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AN ACT relating to the Medicaid program and utilization review.

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

Section 1.   KRS 211.461 is amended to read as follows:

As used in KRS 211.461 to 211.466, unless the context otherwise requires:

(1)
"Cabinet" means the Cabinet for Human Resources;

(2)
"Private review agent" means a person or entity performing utilization review that is either affiliated with, under contract with, or acting on behalf of any person providing or administering health benefits to citizens of this Commonwealth;

(3)
"Registration" means an authorization issued by the cabinet to a private review agent to conduct utilization review;

(4)
"Secretary" means the secretary of the Cabinet for Human Resources or his designee;

(5)
"Utilization review" means a review of the medical necessity and appropriateness of hospital resources and medical services given or proposed to be given to a patient or group of patients for purposes of determining the availability of payment;[ and]
(6)
"Utilization review plan" means a description of the procedures governing utilization review activities performed by a private review agent;
(7)
"Independent physician" means a physician who has contracted with the cabinet to reassess adverse determinations of the utilization review agent; and

(8)
"Independent physician review" means a reassessment of an adverse determination of the utilization review agent, conducted by an independent physician.

Section 2.   KRS 211.462 is amended to read as follows:

(1)
Effective January 1, 1991, no private review agent who approves or denies payment or who recommends approval or denial of payment for hospital or medical services or whose review results in the approval or denial of hospital or medical services on a case by case basis shall conduct utilization review in this state unless the private review agent has been issued a registration by the cabinet.

(2)
No registration shall be required for private review agents conducting general in-house utilization review for hospitals, home health agencies, preferred provider organizations, or other managed care entities, clinics, private offices, or any other health facility so long as the review does not result in the approval or denial of payment for hospital or medical services for a particular case.

(3)
No registration shall be required for a private review agent that operates solely under contract with the federal government for utilization review of patients eligible for hospital services under Title XVIII of the Social Security Act.

(4)
The Cabinet for Human Resources may revoke the registration of a private review agent if the cabinet determines that the provisions of the agent's contract have not been fulfilled.
Section 3.   KRS 211.463 is amended to read as follows:

(1)
A private review agent shall:

(a)
Have available the services of sufficient numbers of registered nurses, medical records technicians, or similarly qualified persons supported by licensed physicians with access to consultation with other appropriate physicians to carry out its utilization review activities;

(b)
Have available the services of sufficient numbers of practicing physicians in appropriate specialty areas to assure the adequate review of medical and surgical specialty and subspecialty cases;

(c)
Not disclose or publish individual medical records or any other confidential medical information in the performance of utilization review activities except that private review agents may, if otherwise permitted by law, provide patient information to a third party on whose behalf the private review agent is performing utilization review;

(d)
Be reasonably accessible to patients and providers for forty (40) hours a week during normal business hours;

(e)
Provide responses to patients, their family members, next-of-kin, or guardians, hospitals, and physicians on reconsiderations or appeals of adverse determinations of the private review agent within thirty (30) days of the request for reconsideration or filing of an appeal;

(f)
Provide a decision on a request for utilization review within twenty-four (24) hours of a request for preadmission review of a hospital admission, unless additional information is needed, or provide a decision to approve or deny a patient's continued hospital stay within twenty-four (24) hours of the review and prior to the time upon which a previous authorization for hospital care will expire;

(g)
Comply with its own policies and procedures on file with the cabinet;

(h)
Comply with all provisions of KRS 211.461 to 211.466 and regulations.

(2)
A private review agent shall submit a copy of any changes to policies[,] or procedures to the cabinet. No change to policies and procedures shall be effective until thirty (30) days after it has been filed with the cabinet and approved by the cabinet.

(3)
A private review agent shall notify the cabinet of any additions or deletions to the listing of third party payors for which the private review agent is performing utilization review in this state. Notice shall be provided within thirty (30) days of the change.

(4)
A private review agent shall cooperate with all independent physician reviews of adverse determinations and make available to all independent physicians copies of the documentation on which the determinations of the appropriate level of care were based.

Section 4.   KRS 211.464 is amended to read as follows:

(1)
Within ninety (90) days of July 13, 1990, the cabinet shall promulgate administrative regulations to implement the provisions of this chapter including the following:

(a)
The establishment of fees for applications and renewals in an amount sufficient to pay for the administrative costs of the program and any other costs associated with carrying out the provisions of KRS 211.461 to 211.466 not to exceed five hundred dollars ($500).

