) the extent to which the proposed arrangement is likely to make available a new 
and needed service or product to a certain geographic area; and 

(3) the extent to which the proposed arrangement is likely to otherwise make 
health care services or products more financially or geographically available to persons 
who need them. 

If the commissioner determines that the proposed arrangement is likely to increase 
access and bases that determination on a projected increase in utilization, the commis-
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sioner shall also determine and make a specific finding that the increased utilization 
does not reflect overutilization. 

(d) Quality. In making determinations as to quality, the commissioner may con­
sider the extent to which the proposed arrangement is likely to: 

(1) decrease morbidity and mortality; 
(2) result in faster convalescence; 
(3) result in fewer hospital days; 
(4) permit providers to attain needed experience or frequency of treatment, likely 

to lead to better outcomes; 
(5) increase patient satisfaction; and 
(6) have any other features likely to improve or reduce the quality of health care. 

History: 1993 c 345 art 6 s 20 

62J.2918 DECISION. 
Subdivision 1. Approval or disapproval. The commissioner shall issue a written 

decision approving or disapproving the application. The commissioner may condition 
approval on a modification of all or part of the proposed arrangement to eliminate any 
restriction on competition that is not reasonably related to the goals of reducing cost 
or improving access or quality. The commissioner may also establish conditions for 
approval that are reasonably necessary to protect against abuses of private economic 
power and to ensure that the arrangement is appropriately supervised and regulated by 
the state. 

Subd. 2. Findings of fact. The commissioner's decision shall make specific findings 
of fact concerning the cost, access, and quality criteria, and identify one or more of 
those criteria as the basis for the decision. 

Subd. 3. Data for supervision. A decision approving an application must require 
the periodic submission of specific data relating to cost, access, and quality, and to the 
extent feasible, identify objective standards of cost, access, and quality by which the 
success of the arrangement will be measured. However, if the commissioner determines 
that the scope of a particular proposed arrangement is such that the arrangement is cer­
tain to have neither a positive or negative impact on one or two of the criteria, the com­
missioner's decision need not require the submission of data or establish an objective 
standard relating to those criteria. 

History: 1993 c 345 art 6 s 21 

62J.2919 APPEAL. 
After the commissioner has rendered a decision, the applicant or any other person 

aggrieved may appeal the decision to the Minnesota court of appeals within 30 days 
after receipt of the commissioner's decision. The appeal is governed by sections 14.63 
to 14.69. The appellate process does not include a contested case under sections 14.57 
to 14.62. The commissioner's determination, under section 62J.2916, subdivision 1, 
of which procedure to use may not be raised as an issue on appeal. 

History: 1993 c 345 art 6 s 22 

62J.2920 SUPERVISION AFTER APPROVAL. 
Subdivision 1. Appropriate supervision. The commissioner shall appropriately 

supervise, monitor, and regulate approved arrangements. 
Subd. 2. Procedures. The commissioner shall review data submitted periodically 

by the applicant. The commissioner's order shall set forth the time schedule for the sub­
mission of data, which shall be at least once a year. The commissioner's order must 
identify the data that must be submitted, although the commissioner may subsequently 
require the submission of additional data or alter the time schedule. Upon review of 
the data submitted, the commissioner shall notify the applicant of whether the arrange­
ment is in compliance with the commissioner's order. If the arrangement is not in com-
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pliance with the commissioner's order, the commissioner shall identify those respects 
in which the arrangement does not conform to the commissioner's order. 

An applicant receiving notification that an arrangement is not in compliance has 
30 days in which to respond with additional data. The response may include a proposal 
and a time schedule by which the applicant will bring the arrangement into compliance 
with the commissioner's order. If the arrangement is not in compliance and the com­
missioner and the applicant cannot agree to the terms of bringing the arrangement into 
compliance, the matter shall be set for a contested case hearing. 

The commissioner shall publish notice in the State Register two years after the date 
of an order approving an application, and at two-year intervals thereafter, soliciting 
comments from the public concerning the impact that the arrangement has had on cost, 
access, and quality. The commissioner may request additional oral or written informa­
tion from the applicant or from any other source. 

Subd. 3. Study. The commissioner shall study and make recommendations by Jan­
uary 15, 1995, on the appropriate length and scope of supervision of arrangements 
approved for exemption from the antitrust laws. 

History: 1993 c 345 art 6 s 23 

62J.2921 REVOCATION. 
Subdivision 1. Conditions. The commissioner may revoke approval of a coopera­

tive arrangement only if: 
(1) the arrangement is not in substantial compliance with the terms of the applica­

tion; 
(2) the arrangement is not in substantial compliance with the conditions of 

approval; 
(3) the arrangement has not and is not likely to substantially achieve the improve­

ments in cost, access, or quality identified in the approval order as the basis for the com­
missioner's approval of the arrangement; or 

(4) the conditions in the marketplace have changed to such an extent that competi­
tion would promote reductions in cost and improvements in access and quality better 
than does the arrangement at issue. In order to revoke on the basis that conditions in 
the marketplace have changed, the commissioner's order must identify specific changes 
in the marketplace and articulate why those changes warrant revocation. 

