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- FEB 16 2012

CABINET FOR HEALTH AND FAMILY SERVICES .

Department for Medicaid Services

~ Commissioner's Office

(Amended Aﬂer Comments)

907 KAR 17:005. Managed care organization requirements and policies.

~ RELATES TO: 194A.025(3)

STATUTORY AUTHORITY: KRS 194A.010(1), 194A.025(3), 194A.030 (2), 194A.050(1),
205.520(3), 205560, 42 USC 1396n(b), and 42 CFR Part 438
NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet for Health and Family

Services, Department for 'Medicaid Serviceé, hés responsibility fo administer the Medicaid

- Program. KRS 205.520(3) authorizes the cabinet, by administrative regulation, to comply

with a requirement that may be imposed or opportunity bresented by federal law 1o qualify
for federal Medicaid funds. This administrative regulation establishes the policies and
procedures relating to the proirisio_n of Medicaid services through contracted managed

care organizations pursuaﬁt to, and in accordance with, 42 USC 1396n(b) and 42 CFR

- Part 438.

Section 1. Definitions. (1) “1915(c) home ahd community based waiver program” means a

' Kentucky Medicaid program established pursuant io, and in accordance with, 42 USC

1396n(c).
e .
(2) "Adverse action” means:
(a) The denial or limited atthorization of a requested service, including the type or
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‘Ievel'of servicé; :

(b) The reduction, s'u;éi"ﬁéhéion, or termination of a previously authorized service;

(c) The denial, in whole or in part, of payment for a service; |

(d) The failure to provide services in a timely manner; or

(e) The failure of a managed care organization to act within the timeframes provided
in 42 CFR 438.408(b). ‘ | |

- (3) “Advanced practice registered nurse” is defined by KRS 314.0{ 1(7).
(4) “Aged” means at Ieést sixty-five (65) years of age.

(5) “Appeal” means a request for review of an adverse actiqn or a decision by an MCO
related to a covered service.

(6) “Behavioral health service” means é clinical, rehabilitative, or support sérvice in an
inpatient or outpatient settmg to treat a mental illhess, emotional disability, or substance
abuse disorder. | | 7

(7) “Blind” is defined by 42 U.SC 1382¢(a)(2).

(8) "Capitaﬁon payment' means the total per enrollee, per month payment amount the:
depanmenf pays an MCQ. |

(9) “Capitation rate” mgéns the negotiated amount to be paid on a mon_thly bésis by the
depariment to an MCO:

(a)' Per enroliee; and

~(b) Based on the enrollee’s aid category, age, and 'gender.

(10) “Care coordinat_io_r;]“' means the integration of all processes ih reép‘onse to an

enrollee’s needs and streng;;th_s to ensure the:

(a) Achievement of desired outcomes: and

(b) Effectiveness of services. |
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(1-1 ) '.‘Cese management’ means a collaborative process that:

(-a) Assesses, plans, implermen'ts,'coordinates, monitors, and evaluates the options and
services required to meet an enrolieg’s health and human service needs;

(b Is characterized by advocacy, communication, and resource management; [aeel]

(c) Promotes quality and cost-effec;ﬁve interventiens and outcomes; and

(d) Is in addition to and not in lieu of targeted case manaqement'fo-r:

1. Adults with a chronic mental iliness pursuant to 907 KAR 1:515: or

2. Children with a serious emotional disability pursuant to 97 KAR 1:525.

(12) “CHFS OIG” mieans the Cabinet for Health and Family Services, Office of
Inspector General. Lo |

(13) “Child” means a pers'qn who:

(a)1. Is under the age of eighteen (18) years;

2.a. Is a full-time student in a secoﬁdary school or the equivalent level of vocational
or technical training; and

b. ls.expectedto cofni%lete the prograrh before the age of nineteen (19) yea'rs;

3. Is not self supporting; )

4. s not a participant in any of the United States Armed Forces; and

5. If previously emancipated by marriage, has returned to.the home_of his or her

parents or to the home of another relative;

~ (b) Has not attained th?el"age of nineteen (19) years in accordance with 42 USC

- 1396a()(1)(D); or

(c) Is under the age of nineteen (19) yeafs it the person is a KCHIP recipient.
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(14) “Chronic lliness and Diéability Payment System” is a diagnostic classification
system that Medicaid programs can use to make health-based, capitated payments for
TANF and disabled Medicaid beneficiaries.

(15) “Commission for Children with Special Health Care Needs” or “CCSHCN" means

the Title V agency which provides specialty medical services for children with specifip '

diagnoses and héalth care needs that make them eligible to participate in programs
Sponsored by the CCSHCN, including the provision of medical care.

(16) “Commumty menta! health center’” means a faclhty which meets the community
mental health center requirements established in 902 KAR 20:091.

(17) “Cohsumer Assessmént of Healthcare Providers and Systems” or “CAHPS”
means a program that develops standardized surveys that ask consumers énd patients
io report.on and evaluate t-heir- experiences with health care. ‘

(18) “Court-ordered cqn:gmitment” means aﬁ involuntary commitment by an order of a
courtto a ps‘ychiétric facility for treatment pursuant to KRS Chapter DO2A.

(19) “DAIL;’ méaﬁs the Debartment for Aging and Independent Living.

(20) “DCBS” means the Department for Community Bésed Services.

(21) "Department” means the Department for Medicaid Services or its designee..

(22j “Disabled” is defined by 42 USC 1 3820&&)(3).

(23) "“DSM-IV* means a manual pubiished by the American Psychiatric Association
that covers all mental health ‘disorders for both children and adults. |

(24) “Dual eligible” means an individual eligible for Medicare and Medicaid benéfits.

(25) “Early énd periodic screening, diagnosis and treatment” or “EPSDT” is defined
by 42 CFR 440.40(b). - =

(26) “E.mergency services” is defined by 42 USC 1396u-2(b}(2)(B).
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(27) "Encounter" means a health care visit of any type by an enroliee to a-provider of |
care, drugs, items, or serwces |

(28) "Enroilee” means a recipient who is enrolled with a maeaged care brganization for
the purpose of receiving Medicaid or KCHIP covered services.

(29) “External quality review organization” or “EQRO™

(a) ls defined_by 42 CFR 438.320; and

(b) Includes any affi!iateor designee of the EQRO.

(30) “Fam.iiy.planning service” means' a counseling service, medical service, or '
a pharlﬁaceutical supply er device to p'reve_nt or d'elay pregnancy. -

(31) “Federally—qualified health cen;ter" or “FQHC” is defined by 42 CFR 405.2401(b).

(32) “AFee-for-service” means a reimbursement model in which a health insurer

reimburses a provider for each service prowded toa recxplent

(33) “Foster care” js defined bv KRS 620. 020(5)rnqeane-theDGBaS-p#egFam—v+hieh :

(34) “Fraud” means any act that constitutes fraud under applicable federal law or KRS

| 205.8451 — KRS 205.8483.

(35) “Gnevance” is defined by 42 CFR 438.400.

(36) “Grievance system” means a system that tnctudes a grievance process, an appeal
process, and access to the‘Commonwealth of Kentuckys fair hearing system. |

(37) “Healthcafe Effectiveness f)ata and Information Set” or “HEDIS” means a ool
used to measure performance regarding important dimensions of health care or services.

(38) “Health maintenance organization"' is defined by KRS 304.38-030(5).
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(39) “Health risk assessment” or “HRA” is a health questionnéiré used to provide
individual_s with an evaluatior'] of their health risks and quality of life. -

(40) “Homeless individual’ means an individual who:

(a) Lacks a fixed, _regjular, or nighttimé residence;

(b) Is at risk of becoming homeless in a rural or urban area because the residence is

not safe, decent, sanitary, or secure;

(¢) Has a primary nighttime residence at a:

1. Publiély or privately operated shelter designed to provide temporary living

- accommodations; or

2. Public or private pléfbe not designed as 'regu!ar sleeping accommodations; or

(d) is an indi'vidljalihwhd Iagks acceés to normal accommodations due to violence or
the threat of violence from a cohabitant. . |

(43) “Individual with é special héalth care need” or SHCN" means an individual who:

(a) Has, or is at a high risk of having, a chronic physical, _deveiopmentél, behavioral,
neurological, or emotiohé%éondition; and

(b) May require a broad range of pfimary, specialized, medical, behavioral health, or
related services. |

(41) “Initiai'imp!émentation” means the process of transitibning a current Medicaid or
KCHIP recipient from feetfor-service iﬁto managed care.

(42) “KCHIP” means thé‘Kentucky Children’s Health Insurance Prografn administered

" in accordance with 42 U.S.C. 1397aa to .

(43) “Kentucky Health lnforrhation Exchange” or "KHIE" means the name given to the
system that will support the statewide exchange of heaith information among heaithcare

providers and organizations according to nationally-recognized standards.

L
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(44) “Knowingly” is defined by KRS 205.8451(5).

(45) "Managed care organization" or "MCQO" means an entity for which the Department
for Medicaid Services has contracted to sérve as managed care organ'izaﬂon as 'definéd |
in 42 CFR 438.2. |

(46) "Maternity care" means prenafal, delivery andpostp;artum care and inclljdes_ care
related to complications from delivery. |
(47) "Mandatory enrollment" means the réquirement that é recipient enroll in

managed care.

- (48) “Marketing” means any activity conducted by or on behalf of an MCO in which

" information regarding the services offered by the MCO is disseminated in order to

educate enroliees or potential enrollees about the MCO’é services.
(49) “Medlcaid works andtwdual” means an individual who;
(a) But for earning |n excess of the income timit estabhshed under 42 U S.C.
1396d(q)(2 )( ), would be con3|dered to be receiving SSI beneflts
(b) s at least sixteen (16), but less than sixty-five (65), years of age;
(cj ls engaged in active emplloyment verifiable with:
1. Paycheck stubs;
2 Tax returns;
3. 1099 forms; or
4. Proof of quarterly estimated tax;
(d) Meets the income.standards established in 907 KAR 1:640; and
() Meets the resource standards eétébiished in 907 KAR 1:645.

