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COMMONWEALTH OF KENTUCKY

STATE FISCAL NOTE STATEMENT

	GENERAL ASSEMBLY
	LEGISLATIVE RESEARCH COMMISSION

	2012  REGULAR SESSION
	


MEASURE
	(x ) 2012 BR No.
	1650
	
	(x )
	House
	Bill No.
	566


	( ) Resolution No.
	
	
	( ) Amendment No.
	


	SUBJECT/TITLE
	An Act relating to managed care organizations that contract with the Department for Medicaid Services.

	SPONSOR
	Representative Tommy Thompson


NOTE SUMMARY
	Fiscal Analysis:
	
	
	Impact
	
	
	No Impact
	X
	Indeterminable Impact

	Level(s) of Impact:
	
	X
	State
	
	
	Local
	X
	Federal


	Budget Unit(s) Impact
	Department for Medicaid Services


	Fund(s) Impact:
	
	X
	General
	
	
	Road
	X
	Federal

	
	
	Restricted Agency (Type)
	
	(Other)


FISCAL SUMMARY__________________________________________________________

	Fiscal Estimates
	
	2012-2013
	2013-2014
	Future Annual

Rate of Change

	Revenues          Increase
                             (Decrease)


	
	
	
	

	Expenditures     Increase 
                              (Decrease)

  
	
	Indeterminable
	Indeterminable
	

	Net Effect      Positive
                         (Negative)


	
	(Indeterminable)
	(Indeterminable)
	


______________________________________________________________________________

MEASURE'S PURPOSE:  HB 566 establishes a new chapter in Kentucky Revised Statutes to contain various administrative and oversight provisions relating to Medicaid Managed Care Organizations contracting with the Department for Medicaid Services to provide Medicaid services to enrollees.
PROVISION/MECHANICS: HB 566 creates KRS Chapter 205A relating to managed care organizations, (MCOs) contracting with the Department for Medicaid Services for provision of health care services.