Subd. 2. Notice. The commissioner shall begin a proceeding to revoke approval 
by providing written notice to the applicant describing in detail the basis for the pro­
posed revocation. Notice of the proceeding must be published in the State Register and 
submitted to the Minnesota health care commission and the applicable regional coordi­
nating boards. The notice must invite the submission of comments to the commis­
sioner. 

Subd. 3. Procedure. A proceeding to revoke an approval must be conducted as a 
contested case proceeding upon the written request of the applicant. Decisions of the 
commissioner in a proceeding to revoke approval are subject to judicial review under 
sections 14.63 to 14.69. 

Subd. 4. Alternatives to revocation preferred. In deciding whether to revoke an 
approval, the commissioner shall take into account the hardship that the revocation 
may impose on the applicant and any potential disruption of the market as a whole. 
The commissioner shall not revoke an approval if the arrangement can be modified, 
restructured, or regulated so as to remedy the problem upon which the revocation pro­
ceeding is based. The applicant may submit proposals for alternatives to revocation. 
Before approving an alternative to revocation that involves modifying or restructuring 
an arrangement, the commissioner shall publish notice in the State Register that any 
person may comment on the proposed modification or restructuring within 20 days 
after publication of the notice. The commissioner shall not approve the modification 
or restructuring until the comment period has concluded. An approved modified or 
restructured arrangement is subject to appropriate supervision under section 62J.2920. 
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Subd. 5. Impact of revocation. An applicant that has had its approval revoked is 
not required to terminate the arrangement. The applicant cannot be held liable under 
state or federal antitrust law for acts that occurred while the approval was in effect, 
except to the extent that the applicant failed to substantially comply with the terms of 
its application or failed to substantially comply with the terms of the approval. The 
applicant is fully subject to state and federal antitrust law after the revocation becomes 
effective and may be held liable for acts that occur after the revocation. 

History: 1993 c 345 art 6 s 24 

62J.30 HEALTH CARE ANALYSIS UNIT. 
Subdivision 1. Definitions. For purposes of sections 62J.30 to 62J.34, the following 

definitions apply: 
(a) "Practice parameter" means a statement intended to guide the clinical decision 

making of health care providers and patients that is supported by the results of appro­
priately designed outcomes research studies or that has been approved by the federal 
agency for health care policy and research or adopted for use by the American Medical 
Association, the National Medical Association, a member board of the American Board 
of Medical Specialties, a board approved by the American Osteopathic Association, a 
college or board approved by the Royal College of Physicians and Surgeons of Canada, 
a national health professional board or association, or a board approved by the Ameri­
can Dental Association. 

(b) "Outcomes research" means research designed to identify and analyze the out­
comes and costs of alternative interventions for a given clinical condition, in order to 
determine the most appropriate and cost-effective means to prevent, diagnose, treat, 
or manage the condition, or in order to develop and test methods for reducing inappro­
priate or unnecessary variations in the type and frequency of interventions. 

[For text ofsubds 2 and 3, see M.S. 1992] 

Subd. 4. Criteria for unit initiatives. Data and research initiatives by the health 
care analysis unit must: 

(1) serve the needs of the general public, public sector health care programs, 
employers and other purchasers of health care, health care providers, including provid­
ers serving large numbers of low-income people, and health carriers; 

(2) promote a significantly accelerated pace of publicly disseminated, applied 
research on health care delivery, outcomes, costs, quality, and management; 

(3) conduct research and promote health care applications based on scientifically 
sound and statistically valid methods; 

(4) be statewide in scope, to the extent feasible, in order to benefit health care pur­
chasers and providers in all parts of Minnesota and to ensure a broad and representa­
tive data base for research, comparisons, and applications; 

(5) emphasize data that is useful, relevant, and nonredundant of existing data. The 
initiatives may duplicate existing private activities, if this is necessary to ensure that 
the data collected will be in the public domain; 

(6) be structured to minimize the administrative burden on health carriers, health 
care providers, and the health care delivery system, and minimize any privacy impact 
on individuals; and 

(7) promote continuous improvement in the efficiency and effectiveness of health 
care delivery. 

[For text of subd 5, see M.S. 1992] 

Subd. 6. Data collection procedures. The health care analysis unit shall collect data 
from health care providers, health carriers, and individuals in the most cost-effective 
manner, which does not unduly burden them. The unit may require health care provid­
ers and health carriers to collect and provide all patient health records and claim files, 
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and cooperate in other ways with the data collection process. The unit may also require 
health care providers and health carriers to provide mailing lists of patients who have 
consented to release of data. The commissioner shall require all health care providers, 
group purchasers, and state agencies to use a standard patient identifier and a standard 
identifier for providers and health plans when reporting data under this chapter. The 
data analysis unit must code patient identifiers to prevent identification and to enable 
release of otherwise private data to researchers, providers, and group purchasers in a 
manner consistent with chapter 13 and section 144.335. 