(50} “Medically necessary” means that a covered benefit is determined to be needed in

accordance with 907 KAR 3:130.
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(51) “Medical record” means a sinrgle, complete record that documents all of the
treatment plans developed for, and med.i'cai services received by, an individual.
(52) “Medicare qualified individual group 1 (QI-1)” means an eligibility category, in

in which pursuant 'to 42 USC 1396a(a)(10)(E)(iv), an ihdividual who would be a

'Qualified Medicaid beneficiary but for the fact that the individual’'s income:.

(a) Exceedsthé income level established in accordance with 42 USC 1396d(p)(2);

and

, (b) Is at least 120 percent, but less than 135 percent, of the federal poverty level for a

family of the size involved and who are not.otherwise eligible for Medicaid under the

-state plan.

(53) “National Practitioner Data Bank” is an électronic repository that coliects:

(a) Infofmation on adverse licensure activitie-s, centain actions restricting clinical
privileges, and professional society m.embersﬁip actions taken against physicians,
dentists and other praétitioners; and

(b) Déta on payments ma;:Ie on behalf of phyéicians in connection with liability
settlements and judgments.

(54) “N)onqualified alien” means é resident of the United States of America who dbes
not meet the qualified alien requirements. | | | |

(55) "Nursing faciliiy” means

(a) A facility: |

1. To which the state éurvey agency has grahted a nursing facility license;

2. For which the gt_ate survey agency has _recommended to the départment
certification as a Mediéai':d":provider; and |

3. To which the department has granted certification for Medicaid participation; or
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(b) A hospital swing"b"éfd. that provides sen‘rices in accordance with 42 U.S.‘C. 1395t
and 4 398, if the swing‘ bed. ie certifted. to the depa'rtment as meeting requirements for‘
the provision of swing Ioed services in accordance with 42 U.S.C. 1396r(b), (c), _and (d)
and 42 C.F.R. 447.280 and 482.66. | |

(56) “Olmstead decision” means the court decision of Olmstead v L.C. 'and EW.,
U.S. Supreme Court, No. 98-536, June 26. 1999 in which the U.S. Supreme Court

ruled “For the reasons stated we conclude that, under Title I of the ADA States are

required to provide community-based treatment for persons with mentat disabilities

when the State s treatment professronats determine that such placement is appropriate,
the affected persons do not oppose such treatment, and the ptacernent can be

reasonably accommodatea, taking into account the resources available to the State and

" the needs of others with mental disabilities.”

(57) “Open enroliment’ means an annual period during which an enrollee can choose

a different MCO.

(58) “Out-of- network prowder” means a person or entrty that has not entered into a
participating provnder agreement with an MCO or any of the MCO’s subcontractors.

(59) “Physician” is defined by KRS 311.550(12).

(60) “Post stabilization services” means covered eervices related to an emergency
medical condition that are provided to an enrollee: | |

(a) After an enrollee ie.rstabilized in. order to' maintain-the stabilized condition; or

(b) Under the circumstances described in 42 CFR 438.114(e) to improve or resolve -
the enrollee’s condition. . |

| (61) “Primary care center” rneans an entity that meets the primary care center

requirements established in 902 KAR 20:058.
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(62) "Primary care provider’ means a licensed or certified health care practitioner

who meets the description as established in Section 7(6) of this administrative regulation.

' (63) “Prior authorization” means the advance approval by an MCO of a service or item

. provided to an enrollee.

'(64) “Provider” means any person or entity under contract with an MCO or its
contractual agent that provides covered seryides to enroliees.

(64) ‘;Provider network” means the groupr of physicians, hospitals, and other medical
care pro‘fessionals that a managed care organization has cé_ntraéted with to deliver
medical services to its enrollees. |

(65) "Quality improveﬁehf’ or “QI" means the process of assuring that covéred
services provided to enrollees ér(_e appropriate, timely, accessible, avai!a'bie, and
medically necessary and the level of performance of key processes and outcomes of
the healthcare delivery system are improved through the MCO’s policies and
procedures. o | |

(66) “Qualified alien” means an alien who, at the time of applying for or receiving

Medicaid benefits, meets the reguirements established in 907 KAR 1:011, Section

10
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(67)"‘Qua|ified disabie_d and w_orking individual” is defined by 42 USC 1396d(s).

(68) “Qualified Medicé;é béneficiary" or “QMB” is defined by 42 U.S.C. 1396d(p)(1).
(69) “Recipient” is defined in KRS 205.8451(9).L] |
. (70) “Risk adjustment” means a corrective tool to reduce both the negative financial

consequences for a managed care organization that enrolis high-riék usérs and the
positive financial consequences for a managed cére organizatien that enrolls fow-risk
users. |

(71) “Rural area” means an area not in an urban area.

(72)*Rural health clinic” is défined by 42 CFR 405.2401(b).

(73) «gpecialist’” means a provider who provides specialty care.

(74) “Specialty care” means care or a setvice that is provided by a provider who
is hot:

(a) A primary care provider; or

(b} Acting in the capacity of a primary care provider'while providing the service,

(75) “Specified low-income Medicare beneficiary” means an individual who meets tHe
requirements established in 42 U.S.C. 12396a(a)(10)(E)iil).

(76)[{74)] “State fair hear[ng” means an administrative hearing provided by the Cabinet

for Health and Family Ser\nces pursuant to KRS Chapter 13B and 907 KAR 1: 563[9(;*3L

KAR-1:560].

11
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(77)[#8)] "State-funded adoption assistance” is defined by KRS 199.555(2).
(78){(#6}] “State plan” is defined by 42 CFR 400.203.

{(TNEA] «gubcontract” means an agreement entered into, directly or indirectly, by an

. MCO to arrange for the provision of covered services, or any administrative, support or’

other health service, but d_oes not include an agreement with'a providerJ. |
(80)[(78}] .“Supplementa[ security income benefits” or “SS benefits” is defined by 20 ’
CFR 416.2101. | | |
{81)[€79}] “Teaching hospital" means a nospita! whieh has a teaching program
approved as speczfled in 42 U. S C. 1395x (b)(B).

- (82)[(863] “Temporary Ass1stance for Needy Famlltes” or “TANF” means a block grant

- program which:,

(a) Succeeded AFDC; and

(b) Is designed to:

1. Assnst needy families so that ch;ldren can be cared for in their own homes;

2. Reduce the dependency of needy parents by promoting job preparatlon work, and
marriage; '

3. Prevent out-of-wedlock pregnancies; and

4. Encourage the formation and‘ maintenance of two-parent families.

(83)[84)] “Third par’gy Eiability resource” medns a resource available to an enrollee fof
the payment of ekpense's:_ﬂ\

(a) Asseciated with the provision of covered services; and

(b) That does not include amodnts exempt under Title XIX of the Social Security Act,

(84)[{82)] “Transport time” means travel time:

(a) Under normal driving, conditions; and

12
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(b) With no extenuating circumstances.

(85)[¢84Y] Urban area” is defined by 42 CFR 412.62(f)(1)(i.

(86)[{85)] "Urgent care" means care for a condition not likely to.cause death or lasting

harm but for which treatment should not wait for a normally scheduled appointment.

(8_71[(86}] “Ward” is defined in KRS 387 510(15).

(8B)[{8A] “Women, Infants and-Children program” means a federa!iy -funded health

and nutrition program for women, mfants, and chrldren.

Section 2. Enrollment of Medlcaid or KCHIP Regcipients into Managed Care.

(1) Enroliment info a managed care organrzatlon shall be mandatory fora Medicaid or

- a KCHiP recrprent except as established in subsectron (3) of this section.

(2) The provrsrons in '[hlS admmlstratrve regulatron shall be applicable to a:

(a) Medicaid re0|p|ent; or

(b) KCHIP recipient.

(3) The following ehall _n'ot be required to enroll into a managed care organization:
(a) A recipient who resides in: | |

1. A nursing facility for more than thlny (30) days; or

2. An intermediate care fagility for individuals with mental retardation or a

developmental disability_for more than thirty (30) days: orf;]

(b} A recipient Who is:

1. Determined to be eligible for Medicaid benefits due to a nursing facility admission;
2. Enrol]ed in another managed care program in accordance with 807 KAR 1:705;

3. Recervrng |

a. Services through thepreast_and cervical cancer program pursuant to' 907 KAR

1:805;

13
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b. Medicaid benefits in acéordahce with the spend-down policies established in 907

KAR 1 640

""3“

¢. Services through a 1915( ) home and community based services waiver program;

" d. Hospice services in a nursing facility or intermediate ca_re'facility for individuals with

_mental retardation or a developmental disability; or

e. Medicaid benefits as a Medicaid Works individual;

4. A Qualified Medicare beneficiary who Is not otherwise eligible for Medicaid

benefits;

5. A specified low income Medicare beneficiary who is hot otherwise eligible for

Medlcald benefits;

8. A Medicare qualified 1ndzv1dual group 1 (QI-1) individual;

7. A qualified dlsabled and working' [ndtwdual

8. A qualified ahen eligible for Medicaid benefits for a hmlted period of time; or

9. A nonqualiﬁed alien eligibl_e for Medicaid benefits for a ![mlted period of time.

(4)(a) Except farachiid in foster care, a recipient who is eligible for enroliment into
managed care shall be enrolled with an MCO that provides ser\nces to an enroliee whosa
primary reSIdence is within, the MCO's service area.