Section 1: Define terms; Section 2: Prohibits a MCO from requiring a provider to participate in additional product lines of the MCO as a condition of participation in the MCO; Section 3: Requires a MCO to provide chiropractic benefits; Section 4: Prohibits a MCO from discrimination against a provider on the basis of a MD or DO degree; Section 5: Requires a MCO to provide written notification of covered services and benefits, and any changes to enrollees, establishes time frames for notification, information to be included, and requires materials to be filed with the Department for Medicaid Services; Section 6: Requires a MCO to provide written notification to enrollees of the availability of written documents, establishes contents of required documents, provides information about qualifications of a provider to an enrollee upon request, and makes annual financial statements available; Section 7: Requires a MCO to have a provider network sufficient to meet enrollee needs, and telephone access to the MCO during business hours for requests for nonemergency care; Section 8:  Requires a MCO to provide adequate choice of primary care providers to enrollees, permits enrollee choice of primary care provider, permits women choice of providers for routine and preventive women's health care screenings, and provides enrollees access to providers for second medical opinion; Section 9: Requires a MCO to establish standards for provider participation and mechanisms for soliciting and acting upon provider applications, notifying enrollees about the termination of providers and arranging continuity of care, and establishes policy for the removal or withdrawal of health care providers.  Prohibits MCO providers to discriminate based on being in a high-risk population area.  Requires MCOs to notify licensure boards if a provider represents an imminent danger to enrollees or the public; Section 10:  Requires a MCO to file copies of provider agreements, risk sharing agreements, and subcontract agreements with the department. Prohibits MCOs from collecting anything from enrollees other than co-payments and any deductible.  States that financial information obtained by the Department shall be considered proprietary, confidential and a trade secret which cannot be distributed;  Section 11:  Prohibits against contract provisions limiting disclosure to an enrollee about the enrollee's medical condition or treatment options;  Section 12: Prohibits against contract requiring mandatory use of hospitalist;  Section 13:  Requires a MCO to include a drug utilization review program, limits generic drug substitution, and have exceptions policy to use of drug formulary; Section 14:  Requires a MCO to disclose limitations on coverage and to provide a denial letter to enrollee; Section 15:  Establishes the qualifications and duties of the MCO medical director, requires a MCO to adopt national standards and review criteria, develops quality assurance or improvement standards, and establishes a process to select and reauthorize health care providers;  Section 16:  Requires a MCO to have medical record confidentiality policies and procedures in compliance with HIPAA and to ensure the protection of medical records from unauthorized disclosure; Section 17:  Prohibits the inclusion of a most-favored-nation provision in a MCO contract with a provider;  Allows a MCO and provider to negotiate rates and contract terms that may result in the MCO receiving a rate that is as favorable or more favorable than rates with other MCOs;  Section 18:  Requires MCOs to comply with department rules and regulations for credentialing providers.  Allows providers who are denied credentialing to be reimbursed at out-of-network rates if the MCO provides out-of-network benefits;  Section 19:  Requires the disclosure of a payment or fee schedule and any changes to MCO health care providers, and requires confidentiality of provider about payment information;  Section 20:  Requires a MCO to educate enrollees about the appropriate use of emergency and other medical services, requires payment for in and out-of-network services without prior approval for emergency care, and requires emergency personnel to contact enrollee's primary care provider or MCO; Section 21: Requires a MCO to provide a directory of participating providers to enrollees; Section 22:  Requires a MCO to maintain written policies and procedures for determining covered services, making utilization review determinations, and notifying enrollees about its determinations;  Section 23: Prohibits a MCO from providing or performing utilization review without being registered with the Department of Insurance and requires findings of noncompliance by the Department for Medicaid Services to be reported to the Department of Insurance for appropriate action;  Section 24:  Requires a MCO to provide written information to the department about the utilization review plan, requires the department to establish reporting requirements for the MCO utilization review in accordance with the managed care contract;  requires a MCO to have a toll-free line for enrollees to contact the MCO; Section 25:  Requires a MCO to issue timely utilization review decisions:  Section 26:  Defines "coverage denial" and requires MCOs to have a grievance and appeals process, establishes requirements for expedited review, and requires the department to establish and maintain a system for receiving and reviewing requests for state fair hearings; Section 27:  Requires the disclosure of new information regarding internal appeal, establishes a time frame for rendering a decision, and establishes that failure of MCO to render decision within required time frame to be deemed as adverse determination by the MCO for the purpose of initiating a state fair hearing; Section 28:  Establishes a process for the initiation and notification of state fair hearing;  Section 29:  Requires the department to provide enrollees with a hearing process and establishes the time frame for requesting a state fair hearing, documentation, and notification;  Section 30:  Establishes the requirements for stabilization of enrollees with an emergency medical condition in a nonparticipating hospital;  Section 31:  Prohibits a MCO from preventing a referral by a qualified provider to primary care vision services, primary care dental and oral surgery services, chiropractic services, women's health specialists, and other services specified by administrative regulation; Section 32:  Requires a MCO to permit an enrollee to access a dentist or covered dental service an optometrist or ophthalmologist for a covered vision service without a referral;  Section 33:  Permits an enrollee to disenroll from a MCO as provided by federal law;  Section 34:  Requires a MCO to comply with the Mental Health Parity and Addiction Equity Act of 2008 and federal law;  Section 35:  Requires the department to enforce the provisions of KRS Chapter 205A and to promulgate administrative regulations; Section 36:  Amends KRS 304.3-170 to prohibit the Commissioner of Insurance from amending the certificate authority of an insurer also serving as a managed care organization without written notification from the Department of Medicaid Services confirming compliance of the MCO with the provisions of KRS Chapter 205A for at least one year.
FISCAL EXPLANATION:  Per the Cabinet for Health and Family Services, this legislation as currently written will have an indeterminable impact on the Department for Medicaid Services.  Changes in provider contracting, disclosure to enrollees, and utilization review for medical necessity will result in Medicaid managed care contracts having to be renegotiated which will increase contract amounts, and decrease projected savings, by an indeterminable amount.
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