Subd. 7. Data classification, (a) Data collected through the large-scale data base 
initiatives of the health care analysis unit required by section 62J.31 that identify indi­
vidual patients or providers are private data on individuals. Data not on individuals 
are nonpublic data. The commissioner may release private data on individuals and 
nonpublic data to researchers affiliated with university research centers or departments 
who are conducting research on health outcomes, practice parameters, and medical 
practice style; researchers working under contract with the commissioner; and individ­
uals purchasing health care services for health carriers and groups. The commissioner 
shall require any person or organization receiving under this subdivision either private 
data on individuals or nonpublic data to sign an agreement to maintain the data that 
it receives according to the statutory provisions applicable to the data. The agreement 
shall not limit the preparation and dissemination of summary data as permitted under 
section 13.05, subdivision 7. To the extent reasonably possible, release of private, con­
fidential, or nonpublic data under this chapter shall be made without releasing data that 
identifies patients and should instead be released using the identification numbers 
required by subdivision 6. 

(b) Summary data derived from data collected through the large-scale data base 
initiatives of the health care analysis unit may be provided under section 13.05, subdi­
vision 7, and may be released in studies produced by the commissioner. 

(c) The commissioner shall adopt rules to establish criteria and procedures to gov­
ern access to and the use of data collected through the initiatives of the health care anal­
ysis unit. 

Subd. 8. Data collection advisory committee, (a) The commissioner shall convene 
a 15-member data collection advisory committee consisting of health service research­
ers, health care providers, health carrier representatives, representatives of businesses 
that purchase health coverage, and consumers. Six members of this committee must 
be health care providers. The advisory committee shall evaluate methods of data collec­
tion and shall recommend to the commissioner methods of data collection that mini­
mize administrative burdens, address data privacy concerns, and meet the needs of 
health service researchers. The advisory committee is governed by section 15.059, 
except that its existence does not terminate and members do not receive per diem com­
pensation. 

(b) The data collection advisory committee shall develop a timeline to complete 
all responsibilities and transfer any ongoing responsibilities to the data institute. The 
timeline must specify the data on which ongoing responsibilities will be transferred. 
This transfer must be completed by July 1, 1994. 

{For text of subd 9, see M.S. 1992] 

Subd. 10. Contracts and grants. To carry out the duties assigned in sections 62J.30 
to 62J.34, the commissioner may contract with or provide grants to private sector enti­
ties. Any contract or grant must require the private sector entity to maintain the data 
which it receives according to the statutory provisions applicable to the data. 

[For text of subd 11, see M.S. 1992] 

History: 1993 c 247 art 5 s 1-4; 1993 c 345 art 12 s 1-4 
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62J.31 LARGE-SCALE DATABASE. 

[For text ofsubd 1, see M.S. 1992] 

Subd. 2. Specific health conditions, (a) Data collected under this section must be 
collected for specific health conditions, rather than specific procedures, types of health 
care providers, or services. The health care analysis unit shall designate a limited num­
ber of specific health conditions for which data shall be collected during the first year 
of operation. For subsequent years, data may be collected for additional specific health 
conditions. The number of specific conditions for which data is collected is subject to 
the availability of appropriations. 

(b) The initiative must emphasize conditions that account for significant total 
costs, when considering both the frequency of a condition and the unit cost of treat­
ment. The initial emphasis must be on the study of conditions commonly treated in 
hospitals on an inpatient or outpatient basis, or in freestanding outpatient surgical cen­
ters. This initial emphasis may be expanded to include entire episodes of care for a 
given condition, whether or not treatment includes use of a hospital or a freestanding 
outpatient surgical center, if adequate data collection and evaluation techniques are 
available for that condition. 

Subd. 3. Information to be collected. The data collected must include information 
on health outcomes, including information on mortality, morbidity, patient functional 
status and quality of life, symptoms, and patient satisfaction. The data collected must 
include information necessary to measure and make adjustments for differences in the 
severity of patient condition across different health care providers, and may include 
data obtained directly from the patient or from patient medical records, as provided 
in section 62J.30, subdivisions 6 and 7. The data must be collected in a manner that 
allows comparisons to be made between providers, health carriers, public programs, 
and other entities. 

[For text ofsubds 4 and 5, see M.S. 1992] 

History: 1993 c 247 art 5 s 5.6 

62J.32 ANALYSIS AND USE OF DATA COLLECTED THROUGH THE LARGE-
SCALE DATABASE. 

Subdivision 1. Data analysis. The health care analysis unit shall analyze the data 
collected through the large-scale database using existing practice parameters and newly 
researched practice parameters, including those established through the outcomes 
research studies of the federal government. The unit may use the data collected to 
develop new practice parameters, if development and refinement is based on input 
from and analysis by practitioners, particularly those practitioners knowledgeable 
about and impacted by practice parameters. The unit may also refine existing practice 
parameters, and may encourage or coordinate private sector research efforts designed 
to develop or refine practice parameters. 