{(b) A child in foster care shall be enrolied with an MCO in the county where the child's
DCBS case is Io_Cated. ‘ |

(5)(a) During the department's Eniﬁal imptementation of managed care in accordance
with this admlnlstratwe regulanon the depar‘tment shail assign a recipient to an MCO
based upon an algonthmtthat consuders |

1. Continuity of care;

2. Enrollee preference of MCO or of an MCO provider; and

14
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3. Cost.

-(b) An assignment sh'all focus on a need of a child or anindtvidual with a special

health care need.

(6)(a) [A+

{i){a}] A newly etigible recipient or a recipient who has had a break in eligibility of
greater than two months, shall have-an opportunity to choose an MCO during the
eligibility application process.

(b) If a recipient does net choose an MCO during the eligibility application process, the

' department shalt aSS|gn the re0|p|ent to'an MCO.

(_)[(8}] Each member of a household shall be asstgned to the same MCO.
- (8)[{9)] The effective date of enrotlment for a remplent_descrlbed in subsection (7) of
this section shall be: | |
(@) The date of Medicaid elighbility; and
(b) No earlier than November 1, 2011.
(9)[0)] A recipient .shall 'be.given a choice of MCOs, but not less than two (2).
M[H—fl—ﬂ A recipient enrolled with an MCO who loses Medicaid eligibility for less than

two (2) months shall be automatically reenrolled with the same MCO upon

redetermination of Medicaid eligibility unless the recipient moves 10 a county in region

three (3) as established in Seiction 28 of this administrative regutation.

(12 A newborn who has been deemed eligible tor Medicaid shall be
automatically enrolled with the newborn’s mother's MCO as an individual enrollee for up

to sixty (60) days.

15
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‘ (1_2)_@[{4—3}] An enroliée may changé an MCO for any reason, regardiess of whether
the MCO .was selected by the enrollee or assigned by the department:

1.[{a}] Within ninety (90)7days of the effective date of enroliment; and

2.a.[{(b}+] Annually dﬁring an opeh enroliment period that shall be at the time of ah
enrollee’s recertification for Medicaid eligibi[ify; or

b.[2:] Annually during the month of birth for an enroliee who receives‘SSI benefits;

3.[te)] Upon.automa'.tic enroliment under subsection (11) of this section, if a
temporary loss of Medicéid eEigibility cauéed the recibient to miss the annual opportunify
in paragraph (b) of this subsection; and

4.[{e}] When the Commonwealth of Kentucky imposes an intermediate sanction

- specified in 42 CFR 438.%_02(a)(3).

(b) An MCO shall accept an enrollee who changes MCQs under this Section of

this administrative regulation.

{13)[{44}] Only the departmen'_t shall have the authority to enroll a Medicaid recipient
with a MCO In accordance wih this section.

(14)[H53] Upon enrollrﬁent with én MCO, an enrollee shall receive two (2)
identification cards: | |

(aj A card shéll be issued from the departmenf that shall verify Medicaid eligibility; .
and _ |

(b) A card sha!l‘ be issq;d by the MCO that shall verify enroliment with the MCO.

(15)(a)[(46}a)] Within five' (5) business days after receipt of nofification of a new

‘enroliee, an MCO shall send, by a method that shall not take more than t'hree'(s) days

to reach the enrollee, a confirmation letter to an enroliee.

(b) The confirmation letter shall include at 1é_ast the following information:

16
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1, The effective date of enroliment;

2. Name, location ahcﬁ&bntaci information of PCP:

3. How to obtain a referral; |

4. Care coordination;

- B. The benefits of preventive' heaith care;
6. Enro!lée identification card;
7. A member handbbc;;}(E' and
8. A list of covered serQices. |
- {16)[(+A] Enroliment with an MCO shall be without restriction.

{(A7[(48)] An MCO shall:

(a) Have continuous open enrollment for new enrollees; and

(b) Accept enrblliees rééérdless of overall enroliment.

(1_8)@[{49){4;}] A recipient eligible to enroll with an MCO shall be enrolied beginning
with the first day of the month that the enrollee apblied for Medicaid with the exception
of: o

1. A neWBorn who shgil be enrolled beginni’ngJWith their date of Biﬁh;

2. An unempldyed pare;t who shall be enrolled beginning with the date unemployed
parent mests the definition of u.nemployment in accordance with 45 CFR 233.100; or’

| 3. An ehro!lee who shélt be retro-actively determined eligible for Medicaid.

(b)1. Retro-active eligibility shall be for a period up to three (3) months prior to the

month that the enroliee gpplied for Medicaid. -

2. The depariment shall be responsible for reimbursing for services provided td

an individual determined io be retroactively eligible for any portion of the
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retroactive e!igibi!ity r_ae.riod which occurred prior to Novemb_er 1, 2011 if' the

| individual has e retroactive eligibility period prior to November'1, 2011,

3. A retroactive eligible individual's MCO shall be responsibie for reimbursing

for serwces provrded to an individual determined to be retroactlvelv eligible for

any portion of the retroactlve equ:bllltv perlod which occurred beq:nnmq or after

November 1, 2011,

{19)[£26}] For an enrollee Whose eligibility resulted from a successful appeal of a
denlal of eligibility, the enrollment penod shall begin:
(a)1. On the first day of the month of the orlglnat apphcatlon for eligibility; or

2. On the first day of the month of retroactive eligibility as referenced in subsection

(19) of this section, if applicable; and

(b) No earlier than November 1, 2011,
{20)[(21)] A provider shall be responsible for verifying an individual's eligibiity for
Medicaid and enrollment in a managed care organization when providing a service.

Section 3. Disenroliment. (1) The policies established in 42 CFR 438.56 shall apply to

~an MCO.

(2) Only the department shall have the aUthority to disenroli a recipient from en MCO'.
(3) A disenroliment of a recipient from an MCO shalk:

(a) Become effective on the first day of the month following disenroliment; and

(b) Occur: . e |

1.1 the enrollee:

a. No longer resides in an area served by the MCO;

.b. Becomes incarcerated or deceased; or

18
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¢. ls exempt from rﬁanéged care enroliment in accordance with Section 2(3) of this
administrative regulation; or
2. In accordance with 42 CFR 438..56.
(4) An MCO may rebommend to the department that an enfoliee be disenrolied if the
enrollee: |
~ (a) Is found guilty of fraud in a court of law or administratively determined to have
committed fraud related to the Medicaid :program;

(b} Is abusive or threatening "but not for uncooperative or disruptive behavior

resulting from his or her special needs (except when his or her continued

iy,

enro_llment in the MCO sériodslv impairs the entity’s ability to furnish services to

" eijther this particular enrollee or othei‘ enrollees) pursuant to 42 CFR 483.56(a)(2);

(c) Becomes deceased; or

(d) No Ionger resides in an area served by the MCO.,

(5) An enrollee Shall_ngt be disenrolled by the department, nor shall the managed care
organization recommend éiigenroilment of an enrollee, due to an adverse change in an
enrollee’s health. |

(6)(a} An approved disenrollment shall be effective no later than the first day 6f fhe‘
second month following the month the enrollee or the MCO files a request in
accordance with 42 CFFi;{}SB.SG(e)U).

(b) If the department fails to make a determiination within the timeframe specified in

subsection (6)(a), the disenréllment shall be considered approved in accordance with 42

CFR 438.56(8)(2).

(7) It an enroliee is disenrolled from an MCO, the:

(a) Enrollee shall bg_,ﬁgqrollgd with a ngw’MCQ if the enroliee is:

19
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1. Eligible for Medicaid; and
2. Not excluded from managed care gartibigatioh; and

(b) MCO shall;
1.[{a)] Assist in the selection of a new primary care prbvider, if requested;
2.[{k}] Cooperate with the new primary care provider in transitioning the enroliee’s -

care; and

.. 8.[te}] Make the enrollee’s medical record available to the new primary care pro\/ider,

in accordance with state a"nd federal law. _

(8) Ah MCO shall notify the department or Social Security Administration iﬁ an |
enroliee’s county of residence Within five (5) working days of receivihg notice of the
death of an enrollee.

Section 4. En‘rolleé Rig{hts and Responsibilitieé. (1) An MCO shall héve written poliéies
and procedureé: |

(@) To protec’t the rights of 'an enroliee that includes the:

1. Protection against Iia'bility for payment in accordance with 42 USC 1396u-2(b)(6);

2. Rights specified In 42 CFR 438,100;

3. Right to-prepare an,__g:‘(.jvance medical directive pursuant to KRS 311.621 through
KRS 311.643;

4. Right to choose and chainge a primary care provider;

. 5, Right to file a grievance or appeal;
6. Right fo recéive assistance in filing a'grievance or apﬁea!;
7. Rightto a state tair hearing; |

8. Right to a timely referral and access to medically indicated specialty care; and

20.
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shall submit a request for a:

representative of an enral

-
R o8
(179

‘9, Right to access the enrollee’s medical records. in accordance with federal and state -

law; and[-]

(b) Regarding the respohsibilities-of enroliees that inciode the responsibility to:
i. Become informed abOut:

a. Enrollee rights specified in subsection (1) of this section; and

b. Sérvice and.treatment options; |

2. Abide by.the MCO’S and department’s policies and procedures;

3. Actively participate in personal health and care decisions; |

4. Report suspected fraud or aouSe; and |

5. Keep appoihtmen'ts”%'r call to cancel if unavailable to keep an appointment.

(2) The information spécifiod in subsection (1) of this section, shall meet the

information requirements established in 42 CFR 438.10.

“Section 5. Enrollee Grievance System. (1) An MCO shall have an internal grievance

system in place that allows an enrollee or a provider on behalf of an enrollee to
challenge a denial of coﬁé}age of, or payment for, a service in accordance with 42 CFR

- 438.400 through 424 and‘ 42.USC 1396u-2(b)(4).

