
 

 

377 STANDARDS § 1370 

an in-network provider is unavailable due to the state of emergency or if the 
enrollee is out of the area due to displacement. 

(6) Have a toll-free telephone number that an affected enrollee may call 
for answers to questions, including questions about the loss of health 
insurance identification cards, access to prescription refills, or how to access 
health care. 
(c) This section shall not be construed to limit the Governor’s authority 

under the California Emergency Services Act (Chapter 7 (commencing with 
Section 8550) of Division 1 of Title 2 of the Government Code), or the director’s 
authority under any provision of this chapter. 

(d) The director may issue guidance in the form of all-plan letters to health 
care service plans regarding compliance with this section during the first three 
years following the declaration of emergency, or until the emergency is 
terminated, whichever occurs first. This guidance shall not be subject to the 
Administrative Procedure Act (Chapter 3.5 (commencing with Section 11340) 
of Part 1 of Division 3 of Title 2 of the Government Code). 

HISTORY: 
Added Stats 2018 ch 196 § 1 (AB 2941), 

effective January 1, 2019. Amended Stats 2022 
ch 421 § 1 (SB 979), effective January 1, 2023. 

§ 1369. Participation by subscribers and enrollees 

Every plan shall establish procedures to permit subscribers and enrollees to 
participate in establishing the public policy of the plan. For purposes of this 
section, public policy means acts performed by a plan or its employees and staff 
to assure the comfort, dignity, and convenience of patients who rely on the 
plan’s facilities to provide health care services to them, their families, and the 
public. 

HISTORY: 
Added Stats 1975 ch 941 § 2, operative July 

1, 1976. Amended Stats 1977 ch 818 § 10, 

effective September 16, 1977; Stats 1983 ch 611 
§ 3; Stats 2005 ch 45 § 1 (SB 108), effective 
January 1, 2006. 

§ 1370. Review procedures 

Every plan shall establish procedures in accordance with department 
regulations for continuously reviewing the quality of care, performance of 
medical personnel, utilization of services and facilities, and costs. Notwith- 
standing any other provision of law, there shall be no monetary liability on the 
part of, and no cause of action for damages shall arise against, any person who 
participates in plan or provider quality of care or utilization reviews by peer 
review committees which are composed chiefly of physicians and surgeons or 
dentists, psychologists, or optometrists, or any of the above, for any act 
performed during the reviews if the person acts without malice, has made a 
reasonable effort to obtain the facts of the matter, and believes that the action 
taken is warranted by the facts, and neither the proceedings nor the records of 
the reviews shall be subject to discovery, nor shall any person in attendance at 
the reviews be required to testify as to what transpired thereat. Disclosure of 
the proceedings or records to the governing body of a plan or to any person or 
entity designated by the plan to review activities of the plan or provider 
committees shall not alter the status of the records or of the proceedings as 
privileged communications. 
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The above prohibition relating to discovery or testimony shall not apply to 
the statements made by any person in attendance at a review who is a party 
to an action or proceeding the subject matter of which was reviewed, or to any 
person requesting hospital staff privileges, or in any action against an 
insurance carrier alleging bad faith by the carrier in refusing to accept a 
settlement offer within the policy limits, or to the director in conducting 
surveys pursuant to Section 1380. 

This section shall not be construed to confer immunity from liability on any 
health care service plan. In any case in which, but for the enactment of the 
preceding provisions of this section, a cause of action would arise against a 
health care service plan, the cause of action shall exist notwithstanding the 
provisions of this section. 

HISTORY: 
Added Stats 1975 ch 941 § 2, operative July 

1, 1976. Amended Stats 1978 ch 285 § 5, effec- 
tive June 23, 1978; Stats 1979 ch 303 § 1; Stats 

1980 ch 95 § 1; Stats 1988 ch 828 § 1; Stats 1990 
ch 138 § 1 (AB 1841); Stats 1993 ch 987 § 1 (SB 
1221); Stats 1999 ch 525 § 105 (AB 78), opera- 
tive July 1, 2000. 

§ 1370.1. Review subcommittees 

Nothing in this article shall be construed to prevent a plan from utilizing 
subcommittees to participate in peer review activities, nor to prevent a plan 
from delegating the responsibilities required by Section 1370, as it determines 
to be appropriate, to subcommittees including subcommittees composed of a 
majority of nonphysician health care providers licensed pursuant to the 
Business and Professions Code, so long as the plan controls the scope of 
authority delegated and may revoke all or part of this authority at any time. 
Persons who participate in the subcommittees shall be entitled to the same 
immunity from monetary liability and actions for civil damages as persons who 
participate in plan or provider peer review committees pursuant to Section 
1370. 

HISTORY: 
Added Stats 1980 ch 454 § 2. Amended Stats 

1988 ch 828 § 2. 

§ 1370.2. Review of appeal of contested claim 

Upon an appeal to the plan of a contested claim, the plan shall refer the 
claim to the medical director or other appropriately licensed health care 
provider. This health care provider or the medical director shall review the 
appeal and, if he or she determines that he or she is competent to evaluate the 
specific clinical issues presented in the claim, shall make a determination on 
the appealed claim. If the health care provider or medical director determines 
that he or she is not competent to evaluate the specific clinical issues of the 
appealed claim, prior to making a determination, he or she shall consult with 
an appropriately licensed health care provider who is competent to evaluate 
the specific clinical issues presented in the claim. For the purposes of this 
section, “competent to evaluate the specific clinical issues” means that the 
reviewer has education, training, and relevant expertise that is pertinent for 
evaluating the specific clinical issues that serve as the basis of the contested 
claim. The requirements of this section shall apply to claims that are contested 

  

 