[For text ofsubds 2 and 3, see M.S. 1992] 

Subd. 4. Practice parameter advisory committee, (a) The commissioner shall con­
vene a 15-member practice parameter advisory committee comprised of eight health 
care professionals, and representatives of the research community and the medical 
technology industry. The committee shall present recommendations on the adoption 
of practice parameters to the commissioner and the Minnesota health care commission 
and provide technical assistance as needed to the commissioner and the commission. 
The advisory committee is governed by section 15.059, except that its existence docs 
not terminate and members do not receive per diem compensation. 

(b) The commissioner, upon the advice and recommendation of the practice 
parameter advisory committee, may convene expert review panels to assess practice 
parameters and outcome research associated with practice parameters. 

History: 1993 c 247 art 5 s 7,8; 1993 c 345 art 12 s 5 

MINNESOTA STATUTES 1993 SUPPLEMENT

Copyright © 1993 by the Office of the Revisor of Statutes, State of Minnesota. All Rights Reserved.
                                                                                



62J.33 HEALTH CARE COST CONTAINMENT ! 12 

62J.33 INFORMATION ON COST AND QUALITY FOR PURCHASERS. 
Subdivision 1. Health care analysis unit. The health care analysis unit shall provide 

information to assist group purchasers and consumers in making informed decisions 
regarding purchasing of health care services. The unit shall provide information allow­
ing comparisons between integrated service networks and between health care services 
and systems. The unit shall collect information about: 

(1) premiums, benefit levels, patient or enrollee satisfaction, managed care proce­
dures, health care outcomes, and other features of integrated service networks, health 
plans, and health carriers; 

(2) prices, outcomes, provider experience, and other information for services less 
commonly covered by insurance or for which patients commonly face significant out-
of-pocket expenses; and 

(3) information on health care services not provided through integrated service 
networks, including information on prices, costs, expenditures, utilization, quality of 
care, and outcomes. 

The commissioner shall publicize this information in an easily understandable for­
mat. 

Subd. 2. Information clearinghouse. The commissioner of health shall establish an 
information clearinghouse within the department of health to facilitate the ability of 
consumers, employers, providers, health carriers, and others to obtain information on 
health care costs and quality in Minnesota. The commissioner shall make available 
through the clearinghouse information developed or collected by the department of 
health on practice parameters, outcomes data and research, the costs and quality of 
integrated service networks, reports or recommendations of the health technology advi­
sory committee and other entities on technology assessments, worksite wellness and 
prevention programs, other wellness programs, consumer education, and other initia­
tives. The clearinghouse shall, upon request, make available information submitted 
voluntarily by health plans, providers, employers, and others if the information clearly 
states that an entity other than the state submitted the information, identifies the entity, 
and states that distribution by the clearinghouse does not imply endorsement of the 
entity or the information by the commissioner of health or the state of Minnesota. The 
clearinghouse shall also refer requesters to sources of further information or assistance. 
The clearinghouse is subject to chapter 13. 

History: 1993 c 345 art 3 s 7 

62J.34 OUTCOME-BASED PRACTICE PARAMETERS. 

[For text of subd 1, see M.S. 1992] 

Subd. 2. Approval. The commissioner of health, after receiving the advice and rec­
ommendations of the Minnesota health care commission, may approve practice param­
eters that are endorsed, developed, or revised by the health care analysis unit. The 
commissioner is exempt from the rulemaking requirements of chapter 14 when approv­
ing practice parameters approved by the federal agency for health care policy and 
research, practice parameters adopted for use by the American Medical Association, 
the National Medical Association, a member board of the American Board of Medical 
Specialties, a board approved by the American Osteopathic Association, a college or 
board approved by the Royal College of Physicians and Surgeons of Canada, a national 
health professional board or association, a board approved by the American Dental 
Association. The commissioner shall use rulemaking to approve practice parameters 
that are newly developed or substantially revised by the health care analysis unit. 
Notice of adoption of practice parameters adopted without rulemaking must be pub­
lished in the State Register and must include a statement that the complete practice 
parameter is available free of charge from the commissioner. 

Subd. 3. Medical malpractice cases, (a) In an action against a provider for malprac­
tice, error, mistake, or failure to cure, whether based in contract or tort, adherence to 
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a practice parameter approved by the commissioner of health under subdivision 2 is 
an absolute defense against an allegation that the provider did not comply with 
accepted standards of practice in the community. 

(b) Evidence of a departure from a practice parameter is admissible only on the 
issue of whether the provider is entitled to an absolute defense under paragraph (a). 

(c) Paragraphs (a) and (b) apply to claims arising on or after August 1, 1993, or 
90 days after the date the commissioner approves the applicable practice parameter, 
whichever is later. 