(2) An enroliee shall have a fight to a state fair hearing in accordance with KRS

Chapter 13 B without exhaustirig an MCO’s_ internal appeal process.

(3) An MCO shall have written policies and-procedures describing how an enrollee
(a) Grievance or an appeal with the MCO; or

(b) State fair hearing in accordance with KRS Chapter 13B.

(4) A legal guardian of an enrollee who is a minor or an incapacitated adult, a

lee as designated in"writing to an MCO, or a provider acting

L7
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on behalf of an'enroliee and ;Nith the énro’liee’s written conéent, has the right to file a
grievance on behalf of the enrollee. |

(5) An enrollee shall have thirty (30) calendar déyé from the date of an event causing
dissatisfaction to file a grievance orally orin erting with the MCO.

(6) Within five (5) work'iné _days‘of receipt of a grievance, an MCO shall prdvide the
enrollee wifh writte‘n notice that the grievance has been receive.d and the expected date
of its resolution.

_(7) An investigation and final resolution of a grievance shall:

(a) Be completed within thirty (30) calendar days of the date the grievance is received

- by the MCO; and

(b) Include a resolution letter to the. enrollee that shall include:

1. All information considered in investigating the Qrievance;

2. Findings and conclqsions based on the investigatioh; and

3. The disposition of tgé‘grievance. |

(8) An enrollee shall héve ,thiﬁy (30) calendar days from the date of receiving a notice
of adverse action from an MCO to file an appeal either orally or in writing with the MCO.

(Q) A legal guardian of an enrollee who is & minor or an incapacitated adult, a
representative of the enr@llee as designated in writing to an MCO, or a provider acting
on behalf of an enrollee wuth the enrollee’s writte_n consent, shall have the right to file an
appeal of an adverse action on behalf of thé enroliee.

(10) An MCO shall resolve an appeal within thirty (30} calendar déys-from the date

the initial oral or writien appeal is received by the MCO.
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(11) An MCO shall have a process in place that ensures that an oral or written inquiry

- from an enrollee seekingto appeal an adverse action is treated as an appeal to

establish the earllest possible filing date for the appeal.

(12) An oral appeai shall be foilowed by a wntten appeal that is signed by the
enrollee within ten (10) calendar days.

(13) Within five (5) workihg days of receipt of an appeal, an MCO éhall provide the

enrollee with written notice that the appeal has been received and the expected date of

~ its resolution, unless an expedi'ted resolution has been requested.

(1"4) An'MCO shall extend the thirty (30) day timeframe for resolution of an appeal in
subsection (11) of this section by fourteen (14) calendar days if:
(a) An enrollee Arequests the extension; or ‘

(b)1. An MCO demonétrates to the department that there is need for additional

_ information; and

2. The extension is in the enrollee’s interest.

(15) For an extension requested by an MCO, the MCO shall give the enroliee written
notice of the extenéion and the reason for the extension within two (2) working days of
the decision to exténd.' |

(16) For an appeal, ankMC‘O shall provide written notice of its decision within thirty
(30) calendar days to an enrollee or a provider_, if the provider filed the appeal.

(17) An MCO shall:

(a) Continue to provide benefits to an enrollee, if the enrollee reguested a

continuation of benefits, until one of the following occurs:

1. The enrollee withdraws.the appeal;

23




10

11

12

13

14

15

16

17 .

18
19
20

21

22 -

23

2. Fourteen (14) days have aaased since the date of the resolution letter, providéd

- the resolution of the appeal was agaihst the enrollee and the enrollee has not requested

a state fair hearing or taken any further action; or
3. A stae fair hearing decision adverse to the enrolle'e has been issued;
(b) Have an expedited review process for appeals when the MCO determines that

allowing the time for a standard resolution could seriously jeopardize an enroliee’s life or -

~ health or ability to attain, maintain, or regain maximum function;

(c) Resolve an expedited appeal within three (3) working days of receipt of the

request; and

(d) Extend the timeframe for an expedited appeal in paragraph {b) of thia subsection

by up to fourteen (14) caléndar days if the enrollee requests the extension or the MCO

demonstrates to the department that there is need for additional information and the
extension is in the enrollee’s interest.

(18) For an extension requested by an MCO, the MCO shall give the enrollee written
notice of the reason for the extension. |

-_(19) If an r\/lCO‘deni'eé;r d réquest for an expedited resol_ution of an appeal, it shall:

(a) Transfer the apbea'l to ’the thirty (30) day timeframe for a standard resolution, in
which the thirty-(30) day period begins on the date the MCO received the original
request for appeal; |

(b) Give prompt oral notice of the denial; and

(c) Follow up with a .w";?ﬁen noﬁce wifhin two (2) calendar days of the denial.

(20) An MCO shall doéum,ent in writing an oral request for an expedited resolution

_and shall maintain the documentation in the enroliee case file.
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(21) The'departmén_t shall provide an enrollee withAa heérihg' prdces’s tﬁat shall
adheré o 907 KAR 1:563, 42 CFR 438 Subpart F and 42 CFR 431 Subpart E.

(22) An enroliee shall be able to request a state fair h_earing if dissatisfied with an
adverse action fhat has been taken by an MCO: |

(a) Within thirty (30) days of receiving notice of an adverse action; or

(b) Within thirty (30) days of the final decision of an MCO fo an appéal filed by an
enroliee. | | |

_(23)~ A document supporting an MCO'’s adverse action shall be:
(a) Received by the department no later than five (5) days from the date the MCO

receives a notice from th& department that a request for a state fair hearing has been

~ filed by an enrollee; and

(b) Made available to an enrollee upon request by either the enrollee or the enrollee’s

iegal counsel.

(24) An automatic ruling shall be made by the department in favor of an enroliee if an

wiE, ,

. MCO fails to:

(a) C_omply with the state .f,air heariﬁg reduifements established by the state and
fedéral Medicaid law; or |

(b) Appear in person and present evidence at the state fair hearing.

(25) An MCO shall: | |

(a) Provide infOrmatio}'w“épecified in42 CFR 438._10(9)(1 )-about the grievance system

" 1o a service providef and a subcontractor at the time they enter info a contfact;

(b) Maintain a grievance oran appeal file in a secure and designated area;
(c) Make a grievance or an appeal file accessible to the department or its designee

upon request;

25
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(d') Retain a grievance or an appeal file for ten (10) years following a final decision by
the MCO, the department, an administrative law judge, judicial appeal, or c!oSu_re of a
file, whichever occurs later;

(e) Have procedures for assuring that a grievance or an appeal file contains:

—

. Information to identify the grievance or appeal;
2, The date a grievance or appeal was received;
3. The nature of the grievance or appeal;

. A notice to the enrollee of receipt of the grievance or appeal;

T

(%]

. Correspondence between the MCO and the enrollee;_

[¢)]

. The date the grievance or appeal is resolved;

~J

. The decision made by the MCO of the grievance or appeal;

[00]

. The notice of a final decision to the enroliee; and -

(o)

. Information pertai'niiﬁ‘g to the grievance or appeal; and |

(f) Make available to an enrollee documentation regarding a grievance or an appeal.

(26) An MCO shall design;ate an indivi.dual' to: |

(a) Execute the policies and proéedur'es fof resolution of a grievance or appeal;

(b) Review patterns or tréhds .in grievances.or appeals; and |

(c) Initiate a correctivéi;éi‘ction, if need'eld.

Section 6. Member SeNices. (1) An MCO shall have a member services function that
includes a member call center and a behavioral health call center that shail:

(a) Be staffed Monday through Friday from 7:00 é.m. to 7:00 p.m. Eastern - |

[Standard-]Time; and

T,
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(b) Meet the current American Accreditation Health Care Commission or Utilization

Review Accreditation Committee (URAC)-designed Health Call Center Standard (HCC)

for call center abandonment rate, blockage rate and average speed of answer.

(2)(a) An MCO shall provide access to medicai advice to an enrollee through a toll-

free call-in system, avaitable twenty-four (24) hours a day, seven (7) days a week.

(b) The call-in s'ystem shall be staffed by medical professionals to include:

1. Physicians;

2. Physician assistants;'
3. Licensed practical nurses; or
4. Registered nurses..;.,

(3) An MCO shall;

_(a)1. Provide foreign language interpreter setvices for.an enrollee;f:]

2. Interpreter services shall be available free of charge;[:]

(b) Respond to the special communication needs of the disabled, blind, deaf, or

aged;[+] Ly

(c) Facilitate direct access-to a specialty physician for an enroliee:
1. With a chronic or complex health condition;
2, Who is aged, blind, deaf, or disabled: or

3. Identified as having a special healthcare need and requires'a course of treatment

or regular healthcare rhdi'ﬁitoring;

(d) Arrange for and assist with schéduling an EPSDT service in conformance with

federal law governing EPSDT; -

(e) Provide an enroliee with information or refer to a support service;

(f) Facilitate direct access to a covered service in accordance with Section 29(4)

-

LT,
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(g) Facilitate access to a; '_ _
1. Behavioral health service;
2. Pharmaceutical service; or

3. Service provided by.a public health department, community mental health .center,

rural health clinic, federally qualified health center, the Commission for Children with

-Special Health Care Needs or a charitable care provider;

(h) Assist an enrollee in:

1. Scheduling an apbointment with a provider; |

2. Obtaining transportatrion for an emergency or non-emergency service;
3. Completing a health risk assessment; or o

4. Accessing an MCO heélth education progranﬁﬁ

(i_) Process, recofd, and track an enroliee grievance and a_ppeai;. or

(j) Refer an enrollee to case management or disease management,

Section 7. Enrollee Sélection of Primary Care Provider. (1) Except for an enroliee

. described ‘in subsection (2) _of this section, an MCO shall have a process for enrollee

i

selection and assignment of a primary care provider.