(b)
Specification of information required of applicants for registrations and renewals, which shall include, at a minimum:

1.
A utilization review plan that includes:

a.
Utilization review policies and procedures to be used in evaluating proposed or delivered hospital care;

b.
Those instances, if any, under which utilization review may be delegated to a hospital utilization review program;

c.
The procedures by which patients, their family members, next-of-kin or guardians, physicians, or hospitals may seek timely reconsideration or appeal of adverse decisions by the private review agent;

d.
The manner in which the private review agent shall notify the patient, family members, next-of-kin or guardians, hospital, and physician when payment for hospital or medical care is denied including the reasons for the denial;

2.
The type and qualifications of the personnel either employed or under contract to perform utilization review;

3.
Assurances that a toll-free line will be provided for patients, their family members, next-of-kin or guardians, hospitals, and physicians to contact the private review agent and policies and procedures to insure that a representative of the private review agent shall be reasonably accessible to patients and providers at least forty (40) hours per week during normal business hours;

4.
The policies and procedures to insure that all applicable state and federal laws to protect the confidentiality of individual medical records are followed;

5.
A copy of the materials designed to inform applicable patients and providers of the requirements of the utilization review plan;

6.
A list of the third-party payors for which the private review agent is performing utilization review in this state; and

7.
Evidence of compliance or ability to comply with the requirements of KRS 211.461 to 211.466 and the regulations;

(c)
A process for the review of applications for registrations and renewals, including application procedures, procedures for supplementing the application on the request of the secretary, reasonable timetables for review and decision, and notice procedures;

(d)
A process for the revocation of registration, which shall include notice provisions, and reasonable timetables for decision on a revocation;

(e)
A process for the appeal of a denial of a registration or renewal or of a revocation of a registration, which shall include the right to an administrative hearing conducted in accordance with KRS Chapter 13B;

(f)
A process for reviewing any written complaints that a private review agent has failed to perform review in accordance with the utilization review plan submitted pursuant to KRS 211.461 to 211.466 or to comply with any requirements of KRS 211.461 to 211.466 or regulations promulgated thereunder which shall require the secretary to:

1.
Within ten (10) days of the receipt, send a copy of the complaint to the private review agent and require that any written reply be sent to the secretary within ten (10) days;

2.
Upon review of a complaint, make a recommendation to the insurer or private review agent and the insured; and

3.
Consider complaints before issuing or renewing any registration to a private review agent; and

(g)
The establishment of an appeal process to resolve disputes between private review agents and health care providers and patients.

(2)
The cabinet may establish reporting requirements to:

(a)
Evaluate the effectiveness of private review agents; and

(b)
Determine if the utilization review programs are in compliance with the provisions of KRS 211.461 to 211.466 and applicable regulations.

(3)
On request of any health facility, physician, or patient, family member, next-of-kin or guardians on behalf of a patient whose care is subject to review, the cabinet shall provide copies of policies or procedures of any private review agent which has been issued a registration to conduct review in this state.

(4)
The cabinet shall, on a bimonthly basis, compile a list of registered private review agents along with the renewal dates of their registrations and the date upon which any private review agents submitted changes to their policies or procedures. This information shall be made available upon request.

(5)
The Cabinet for Human Resources shall report to the General Assembly by July 1, 1991, and each July 1 of each year thereafter on the number of private review agents conducting utilization review, the type of criteria used to perform utilization review, and the feasibility of adopting uniform standards for one (1) or more aspects of utilization review including standardized forms for data collection and the medical procedures for which preauthorization and second surgical opinion would be required.

SECTION 5.   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)
If the level of care is changed for a Medicaid beneficiary who is a resident or patient in a nursing home setting, that makes that beneficiary ineligible for continued medical assistance, the peer review organization shall notify the commissioner of Medicaid in the cabinet, who, after implementing the procedures as outlined in subsection (2) of this section, shall provide a thirty (30) day notification to the affected Medicaid beneficiary, the beneficiary's family member, available next-of-kin, or guardian.

(a)
All benefits which the affected Medicaid recipient is eligible for shall be continued during that thirty (30) day notification; 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 is eligible shall be continued until a final determination is made by a hearing officer or an officer of the court.

(2)
(a)
If the level of care is lowered for a Medicaid beneficiary who is a resident or patient in a nursing home setting, an independent examination shall be conducted by a physician under contract with the cabinet. The physician shall evaluate the affected recipient and make a recommendation of the appropriate level of care to the commissioner of Medicaid in the cabinet.
(b)
The commissioner shall then make a determination and notify the affected recipient within thirty (30) days.
(3)
All available appeal processes available for the affected Medicaid beneficiary shall be undertaken by the recipient or by the family member, next-of-kin, or guardian who are authorized to attend to the affairs of the Medicaid beneficiary, in order to ensure that there is a continuation of benefits for the recipient until the final decision of a hearing officer or officer of the courts is rendered.
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