(d) Nothing in this section changes the standard or burden of proof in an action 
alleging a delay in diagnosis, a misdiagnosis, inappropriate application of a practice 
parameter, failure to obtain informed consent, battery or other intentional tort, or 
product liability. 

History: 1993 c 247 art 5 s 9, 10; 1993 c 345 art 12 s 6 

62J.35 DATA COLLECTION. 
Subdivision 1. Data collection by commissioner. For purposes of forecasting rates 

of growth in health care spending and setting limits under section 62J.04, subdivisions 
1 and 1 a, the commissioner may collect from health care providers data on patient reve­
nues and health care spending received during a time period specified by the commis­
sioner. The commissioner may also collect data on health care revenues and spending 
from group purchasers of health care. Health care providers and group purchasers 
doing business in the state shall provide the data requested by the commissioner at the 
times and in the form specified by the commissioner. Professional licensing boards and 
state agencies responsible for licensing, registering, or regulating providers shall cooper­
ate fully with the commissioner in achieving compliance with the reporting require­
ments. 

Subd. 2. Failure to provide data. The intentional failure to provide the data 
requested under this chapter is grounds for revocation of a license or other disciplinary 
or regulatory action against a regulated provider. The commissioner may assess a fine 
against a provider who refuses to provide data required by the commissioner. If a pro­
vider refuses to provide the data required, the commissioner may obtain a court order 
requiring the provider to produce documents and allowing the commissioner to inspect 
the records of the provider for purposes of obtaining the data required. 

Subd. 3. Data privacy. All data received under this section or under section 62J.37, 
62J.38, 62J.41, or 62J.42 is private or nonpublic, as applicable except to the extent that 
it is given a different classification elsewhere in this chapter. The commissioner shall 
establish procedures and safeguards to ensure that data released by the commissioner 
is in a form that does not identify specific patients, providers, employers, purchasers, 
or other specific individuals and organizations, except with the permission of the 
affected individual or organization, or as permitted elsewhere in this chapter. 

Subd. 4. Contracting. The commissioner may contract with private organizations 
to carry out the data collection initiatives required by this chapter. The commissioner 
shall require in the contract that organizations under contract adhere to the data pri­
vacy requirements established under this chapter and chapter 13. 

Subd. 5. Rules. The commissioner shall adopt permanent rules and may adopt 
emergency rules to implement the data collection and reporting requirements in this 
chapter. The commissioner may combine all data reporting and collection require­
ments into a unified process so as to minimize duplication and administrative costs. 

History: 1993 c 247 art 1 s 1; 1993 c 345 art 3 s 4,8,18 

62J.37 DATA FROM INTEGRATED SERVICE NETWORKS. 
The commissioner shall require integrated service networks operating under sec­

tion 62N.06, subdivision 1, to submit data on health care spending and revenue for cal­
endar year 1994 by February 15, 1995. Each February 15 thereafter, integrated service 
networks shall submit to the commissioner data on health care spending and revenue 
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for the preceding calendar year. The data must be provided in the form specified by 
the commissioner. To the extent that an integrated service network is operated by a 
group purchaser under section 62N.06, subdivision 2, the integrated service network 
is exempt from this section and the group purchaser must provide data on the inte­
grated service network under section 62J.38. 

History: 1993 c 345 art 3 s9 

62J.38 DATA FROM GROUP PURCHASERS. 
(a) The commissioner shall require group purchasers to submit detailed data on 

total health care spending for calendar years 1990, 1991, and 1992, and for calendar 
year 1993 and successive calendar years. Group purchasers shall submit data for the 
1993 calendar year by February 15, 1994, and each April 1 thereafter shall submit data 
for the preceding calendar year. 

(b) The commissioner shall require each group purchaser to submit data on reve­
nue, expenses, and member months, as applicable. Revenue data must distinguish 
between premium revenue and revenue from other sources and must also include infor­
mation on the amount of revenue in reserves and changes in reserves. Expenditure 
data, including raw data from claims, must be provided separately for the following cat­
egories: physician services, dental services, other professional services, inpatient hospi­
tal services, outpatient hospital services, emergency and out-of-area care, pharmacy 
services and prescription drugs, mental health services, chemical dependency services, 
other expenditures, and administrative costs. 

(c) State agencies and all other group purchasers shall provide the required data 
using a uniform format and uniform definitions, as prescribed by the commissioner. 

History: 1993 c 345 art 3 s 10 

62J.40 DATA FROM STATE AGENCIES. 
In addition to providing the data required under section 62J.38, the commission­

ers of human services, commerce, labor and industry, and employee relations and all 
other state departments or agencies that administer one or more health care programs 
shall provide to the commissioner of health any additional data on the health care pro­
grams they administer that is requested by the commissioner of health, including data 
in unaggregated form, for purposes of developing estimates of spending, setting spend­
ing limits, and monitoring actual spending. The data must be provided at the times and 
in the form specified by the commissioner of health. 