(2) The following shall not be required to have a primary care provider:

(a) A dual eligible;

~ (b) A child in foster care,

(c) A child under the agje of eighteen (18) years who is disabled; or
(d) A pregnrant woman who is presumptively eligible pursuant to 907 KAR 1:810.
(3)(a) For an enrollee who is not receiving supplemental security income benéfits:

1. An MCO shalf 'noﬁfy_‘the enrollee within ten (10) days of notification of enroliment by

the department of the proétédure for choosing a primary care provider: and
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2. If the enrollee does not choose a primary care provider, an MCO shall assign to the

enrollee a primary care provider who:

a. Has historically provided services to the enroliee; and

b. Meets the requirements of subsection (5) of this section.

(b) l[f'no primary care provider meets the reqﬁirements of paragraph (a)2, an MCO -
shall assign the enrollée to a primary care provider who is within:

1. Thirty (30) miles or ‘t'hiny (30) minutes from the enrollee’s résidence_or place of
empfoymént if the enrollee is in an urban area; or |

2. Forty-five (45) miles or forty-five (45) minutes froh the enrollee’s residenée or place
of employment if the enrollee isina rﬁra[ area. |

(4)(a). For an enrollee who is receiving supplemental security income benefits and

is not a dual eligible, an MCO shall notify fhe enrollee of the procedure for choosingé

- primary care provider.

{b) If an enroliee has not chosen a primary care provider within thirty (30) days, an
MCO shall send a second notice td the enrOi!ée. |

(c) If an enrollee has not chosen a primary care provider within thirty (30) days of a
second notice, the MCC-){;:'I;‘aH send a third notice to the enrollee. o

(d) If an enrollee [andj has not chosen a primary care provider after th.e third notice,
the MCO shall assign a primaryAcare provider.

(8) Except for an enrolliee wﬁo was previously enrofled with the MCO; an MCO shall
not automatic;a[ly assig_n a primafy care proﬁider within ninety (90) déys of the enrollee’s
initial enrofiment. h :

(5)'(a) An enrollee sh'a'll‘be allowed to select from at least Mo (2) primary care providers

within an MCO’s provider network.

29,
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(b) At feast one (1 ) of the two primary care providers referenced in'paragraph (a) of this -

_ subsection shall be a physician.

(‘6) A primary care provrder shall

(a ) Be a ilcensed or certlfred health care practltloner who functions within their scope of
licensure or certification, ihcluding:

' 1. A physician;

2. An advanced practice registered nurse;

3. A physician assistant; or |

4. A chmc includlng a primary care center, federally qualified health center or rural

" zlr__

heaith cirntc,
(b) Have admitting privilegee ata hospital or a formal referral agreement with a
provider posses'sing admitting privileges; |
(c) Agree to provide twenty-four (24) hours a day, seven (7) days a week primary-
health care services to enrolleeS‘ and |

(d) For an enrollee who has a gynecoiogrcai or obstetrical heaith care need, a disabiiity

- or chronic illness be a spemaiist who agrees to prowde or arrange tor prtmary and

preVentive care directly or through linkage with a primary care provider.

(7) Upon enrollment in an MCO, an enrollee shall have the right to change primary
care providers: |

(a) Within the first nihe‘t;\(QO) days of aesignment;

(b) Once a year regardiess of reason; |

(c) At any time for a feason approved by the MCO;

(d) If during a temporary loss of eligibility, an enrollee loses the opportunity in

paragraph (b) of this subeection;
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(e) If I\}tedicare or Medicaid imposes a sanction on the PCP;

(f) If the PCP is no tonger in the MCO prowder network or

(g) At any time with cause which shall include the[anel] enroliee:

1. Receiving poor quality of care; or

2.[3:] Lacking access to providers qualified to treat_the enrollee’s medical condition.

'(8) A PCP shall not be able to request'the-'reassignment of an -enrollee toa differeht-
PGP for the following: | |

(a) A change in the enrollee’s Ahealth status or treatment needs;

(b) An enrollee’s utiiizatien of health services;

(c) An enrollee’s dimlnlshed mentai capacny or

(d) Disruptive behavior of an enroliee due to the enrotlee s spe0|at health care needs -
unless the behavior impairs the PCP s ability to provxde serwces to the enrollee or others

(9) A PCP change request shatl not be based on race, color, nattonat origin, dlsabiltty
age, or gender. | .

(tO) An MCO shall‘ha\ie the authority to approve or deny a primary care provider
change. |

(11) An enrollee shall be able to obtain the following services outside of an M-CO’s
provider network: |

(a) A family planning s;E'rVice in accordance with 42 CFR 431.51;

(b) An emergency ser\}iee,tn accordance with 42 CFR 438.1 4;

(¢) A post-stabilization service in accordance with 42 CFR 438.114 and 42 CFR

422.113(c);

(d) An out-.of-network service that an MCO is unable to provide within its network to

meet the medical need etz"t'he enrollee in accordance with 42 CFR 438.206(b)(4).
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(12) An MCO shall:_

(a) Notify an enrollee within:

i. Thirty (30) days of the effective date of a voluntary termination of the enrollee’s

. primary care provider; or

2. Fifteen (15) days of an involuntary termination of the enrollee’s primafy care
provider; and |

(b) Assist the enrollee in éélecting a new primary care providér.

Section 8. Primary Care Provider Responsibilities. (1) A PCP shall

(a) Maintain: o

1. Continuity of an enrollee’s héa!th ca.re;.-_

2. A current medical record for an enrollee in achrdance with Section 24 of this

administratiVe regulation; and

3. Formalized 'relationsﬁips with other PCPs to refer enrollees for after hours care,

" during certain days, for certain services, or other r_easoné to extend their practicé;[T]

(b) Refer an enro[lee for spebiaity care and other medically necessary services, both
in and o_uf of network, if the services are nbt évailable 'withi'n the MCO’s network;

(c) Discuss aannce_ lp_edical directives .with an enroliee;

(d) Providé prii’hary an_c.:l.“preventive car'e,vinciuding EPSDT services;

(e) Refer an enrollee for & behavioral health service if clinically i'ndicated; and |

(f) Have an after-hoﬁrs phone arrangement that ensures that a PCP or é designated .
medical practitioner returns the céll within thirty (30) minutes.[;] | . B

(2) An MCO shall mor]_';it.or a PCP to ensure 'compliance.\‘ﬂlith‘the policies in thfs
section. | |

Section 9. Member Handbook. (1) An MCO shall:
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(a) Send a member handbook to an enrollee, by a method that shall not take more

than three (3) days to reach the enrollee, within five (5) business days of enrollment;

(b) Review a member handbook at ieast annualiy,

(c) Communicate a change to a member handbook to an enroliee in writing; and

(d) Afdd e revision date to a member handbook after revising. |

(2) A member handbook shall: |

:( ) Be avaitable:-

1.0n English, Spamsh and any other Ianguage spoken by at Ieast five (5) percent of
the potential enrollee or enrollee p_opulatlon, |

2.1n hardcopy; and. .,

3. Oe the MCO's website;

(b) ;Be written at no higherl than a sixth grade reading comprehensive level; and

(c)-ln_c_lude at a minimum the following informetion: |

1. The MCO’s network of primary care providers, including the names, telephone
numbers, and service site addresses of availa’ble' primary care providers; ' |

2. The procedures for:

a. Selecting a PCP and seheduiing an initial-health appointment;

b. Obtaining:

(i) Emergency or non-emergency care after_ hours;

(ii) Transportation fof‘é'mergency or nOh-emergency.care;

(iii) An EPSDT serwce,

(iv) A covered service from an out- of network provider; or

(v) A long term care service;
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c. Notifying DCBS of a change in family size or address, a birth, or a death of an
“enroliee; | | |

d.(i) Selecting or requesting to change a PCP;

(i) A reason a recjuest;fo_r a change may be denied by the MCO;

(ili) A reason a provider may request to transfer,an enrollee to a differentIPCP;

e. Filing a grievénqe or appeal, including the fitle, address and telephone number of
the person responsible for processihg and resolving a grjevance or appeal; |

3. The name of the MQO, address, and telephone -number from which it conducis its
bulsiness; | |

4, The MCO’s: .

a. Bu'siness 'héurs; and

b. Member service and toll-free medical call-in te!ephone_numbers;

5. Covered services, an explanation of any service fimitation or e){cl'usibn from

coverage, and a notice'st_ating that the MCO wilt be liable only for those services

authorized by the MCO, excépt for the services excluded in Section 7(11) of this

administrative regulation;[s]

6. Member rights and rés’ponsibiiities;
. .7.Fora Eife-threateﬁir_]g,‘fsituatio-n, Enstructi.orrls to use the emérgency medical services
available or to activate emergency medical services by dialing 91 1, |

8. information on:

é.. The availability of maternity and family plahning services, and for the prévention
and treatment of sexually transmitted diseases; | |

b. Accessing the serviees referenced in cla;Jse a. of this paragraph;

c. Accessing care before a primary care provider is assigned or chosen;
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d. The Cabinet for Health and Fanwily Servi(:es‘ independent ombudsman program;
and |

e. The availability of, and procedures for, obtaining:

(i) A behavioral health or substance abuse service;

(i) A health education service; and

(iiiy Care coordination,_,oase management, and disease management services;

9. Direct access services that may be accessed without & referral; and |

10. An enrollee’s right to obtain a second opinion and information on obtaining a

second opinion, and

(c) Meet the information requirements establlshed in Sectlon 12 of this administrative

P

regulation. -,

(3) Changes to a member handbook shall be approved by the department prior.to the
pubiication of the handbook.

Section 10. Member Educatson and Outreach. (1) An MCO shall:

(a) Have an enrollee and commumty educatton and outreach program throughout the
MCO’s service area; - <.

