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AN ACT relating to medical assistance.

Be it enacted by the General Assembly of the Commonwealth of Kentucky:

SECTION 1.   A NEW SECTION OF KRS CHAPTER 205 IS CREATED TO READ AS FOLLOWS:

When the cabinet contracts with any private peer review organization to conduct utilization reviews of the levels of care of the state's Medicaid program recipients, the following shall apply:
(1)
In determining the appropriate level of care of a Medicaid beneficiary who is a patient in a nursing facility setting, and prior to any change that reduces a Medicaid beneficiary's eligibility for covered services, the contracted peer review organization shall assure that:

(a)
An in-person assessment of the Medicaid beneficiary is made; and

(b)
A licensed physician has reviewed the written documentation of the peer review organization's evaluation and provided a written review of the evaluation to be a part of the patient's record.

(2)
If the level of care is changed for a Medicaid beneficiary who is a resident or patient in a nursing facility setting or a Medicaid beneficiary who receives community-based waiver services, and the change makes that beneficiary ineligible for the Medicaid covered service, the peer review organization shall notify the commissioner of Medicaid in the cabinet, and shall provide a written notification sent by registered return receipt mail to the affected Medicaid beneficiary, nursing facility, affected Medicaid beneficiary's attending physician, and the affected beneficiary's responsible party.
(3)
If the level of care for a Medicaid beneficiary results in an adverse determination, the affected Medicaid beneficiary, or the responsible person or party, may appeal through an application for reconsideration to be filed with the cabinet within ten (10) days from the date of receipt of the registered return receipt written notification. If the responsible party's registered return receipt mail is undeliverable, the attending physician may initiate the appeal on behalf of the affected Medicaid beneficiary.

(a)
All benefits which the affected Medicaid recipient, and the nursing facility are eligible for shall be continued during that ten (10) day time frame; and

(b)
As long as the affected Medicaid recipient is engaged in an appeal of an adverse determination from a peer review organization, all benefits for which the affected Medicaid recipient and nursing facility are eligible shall be continued until an appropriate residential setting is secured, in any event, not to exceed ninety (90) days from the date of the request for a hearing, or until a final determination is made by a hearing officer.

(4)
(a)
If the level of care is lowered for a Medicaid beneficiary who is a resident or patient in a nursing facility setting, an independent examination may be conducted by the resident's attending physician.
(b)
If the resident's attending physician conducts an independent examination, the attending physician shall make a recommendation concerning the appropriate level of care and forward, in writing, the results of the examination and the recommendation to the peer review organization, the affected recipient, the nursing facility, and the responsible party.
(5)
For the purposes of this section, "responsible person or party" shall mean an individual authorized by the resident of the facility to act for the resident as an official delegate or agent. The responsible person may be a guardian, payee, family member, or any other individual who has arranged for the care of the resident and assumed this responsibility. The responsible party may or may not be related to the resident. A responsible person or party is not a guardian unless so appointed by the court.

(6)
The peer review organization shall:

(a)
Inform the patient and guardian, responsible party, or family member, upon initial qualification for Medicaid covered services, and with the written notification of an adverse determination from a peer review organization:

1.
Of the manner in which notification of any adverse decision will be made;

2.
Of the process for securing a timely review of any adverse decision;

3.
That a request for reconsideration must be postmarked no later than ten (10) days after receipt of the initial written notification of any adverse decision;

4.
Of the toll-free line that will be provided for questions regarding reviews; and

5.
Of the process for appealing an adverse reconsideration to the cabinet;

(b)
Provide a written peer review organization physician review of all adverse determinations;

(c)
Provide for an attending physician review of all adverse determinations as outlined in subsection (4) of this section;

(d)
Inform the commissioner of all information related to an appeal of an adverse action; and

(e)
Provide the information identified in paragraph (a) of this subsection, at the time of an adverse determination notification, to any affected nursing facility in which a Medicaid beneficiary resides.
Section 2.   KRS 216.535 is amended to read as follows:

As used in KRS 216.537 to 216.590:

(1)
"Long-term care facilities" means those health care facilities in the Commonwealth which are defined by the Cabinet for Human Resources to be family care homes, personal care homes, intermediate care facilities, skilled nursing facilities, nursing facilities as defined in Public Law 100-203, nursing homes, and intermediate care facilities for the mentally retarded and developmentally disabled.

(2)
"Cabinet" means the Cabinet for Human Resources.

(3)
"Resident" means any person admitted to a long-term care facility as defined by this section.

(4)
"Licensee" in the case of a licensee who is an individual means the individual, and in the case of a licensee who is a corporation, partnership, or association means the corporation, partnership, or association.

(5)
"Secretary" means the secretary of the Cabinet for Human Resources.

(6)
"Long-term care ombudsman" means the person responsible for the operation of a long-term care ombudsman program which investigates and resolves complaints made by or on behalf of residents of long-term care facilities.

(7)
"Willful interference" means an intentional, knowing, or purposeful act or omission which hinders or impedes the lawful performance of the duties and responsibilities of the ombudsman as set forth in this chapter.

(8)
The following information shall be available upon request of the affected Medicaid recipient or responsible party:

(a)
Business names, business addresses, and business telephone numbers of operators and administrators of the facility; and

(b)
Business names, business addresses, and business telephone numbers of staff physicians and the directors of nursing.

(9)
The following information shall be provided to the nursing facility patient upon admission:

(a)
Admission and discharge policies of the facility;

(b)
Payment policies relevant to patients for all payor types; and

(c)
Information developed and distributed to the nursing facility by the Department for Medicaid Services, including, but not limited to:

1.
Procedures for implementation of all peer review organizations' reviews and appeals processes;

2.
Eligibility criteria for the state's Medical Assistance Program, including circumstances when eligibility may be denied; and

3.
Names and telephone numbers for case managers and all state long term care ombudsmen.
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