History: 1993 c 345 art 3 s 11 

62J.41 DATA FROM PROVIDERS. 
Subdivision 1. Data to be collected from providers. The commissioner shall require 

health care providers to collect and provide both patient specific information and 
descriptive and financial aggregate data on: 

(1) the total number of patients served; 
(2) the total number of patients served by state of residence and Minnesota 

county; 
(3) the site or sites where the health care provider provides services; 
(4) the number of individuals employed, by type of employee, by the health care 

provider; 
(5) the services and their costs for which no payment was received; 
(6) total revenue by type of payer, including but not limited to, revenue from Med­

icare, medical assistance, MinnesotaCare, nonprofit health service plan corporations, 
commercial insurers, integrated service networks, health maintenance organizations, 
and individual patients; 

(7) revenue from research activities; 
(8) revenue from educational activities; 
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(9) revenue from out-of-pocket payments by patients; 
(10) revenue from donations; and 
(11) any other data required by the commissioner, including data in unaggregated 

form, for the purposes of developing spending estimates, setting spending limits, moni­
toring actual spending, and monitoring costs and quality. 

Subd. 2. Annual monitoring and estimates. The commissioner shall require health 
care providers to submit the required data for the period July 1, 1993 to December 31, 
1993, by February 15,1994. Health care providers shall submit data for the 1994 calen­
dar year by February 15, 1995, and each February 15 thereafter shall submit data for 
the preceding calendar year. The commissioner of revenue may collect health care ser­
vice revenue data from health care providers, if the commissioner of revenue and the 
commissioner agree that this is the most efficient method of collecting the data. The 
commissioner of revenue shall provide any data collected to the commissioner of 
health. 

Subd. 3. Public health goals. The commissioner shall establish specific public 
health goals including, but not limited to, increased delivery of prenatal care, improved 
birth outcomes, and expanded childhood immunizations. The commissioner shall con­
sider the community public health goals and the input of the statewide advisory com­
mittee on community health in establishing the statewide goals. The commissioner 
shall require health care providers and integrated service networks to maintain and 
periodically report information on changes in health outcomes related to specific public 
health goals. The information must be provided at the times and in the form specified 
by the commissioner. 

Subd. 4. Regional public health goals. The regional coordinating boards shall 
adopt regional public health goals, taking into consideration the relevant portions of 
the community health service plans, plans required by the Minnesota comprehensive 
adult mental health act and the Minnesota comprehensive children's mental health act, 
and community social service act plans developed by county boards or community 
health boards in the region under chapters 145A, 245, and 256E. 

History: 1993 c 345 art 3 s 12 

623Al QUALITY, UTILIZATION, AND OUTCOME DATA. 
The commissioner shall also require group purchasers and health care providers 

to maintain and periodically report information on quality of care, utilization, and out­
comes. The information must be provided at the times and in the form specified by the 
commissioner. 

History: 1993 c 345 art 3 s 13 

62J.44 PUBLICATION OF DATA. 
(a) Notwithstanding section 62J.35, subdivision 3, the commissioner may publish 

data on health care costs and spending, quality and outcomes, and utilization for health 
care institutions, individual health care professionals and groups of health care profes­
sionals, group purchasers, and integrated service networks, with a description of the 
methodology used for analysis, in order to provide information to purchasers and con­
sumers of health care. The commissioner shall not reveal the name of an institution, 
group of professionals, individual health care professional, group purchaser, or inte­
grated service network until after the institution, group of professionals, individual 
health care professional, group purchaser, or integrated service network has had 15 
days to review the data and comment. The commissioner shall include any comments 
received in the release of the data. 

(b) Summary data derived from data collected under this chapter may be provided 
under section 13.05, subdivision 7, and may be released in studies produced by the 
commissioner or otherwise in accordance with chapter 13. 

History: 1993 c 345 art 3 s 14 
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62J.45 DATA INSTITUTE. 
Subdivision 1. Statement of purpose. It is the intention of the legislature to create 

a public-private mechanism for the collection of health care costs, quality, and outcome 
data, to the extent administratively efficient and effective. This integrated data system 
will provide clear, usable information on the cost, quality, and structure of health care 
services in Minnesota. 

The health reform initiatives being implemented rely heavily on the availability 
of valid, objective data that currently are collected in many forms within the health care 
industry. Data collection needs cannot be efficiently met by undertaking separate data 
collection efforts. 

The data institute created in this section will be a partnership between the commis­
sioner of health and a board of directors representing health carriers and other group 
purchasers, health care providers, and consumers. These entities will work together to 
establish a centralized cost and quality data system that will be used by the public and 
private sectors. The data collection advisory committee and the practice parameter 
advisory committee shall provide assistance to the institute through the commissioner 
of health. 

Subd. 2. Definitions. For purposes of this section, the following definitions apply. 
(a) "Board" means the board of directors of the data institute. 
(b) "Encounter level data" means data related to the utilization of health care ser­

vices by, and the provision of health care services to individual patients, enrollees, or 
insureds, including claims data, abstracts of medical records, and data from patient 
interviews and patient surveys. 