"(b) Submit an annual outreach plan to the department for approval;

(c) Assess the homeless oopulation within its service area by implementing and
maintaining an outreach plan for homeless individuals, in‘cluding victims of domestio. o
onlenc_e; and | |

(d) Not dif-ferentiate‘ behveen a service provided to an enrollee who is homeless and
an enrollee who is not homeless. |

(2) An MCO's outreach plan‘shall include:

(a) Utilizing existing community resources including shelters and clinics; and
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(b) Face-to-face encounters

_ Sectron 11.'Enroliee Non- Liabifity for Payment (1) Except as specrfied in Sectron 58
[or-Sestion-7{11}]of this administrative reguiatron an enrollee shall not be requtred to
pay for a medically necessary covered service provided by the enroliee’s MCO.

(2) An MCO shall not smpose cost shanng on an enrollee greater than the limits

- establlshed by the department in 907 KAR 1:604.

(3) if an enrolles agrees in advance in writing to pay for a non- -Medicaid covered

service, thel nrovider of the servlce[en#eﬂee’—S—MGQ—]shaH be authorized to bill the

enroliee for the setvice.

Section 12. Pr0vision.or:t"lnformation Requirements. (1) An MCO shaH:

(a) Comply wtth the recrutrements established in 42 USC 1396u-2(a)(5) and 42 CFR
438.10; _and | | |

(b) Provide translation services to an enrollee on site or via telephone.

(2) Writien material prowded by an MCO to an enrollee or potenttal enrollee shall:

~(a) Be written at a srxth orade reading comprehensron level, '

(b) Be published in at least a twelve (12) point font;

(c) Comply with the requirements established in 42 USC Chapter 126 and 47 USC
Chapter 5 (the Americans with Disabilities Act);

{d) Be updated as nece__ssary to maintain accuracy; [and]

{e) Be available in Brai!ie orin .an audio format for an individual who is partialty blind or

blrnd and

(f) Be Qrov:ded and printed in each Ianque spoken bv five (5) percent or more

of Vthe enrollees In each county.
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(3) All written material intended for an enrollee, unless unique to an individual enrollee

or exempted by the depaﬁment shall be submitted to the department for review and

_ approval pnor to publtcatlon or distribution to the enrollee.

Section 13. Provider Services. (1) An MCO shall have a provider services functlon
responsible for: |
(a)-Enrolling, cfedentiaﬁng, recredentialing, and evaluating a provider;
(b) Assisting a provider with an inqui~ry regarding enrollee status, prior authorization,
referral, claim submlssmn or payment
(c) informing a prowder of their rights and respons;bll;tlee
(d) Handllng, recordlng, and tracking a provider grlevance and appeal;
(e) Developtng, distributing, and maintaining a provider manual
(f) Provider ortentahon and fraining, lncludlng
1. Medlcatd covered ser\nces
2. EPSDT coverage,
3. Medicaid policies aed procedures;
4, MCO_ policies andprocederes; and
B. Fraud, waste, and abuse;
(g) Assisting in'coordinating care for a child or adult with a complex or chronic
cendition;- o
(h) Assisting a provider with enrolling in the Vaccines for Children Program in
accordence with 907 KAR 111680; and
(i) Providing fechnica! support to a provider regarding the provision of a service.

(2) An MCO’s providet services staff shall:
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(a) Be available Monday through Friday from 8:06 a.m. to 6:00 p.m Eastern
[StandarelTTime; and ' - |

(b) Operate a prowder call center.

Section 14 Provider Network (1) An MCO shall.

(a) Enroll prowders of sufficient types, numbers, and specialties in its network to satisfy
the:- |

1. Access and capacity} requirements established in Section 1 5 of this administrative

regulation; and

2, Quality requirements estabiished in Section 48 of this adminjstra.ﬁve regulation;

(b) Attempt to enroll ;the following providers in its network:
- 1. A teaching hespital; - |
2.A rural health clinic;f_:i""~-

3. The Kentucky Commissjon for Children with Special Health Care Neede;

4.-A local health department; and |

5. A community mental health center;

(c) Demonstrate to the department the extent to which it has enrolled providers in its

network who have traditlonaily provided services to Medscald recipients; '

(d) Have at least one (1) FQHC in a region.where the MCO operates in accordance |

with Section 28, if there is an FQHC that is appropriately licensed to provide services in

the region; and’

(e) Exclude, terminate, or suspend from its network a provider or subcontractor who

engages in an activity that results in suspension, termination, or exclusion from the

" Medicare or a Medicaid program.
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(2) The length of an exclusion, termination, or suspension referenced in subsection

: (1)(e) of this subsection shall equal the length of the exclusion, termination, or

suspension imposed by the Medicare or a Medicaid program.

(3} If an MCO is unable to enroll a provider specified in subsection (1)(b) or (1)(0) of
this section, the MCO shall submlt to the department for approval documentatlon which
supports the MCO'’s conciusxon that adequate services and service sifes as reqwred in |
Section 15 of this administrative regulati_on shall be provided without enrolling the .
specified provider. | o |

(4) If an MCO determinee that its provider network is inadequate 10 comply with the
a‘c’cess standards establiertted in Section 15 of this administrative regutation, the MCO
shall: .. |

(a) Notify the department; and

(b) Submit a corrective action plan to the department.

() A corrective action ptan refefenced in subsection (4)(b) of this section shall:

~ (a) Describe the deﬂcaency in detall; and
' (b) Identify a spec&flc action to be taken by the MCO to correct the deficiency, lnciudlng
a time frame. ' '

Section 15. Provider Access Re'quirements; (1} The access standards requirements
estabhshed in 42 CFR 438.206 through 210 shall apply to an MCO. | |

(2) An MCO shall make available and aCCGSSlble to an enrollee

(a) Facilities, service locations, and personnel sufficient to provide covered services
consistent with the requirements specified in this secfion;

(b) Emergency medical services twenty-four (24) hours a day, seven (7) days a

week; and
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| (c) U'rgent’care services within 48 hours of request.
(3)(a) An MCO’s primary care provider delivery site) shall be no more than:
1, Thirty (30) miles or thirty (30) minutes from an enrollee’s residence or place of
employment in an urban area; or
2. Forty-five (45) miie's'of f_orty-ﬂvé (45) minutes from an enrollee’s res.idence or place
of ‘employm.en‘t in a non-urban area. |
(b) An MCO's priméry care provider shall not have an enroliée to primary care provider -
ratio greater than 1 500'1 : |
(c) An-appointment walt time at an MCQ's primary care dellvery site shall not exceed:
1. Thirty (30) days from the date of an enrollee’s request for a routine or preventive
service; or |
2, Forty-eight (48) hours from an enrollee’s request for ‘urgent caré.
(4)(a) An appomtment walt time for a specialist, except for a speC|aI|st providing a

behavioral health service, shall not exceed thirty (30) days from the referral for-routine

~ care or forty-eight (48) hours from the referral for urgent care.

(b)i. A behavioral health service requiring crisis stabilization shall be provided within
twenty-four (24) hours of the referral.
2 Behavioral health urgent care shall be prowded within forty-eight (48) hours of the

referral.

3. A behavioral health service appointment following a discharge from an acute
psychiatrib hospital shall occur within fourteen (14) days of discharge.

“4. A behavioral health service appointment not included |n subparagraph 1, 2, or 3 of
this parégraph shailoccurr.}n/itljiin sixty (60) da)‘rs of the referral.

' (5) An MCO shall have:
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1, Specialists available for the subpopulations designated in Section 30 of this

administrative regulation; and

2. Sufficient pediatric specialists to meet the’ needs of enroliees Who are less than
twenty-one (21) yeafs of age.

{(6) An emergency service shall be.pArovided at a health care facility most suitable for
the type of injury, illness, or condition, whether or not the facility is in the MCO network.

(7)(a) Except as provided in paragraph (b) of this subsection, an enrollee’s transport

~ time to a hospital shali not exceed thirty (30) minutes from an enrollee’s residence.

(b) Transport time -to a hospital shall not exceed sixty (60) minutes from an enrolige’s ,
residence: - |

1. In a rural area; or

2. Fo-r a behavioral or physical rehabilitation service.

(8)(a) Transport time f’é’ria dental service shall not exceed one (1) hour from an
enrollee’s residence.

(b) A dental appointment wait time shall not exceed.

1. Three (3) weeks for a regular appointment; or

2. Forty-eight (48) hours for urgent care.

(9)(a) Transport time to 2 general visioh, laboratory, or radiologicei service shall not

: exceed one (1) hour from an enroliee’s residence.

(b) A general vision, Iaboratory, or radlolog:cal appointment wait time shall not exceed
1. Three (3) weeks for a regular appointment; or
2. Forty-eight (48) hours for urgent care.

(10)(a) Transport tlme to a pharmacy service shall not exceed one ( ) hour from an

- enrollee’s residence.
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(b) A pharmacy delivery site, except for a mail-order pharmacy, shall not be further

than fifty (50) milés.from an enrollee’s residence.

{c) No transport time or distance threshold shall apply to a maii-order pharmacy

except that it shall:

1. Be physically located within the U ﬁitec{_Sfates of America; and

© 2. Provide delivery to the @rollee’gesidence.

Section 16. Provider Manual. (1) An MCO shall provide a provider manual to a
provider within five (5) working days of enroliment with the MCO.