(c) "Health carrier" has the definition provided in section 62A.011, subdivision 
.2. 

Subd. 3. Objectives of the data institute. The data institute shall: 
(1) provide direction and coordination for public and private sector data collec­

tion efforts; 
(2) establish a data system that electronically transmits, collects, archives, and pro­

vides users of data with the data necessary for their specific interests, in order to pro­
mote a high quality, cost-effective, consumer-responsive health care system; 

(3) use and build upon existing data sources and quality measurement efforts, and 
improve upon these existing data sources and measurement efforts through the integra­
tion of data systems and the standardization of concepts, to the greatest extent possible; 

(4) ensure that each segment of the health care industry can obtain data for appro­
priate purposes in a useful format and timely fashion; 

(5) protect the privacy of individuals and minimize administrative costs; and 
(6) develop a public/private information system to: 
(i) make health care claims processing and financial settlement transactions more 

efficient; 
(ii) provide an efficient, unobtrusive method for meeting the shared data needs of 

the state, consumers, employers, providers, and group purchasers; 
(iii) provide the state, consumers, employers, providers, and group purchasers 

with information on the cost, appropriateness and effectiveness of health care, and well­
ness and cost containment strategics; 

(iv) provide employers with the capacity to analyze benefit plans and work place 
health; and 

(v) provide researchers and providers with the capacity to analyze clinical effec­
tiveness. 

The institute shall carry out these activities in accordance with the recommenda­
tions of the data collection plan developed by the data collection advisory committee, 
the Minnesota health care commission, and the commissioner of health, under subdivi­
sion 4. 
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Subd. 4. Data collection plan. The commissioner, in consultation with the board 
of the institute and the data collection advisory committee, shall develop and imple­
ment a plan that: 

(1) provides data collection objectives, strategies, priorities, cost estimates, 
administrative and operational guidelines, and implementation timelines for the data 
institute; and 

(2) identifies the encounter level data needed for the commissioner to carry out 
the duties assigned in this chapter. 
The plan must take into consideration existing data sources and data sources that can 
easily be made uniform for linkages to other data sets. 

This plan shall be prepared by October 31, 1993. 
Subd. 5. Commissioner's duties, (a) The commissioner shall establish a public/ 

private data institute in conjunction with health care providers, health carriers and 
other group purchasers, and consumers, to collect and process encounter level data that 
are required to be submitted to the commissioner under this chapter. The commis­
sioner shall not collect encounter level data from individual health care providers until 
standardized forms and procedures are available. The commissioner shall establish a 
board of directors comprised of members of the public and private sector to provide 
oversight for the administration and operation of the institute. 

(b) Until the data institute is operational, the commissioner may collect encounter 
level data required to be submitted under this chapter. 

(c) The commissioner, with the advice of the board, shall establish policies for the 
disclosure of data to consumers, purchasers, providers, integrated service networks, 
and plans for their use in analysis to meet the goals of this chapter, as well as for the 
public disclosure of data to other interested parties. The disclosure policies shall ensure 
that consumers, purchasers, providers, integrated service networks, and plans have 
access to institute data for use in analysis to meet the goals of this chapter at the same 
time that data is provided to the data analysis unit in the department of health. 

(d) The commissioner, with the advice of the board, may require those requesting 
data from the institute to contribute toward the cost of data collection through the pay­
ments of fees. Entities supplying data to the institute shall not be charged more than 
the actual transaction cost of providing the data requested. 

(e) The commissioner may intervene in the direct operation of the institute, if this 
is necessary in the judgment of the commissioner to accomplish the institute's duties. 
If the commissioner intends to depart from the advice and recommendations of the 
board, the commissioner shall inform the board of the intended departure, provide the 
board with a written explanation of the reasons for the departure, and give the board 
the opportunity to comment on the departure. 

Subd. 6. Board of directors. The institute is governed by a 20-member board of 
directors consisting of the following members: 

(1) two representatives of hospitals, one appointed by the Minnesota Hospital 
Association and one appointed by the Metropolitan HealthCare Council, to reflect a 
mix of urban and rural institutions; 

(2) four representatives of health carriers, two appointed by the Minnesota Coun­
cil of Health Maintenance Organizations, one appointed by Blue Cross Blue Shield, and 
one appointed by the Insurance Federation of Minnesota; 

(3) two consumer members, one appointed by the commissioner, and one 
appointed by the AFL-CIO as a labor union representative; 

(4) five group purchaser representatives appointed by the Minnesota Consortium 
of Healthcare Purchasers to reflect a mix of urban and rural, large and small, and self-
insured purchasers; 

(5) two physicians appointed by the Minnesota Medical Association, to reflect a 
mix of urban and rural practitioners; 

(6) one representative of teaching and research institutions, appointed jointly by 
the Mayo Foundation and the Minnesota Association of Public Teaching Hospitals; 
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(7) one nursing representative appointed by the Minnesota Nurses Association; 
and 

(8) three representatives of state agencies, one member representing the depart­
ment of employee relations, one member representing the department of human ser­
vices, and one member representing the department of health. 