(2) Prior to distributing a provider manual or update to a provider manual, an MCO

shail procure the depariment's apprdval of the provider manuaf or provider manual

update, e
(8) A provider manua_l shall be available in hard copy and on the MCO’s website.
- Section 17, Prévider ‘Orier'ltation and Education. An MCO shall: -

(1) Conduct an initial orientation for a‘provider within thirty (30) days of enroliment
with the MCO to include:

(a) Medicaid cove ragé5"poiicfes and procedures;

(b) F{eporting fraud and abusé; '

(c) Medicaid eligibiiity groups;

(d) The standards for preventive health services;

(e) The special needs of enrqllees;

(f) Advance medical di:;rectives;

(g) EPSDT services;

(h) Claims submission;

(iy Care management or disease management programs available to enroliees;
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(j) Cultural sensitivity;

(k) The needs of enroliees With mental, developmental, or physical disabilities,;

(I) The reporting of communlcabie d;seases |

(m) The MCO'’s OAPI program as referenced | in Section 48;

(n) Medical records;

(o) The external quality review organization; and

*(p) The rights and responsibilities of enrollees and providers; and -

(2) Ensure that a provider. |

(a) Is informed of an qpqate on a federal, state, or contractual requirement;

(b) Receives éduca’tion bn a finding from ifs QAP! program when deemed necessary
by the MCO or department; and o - |

(c) Makeé avai!ablé to the department training attendance rosters that éhali be dated
and signed by the attendees
~ Section 18. Prov;der Credent!allng and Fiecredentlallng (1) An MCO shall:

- (a) Have pohcles and procedures that compty with 907 KAR 1 672, KFlS 205.560,
and 42 CFFl 455 subpart E regardlng the credentialing and recredentiahng of a provider,
(b) Have a process for verifying a provider's credentials and malpractice insurance -

that shall include: -
1. Written policies and-procedures for credentlahng and _re-credentialing of a provider,
2. A governing body, or & group or individual to ‘whom the governing body has '
formally delegated the crede'ntia!ing function; and
3, A review of the credentialing policies and-procedures by a governing body;
(¢) Have a credentialing committee that ma'kes recommendations regarding -

,

credentialing;
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(d) If a provider requires a review by the creden’nahng committee, based on the

MCQO’s quahtv crlterfa notlfy the department of the facts and outcomes of the review,

(e) Have written policies and procedures for:

1. Terminating and suspending a provider; and

2. Reporting .a quality deﬁéiency that results in a suspension or termination of a
provider; |

() Document its monitoring of a provider,

(g) Verify a provider's qualifications thrbugﬁ a primary sourc'e that inclﬁdes:

1. A current valid license or certificate to practice in the. commonwealth of Kentucky; |

2. A Drug Enforcement Admini_str‘ation cerificate and ﬁumber, if applicable;

3. If a provider is not board certified, graduation from a medical school and
_compteiion of a residency program;' |

4, Completion of an aceredited nursing, dental, physicianr assistant, or visionA
progréﬁ, if applicable; | |

5. If a provider states on an application that the provider is board certified in a
specialty, a professidna! board certification; | |

6. A preVious five (5) year work history;

7.A professiohai liabi]ii’y claims history; - |

8. If a provider requifeé accessto a hospital to practice, proof that the provider

has clinical privileges and is in good standihg‘ at a hospital designated by the provider

- as the primary admitting'hospital;

9. Malpractice insurance;

10. Documentation of aF
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a. Revocation, suspen5|on or probatlon of a state license or Drug Enforcement .
Agency c.ertlflcate and number; |
b. Curtaiiment or euspension of a medical staff privilege;
¢. Sanction or penalty imposed by the United States Department of Health and
Human Services or a sta_t_e Medicaid agency;' and
d. Censure by a state er county professional association; or
*11. The most recent provider information available from the National Practitioner '
Data Bank;
(h)Obtain access to the National Practitioner Data Bank as part of its credentialing
process; |
(i) Have:

1. A process to recredentiel a provider at least once every three (3) years that shall

~bein accordance with subsection (3) of this section; and

2. Procedures for momtorlng a prowder sanction acomplalnt or aqualtty issue

between a recredentlahng cycle, [and]

(i) Have or obtam Natlonal Committee for Quality Assurance (NC__}

accreditation for {is Medlcald product line within four (4) years of lmp!ementatlon

of this administrative requiatlon and

- (K) Contmuouslv maintain NCQA . accredltatlon for its Medlcald product hne

after obtaining the accredltatlon[NgQA_ee_ptmeaHen#epeFedeimang—by-Amﬂ%

_ 2042].

(2) if an MCO subcontracts a credentialing and re-credentialing function, the MCO

and the subcontractor shall have written policies and procedures for credentialing and

recredentialing.
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(3) A provider shall cbmplété a credentialing application that includes a statement by |
the proyider regarding:

(a) Thé provider's ability to berform an essential function of a poéition, with or without
accommodation; -

‘(b) The provider's lack of current illegal drug use;

(d)'The provider's history'of a:

| 1. Losg of license or a feldny conviction;

2. Loss or limitation of a privilege; or

3. Disciplinary action; |

(d)A sancfion suspen'sion or termination by the United States Department of Heaith
and Human Services or a state’ Medlcatd agency,

(e) Clinical privileges and standing at a hospital desngnated as ’[he primary admitting
hospital of the provider; |

) Malpractice-insuraﬁzé maintained by the provider; and

(g) The cofrectness and corhpleteness‘ of the applicat';bn.
" (4) The department dhall be responsible for creden_tia!ing and recredentialing a:

(a) hospital-based provider; énd |

(b) Provider enrolled wath an MCO for a six-(6) month périod tha’; begins on
November 1, 2011 and ends on Aprll 30, 2012

Section 19. 'MCO Provider Enroliment. ( 1) A provider enrolied with an MCO shal:

(a) Be credential‘ed by the MCO in accordance with the standards _established in
Section 18 of this administrative regulétion; and

(b) Be eli‘gible to enro]!'witﬁ the Kentucky Medicaid Program in accordance with 907

KAR 1:672.
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(2) An MCO shall:
~ (a) Not enroll a provider in its network if:
1. The provider has att active sanction imposed by the Centers for Medicare and
Medtcai.d Services or a state Medicaid agency; - |
2. A required provider license and a certification. are not current;

3. Based on information or records available to the MCO:

ﬂtﬁ tA] ptovider owes money to the Kentucky Medicaid p.rogram; or
b.[4:] The Kentueky Ottice of the Attorney Getterat has an active freud investigation
of the provider; or. |
4.[8:] The provider is not creeentiated;
- (b) Have anct maintain documentation regarding a provider's qualifications; and

(c) Make the documentatton referenced in paragraph (b) of this subsectton available

> for review by the department

(3)(a) A provider shait not be required to partICtpate in Kentucky Medicaid tee for—

- service to enroll with an MCO.

(b) if a provider is not a participant in Kentucky Medicaid fee-for-service, the provider
shall obtain a Medicaid prowder number from the department
Section 20. Prowder Dlscnm]natlon An MCO shalt:
(1) Comply with the antidiscriminatio_n requirements established in:
" (a) 42 USC 1396u-2(b)(7);
(b} 42 CFR 438.12; anct
(c} KRS 304. 17A 270;: and

(2) Provide written notice to a provider denied participation in- the MCQ’s network

stating the reason for the denial.
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Section 21. Release for Ethical Reasons. An MCO shall:
(1) Not:
(a) Require a provider to perform a treatment or procedure that is contrary to the

provider's conscience, religious beliefs, or ethical principles in accordance with 42 CFR

438.102; or

(b) Prohibit or restrict a proyider from advising an enrollee about health status,

medical care or a treatment:

1. Whether or not coverag'e 'is providéd by the _MCO; and

2., If the provider is acting withih the]awful scope of practice; and

(2) Have é referral process in place for a situation where a provider deciines 10
perform & servicé_ because of an ethical reasoﬁ. | |

Section 22. Provider Grievances and Appeals. (1) An MCO shall have Written policies
and procedures for the filing ;)f a provider grievance or appeal. ._

(2) A provider shall have the right to file;- |

{a) A grievance [er-an-appeallwith an MCO or

(b) An appeal with an MCO reqarding:

1. A provider payment issue; or

" o A contractual issue.

(3)(a) A provider grievance or app'eal shall be resolved within thirty (30) calendar.

days.
(b) If a grievance or appeal is not resolved within thirty (30) days, an MCO shall
request a fourteen (14) day thension from the provider.

(c) If a provider requests an axtension, the MCO shall apprbve the extension.
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Section 23. Cost Repdrting Informatton. The department shall provide to the MCO the
calculation of Medicaid allowable costs as used in the Medicaid pregram.

Section 24. Medical Records. (1) An MCO shalt |

(a) Require a provider to maintain an enrotte_e medical record on paper or in an
electronic format; and . | | |

(b) Have a process to systematically_ review provider medical records to ensure
compliance utrith the medical records standards established in this section.

~ (2) An enroilee medical record shail:

(a) Be legible, current detarled organized, and srgned by the service provrder

(b)1. Be kept for at Ieast five (b) years trom the date of service unless federal law or

' regulation requires a Ionger r‘etentlon period; and -

2. If federal law or regulation requrres a retention period tonger than five (5) years, an

‘enrollee medical record shall be kept for at least as long as the federally-required

retention period;

(¢) Include the.fottowing minimal detail for an in'dividuat clinical encounter:

1. The history and physicat examination ter the presenting complaint;

2. A psychological or social factor affecting the patient’s physical or behavioral health;

3. An unresolved problem, referral, or result from a diagnostic test; and

4, The plan of treatmerrt including: o |

a. Medication history, medrcatlons prescribed, including the strength, amount and
dtrections for use and refllls;

b. Therapy or other prescribed regimen; and _

¢. Follow-up plans, including consultation, referrals, and return appointment.

BT
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(3} A medical chart organization and documentat|on shall, at a minimum, contain the

following:
(a) Enroliee identification information on each page

(b) Enrollee date of birth, age, gender, marital status, race, or ethnicity, malllng

-address, home and work addreSses, and telephone numbers (if applicable ), employer

(il applicable), school (if applicable), name and telephone number of an emergency .