Subd. 7. Terms; compensation; removal; and vacancies. The board is governed by 
section 15.0575. 

Subd. 8. Staff. The board may hire an executive director. The executive director 
is not a state employee but is covered by section 3.736. The executive director may par­
ticipate in the following plans for employees in the unclassified service: the state retire­
ment plan, the state deferred compensation plan, and the health insurance and life 
insurance plans. The attorney general shall provide legal services to the board. 

Subd. 9. Duties. The board shall provide assistance to the commissioner in devel­
oping and implementing a plan for the public/private information system. In addition, 
the board shall make recommendations to the commissioner on: 

(1) the purpose of initiating data collection initiatives; 
(2) the expected benefit to the state from the initiatives; 
(3) the methodology needed to ensure the validity of the initiative without creating 

an undue burden to providers and payers; 
(4) the most appropriate method of collecting the necessary data; and 
(5) the projected cost to the state, health care providers, health carriers, and other 

group purchasers to complete the initiative. 
Subd. 10. Data collection. The commissioner, in consultation with the data insti­

tute board, may select a vendor to: 
(1) collect the encounter level data required to be submitted by group purchasers 

under sections 62J.38 and 62J.42, state agencies under section 62J.40, and health care 
providers under sections 62J.41 and 62J.42, using, to the greatest extent possible, stan­
dardized forms and procedures; 

(2) collect the encounter level data required for the initiatives of the health care 
analysis unit, under sections 62J.30 to 62J.34, using, to the greatest extent possible, 
standardized forms and procedures; 

(3) process the data collected to ensure validity, consistency, accuracy, and com­
pleteness, and as appropriate, merge data collected from different sources; 

(4) provide unaggregated, encounter level data to the health care analysis unit 
within the department of health; and 

(5) carry out other duties assigned in this section. 
Subd. 11. Use of data, (a) The board of the data institute, with the advice of the 

data collection advisory committee and the practice parameter advisory committee 
through the commissioner, is responsible for establishing the methodology for the col­
lection of the data and is responsible for providing direction on what data would be 
useful to the plans, providers, consumers, and purchasers. 

(b) The health care analysis unit is responsible for the analysis of the data and the 
development and dissemination of reports. 

(c) The commissioner, in consultation with the board, shall determine when and 
under what conditions data disclosure to group purchasers, health care providers, con­
sumers, researchers, and other appropriate parties may occur to meet the state's goals. 
The commissioner may require users of data to contribute toward the cost of data col­
lection through the payment of fees. The commissioner shall require users of data to 
maintain the data according to the data privacy provisions applicable to the data. 

Subd. 12. Contracting. The commissioner, in consultation with the board, may 
contract with private sector entities to carry out the duties assigned in this section. The 
commissioner shall diligently seek to enter into contracts with private sector entities. 
Any contract must list the specific data to be collected and the methods to be used to 
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collect and validate the data. Any contract must require the private sector entity to 
maintain the data collected according to the data privacy provisions applicable to the 
data. 

Subd. 13. Data privacy. The board and the institute are subject to chapter 13. 
Subd. 14. Standards for data release. The data institute shall adopt standards for 

the collection, by the institute, of data on costs, spending, quality, outcomes, and utili­
zation. The data institute shall also adopt standards for the analysis and dissemination, 
by private sector entities, of data on costs, spending, quality, outcomes, and utilization 
provided to the private sector entities by the data institute. Both sets of standards must 
be consistent with data privacy requirements. 

Subd. 15. Information clearinghouse. The commissioner shall coordinate the activ­
ities of the data institute with the activities of the information clearinghouse estab­
lished in section 62J.33, subdivision 2. 

Subd. 16. Federal and other grants. The commissioner, in collaboration with the 
board, shall seek federal funding and funding from private and other nonstate sources 
for the initiatives required by the board. 

History: 1993 c 345 art 3 s 15 

62J.46 MONITORING AND REPORTS. 
Subdivision 1. Long-term care costs. The commissioner, with the advice of the 

interagency long-term care planning committee established under section 144A.31, 
shall use existing state data resources to monitor trends in public and private spending 
on long-term care costs and spending in Minnesota. The commissioner shall recom­
mend to the legislature any additional data collection activities needed to monitor these 
trends. State agencies collecting information on long-term care spending and costs shall 
coordinate with the interagency long-term care planning committee and the commis­
sioner to facilitate the monitoring of long-term care expenditures in the state. 

Subd. 2. Cost shifting. The commissioner shall monitor the extent to which reim­
bursement rates for government health care programs lead to the shifting of costs to 
private payers. By January 1, 1995, the commissioner shall report any evidence of cost 
shifting to the legislature and make recommendations on adjustments to the cost con­
tainment plan that should be made due to cost shifting. 

History: 1993 c 345 art 3 s 16 
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