. contact, consgent form, language spoken and guardianship information (if applicable); -

(c) Date of dataentry and of encounter;

(d) Prowder s name,

(e) Any known allergies ot adverse reactions of the enroliee;

(f) Enrollee’s past medical history;

(g.) Identification of any current problem;

(h) A consultation, léb‘tSratory, or radiology report filed in the medical record shall .
contain the ordering providerjs lnitials ot other documentation indicating review,

(i) Docnmentation of immunizations,

(j) Identification and history of nicotine, alcohol use, or substance abuse;

(k) Documentation of nottflcatlon of reportable diseases and conditions to the local
health department sewlng “the jurisdiction in which the enrollee resides or to the
. Department for Public Health pursuant to 902 KAR 2: 020 | |

(I Follow- -up visits provided secondary to reports of emergency room care,

(m) Hospital discharge summaries;

(n) Advance medical dlréctitres for adults; and

(o) All written den_lals :gl;service and the reason for the denial.

‘Section 25. Confidentiality. of Medical Information. (1) An MCO shall:
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(a) Maintain conlidentiaiity of all enroliee eligibility inforrnation and medical records;

(b) Prevent unauthorized disclosure of the information referenced in _tj_i_r_s_ subsection[
{H-ef-this-section] in accordance with KRS 194A.060, KRS 214.185, KRS 434.840 to
434.860, and 42 CFR 431, Subpart F; '

(c) Have written pol[mes and procedures for maintaining the confrdentlahty of enrollee
records; | ' 7 |

(d) Comply with 42 USC 1320d (Health insurance Portability and Accountability Act)
and 45 GFR Parts 160 and 164 |

(e) [An-MCO] On 'behalf of its employees and agents;

- 1. [shall] Sign a confidentiality‘ agreement attesting that it will comply with the

‘confldentlalltv requtrements established in this section; and

2. Submit the conf;denttalitv aqreement referenced in subLagraph 1. of thrs

paragraph to the department;

(f) Limit access to medical information oa person or agency which requires the
information in order to perforrn a duty related fo the department's administration of the

Medicaid program, including the department, the United States Department of Health

" and Human Services, the United States Attorney General, the CHFS OIG, the Kenitucky

Attorney General, or other agency required by the department; and

(g) Submit a request for disclos'ure'of information referenced in this subsection

which has been received by the MCO 1o the department within twenty-four (24) hours.
(2) No information referenced in subsection (1)(g) of this section shall be disclosed by
an MCO pursuant to the reqdest without prior written authorization lro_m the department.

'Section 26. Americans with Disabilities Act and Cabinet Ombudsman. (1) An MCO

shall:
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(a) Require by contract with its network providers and subcontractors that a service

location meets:

1. The requirements established in 42 USC Chapter 126 and 4? USC Chapter 5 (the

Americans with Disabslltles Act); and

2. All local requirements which apply to health facilities pertaining to adequate space,

supplles, sanltat:on and fire and safety procedures

(b) Fully cooperate with the Cablnet for Health and Family Services independent

ombudsman and

{c) Provide 1mmed1ate access to the Cabtnet for Health and Family Services

' lndependent ombudsman to-an enrollee’s records if the enrollee has given consent,

(2) An MCO’s member handbook shall contain information regarding the Cabinet for
Healtn and Family Services independent ombudsman program.

Section 27. Marketing::y(t) An MCO shall:

(a) Comply with the reqdireme'nts in 42 CFR 438.104 regarding marketing activities,

(b) Have a system of control oVer the content, form, and method of dissemination of
its markettng and information matenats |

(c} Subm|t a marketing ptan and marketing matenals to the department tor wntten

'approval prior to tmplem_e‘ntatlon or dlstributton;[.]

(d) If cenducting mass media marketing, direct the marketing activities to enrollees in

ihe entire service area pursuant to the marketing plan; and

(e) Not:
1. Conduct face-to-face marketing;

2. Use fraudulent, mislgading, or misrepresentative information in its marketing

materials;
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3. Offer material or financiel gain to a:

a. Potentiai enroliee as.an inducement to select a particular orovider oruse a
produ'ct; or

b. Person for the purpose of soliciting, referring, or otherwise tacilitating the
en_rol!ment of.an enrotlee;

4, Conduct: |

a. Direct telephone merketing to enroliees and potential enrollees who do not reside
in the MCO service area; or

b. Dbireot or indirect door-to-door, telephone, or other cold-call marketing activity; or

5. Include in its marketing materials an assetrtion or statement that CMS, the federal
government the commonwealth or other entity endorses the MCO. |

(2) An MCO’s marketlng matenat shall meet the information requirements established

" in Section 12 of this administrative regulation.

Saction 28. MCO Setvice Areas. (1)(a) An MCO's setvice areas shall include regions
one (1), two (2), four (4), five (5), six (8), seven (7), and eight (8).
(Io) An MCO's setvice areas shall _not include region three (3).

(2) A recipient who is eti'éibtefor enroliment with a managed care organization and who

" resides in region three (3) shall receive services in accordance with 907 KAR 1:705.

(3) Region one (1) shall include the following counties:
(a) Ballard;

(b) Caldwell;

(c) Calloway;

(d) Carlisle;

(e) Crittenden;
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(f) Fulton;

- (g) Graves;

(h) Hickman;

(i) Livingston;

(3)- Lydn;

(k) Mar'_shalt; énd

() McCracken,[5]

(4) Region two (2) shall include the following counties:

(a) Christian;
(b) Daviess;
(c) Hancock; -
(d) Henderson;
(,e). Hopkins,

(f) McL.ean;

(g) Muhlen_berg;

(h) Ohio;

(i) Trigg;

(i). Todd;

(k) Union; and

_(1) Webster,[5]

(a) Breckentidge;

(b) Bullitt;

(c) Carroll;

LS

(5) Region three (3) shali include the following counties:
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(d) Grayson;

(e) Hardin; .

- (f) Henry;

(g) Jefferson,
(h) Larue;

(i) Marion;

() Meade; :

(k) Nelson;

(1) Oldham; -

(m) Shelby;
(n) Spencer,
(o) Trimble; and

(p) Washington,‘[g]

(6) Region four (4) shall include the following counties:

(a) Adair;-

“(b) Allen;

"(c).Barren;

(d) Butler,

(e) Casey;

(f) Clinton;

(g) Cumberiand;
(h) Edmonson;.
(i) Green,

(i) Hart;
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(k) Logan;

(I) McCreary;

- (m) Metcalfe,
-(n) Monroe;
* (o)Pulaski;

() Busselk;

(q) Simpson;
(r) Taylor;
(s) Warren; and

(t) Wayne,[3]

('f) Region five (5) shall include the following counties:

(a) Anderson;

(bj Bourbon;

(c) Boyle;

(d) Clark;

(e) Estill;

(f) Fayette;
(g) Franklin;
(h) Garrard,

(i) Harrisoh;

" (j) Jackson;

(k) Jessamine;
() Lincoln;

(m) Madison;
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| {(h) Lawrence;

(n) Mercér;

. (0) Montgomefy;

(p} Nicholas;

(g} Owen;
(r) Powell;
(S) Rockcastle,

(t) Scott; and

* (u) Woodford,[;]

(8) Region éix (6) shall inc!.ude the"following _cdunttes:
(a) Boéne; |

(b) Campbetl;

{c) Gallatin;’

(d) Grant;

“(e) Kenton; and

(f) Pendleton,[s]

(9) Region seven (7) 'sﬁall include the following counties:
(a) Bath;

(b) Bovd,

(c) Bracken;

~ (d) Carter;

(e) Elliott;
(f} Fleming;

{(g) Greenup;
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(i) Lewis;

0 ‘Mason; |

(k) Menifee;
() Morgan;

(m) Rowan;

(n) Robertson.[3]

(10) Region eight' (8) shall include the following counties:

(a) Bell;
(b) Breathitt;

(c) Clay,

- (d) Floyd;

(e) Harlan; |
(f)-Johnson;

(g)-Knott;

- (h) Knox;

(i) Laurel;

() Lee;

(k) Leslie;

(i) Letcher;
(rﬁ) Magoffin,
(n) Martin;
(0) Owsley;
(p) Perry;

(g) Pike;
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(1) Wolfe; and

(s) Whitley. -,

Section 29. Covered Services. (1) Except as establisrred in subsectien (2) of this
section, an MCO shall be responsible for the provision and costs of a covered heal’rh
service -

(a) Establrshed in Trt!e 907 of the Kentucky Administrative Regulations;

(b) In the amount, duration, and scope that the services are covered for recrprents

pursuant to the department's admrnrstratrve regulations located in Trtle 907 of the

‘Kentucky Admrmstra’rrve Hegu!atlons and .

(¢) Beginning on the date of enroliment of a recrpren’r into the MCO
(2) Other than a nursrng facrlrty cost referenced in subsection (3)(g) of this section, an

MCO shall be respor_rsrbie for the cost of a non-nursrng facrlrty covered service provrded to

- an enrollee during the_ firsr thirty (30) days ofa nursing facrhty admission in accordan_ce

with this administrative regu!et_ioh.

(3) An MCO shail not be'respon.sible for the provision or costs of the following:

(a) A service provrded to a recipientin an rn’rermedrate care facility for individuals wrth
mental retardation or a developmental disability;
(b) A service provided to a- recipient ina 1915( ) home and commurrity hased waiver
program o | 7 _ Y

( ) A hosplce service provided to a recrprent inan mstrtutron,

(d) A nonemergency transporta’uon service provided in accordance with 907 KAR
3.066; _

| (e) Except as established in Section 35 of this administration regulation, a school-

based health service;
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(f) A service not coverga‘ by the Kentuclky Medicaid program;

(g) A health access nurturing devet_obing servtce pursuant to 907 KAR 3:140;

(h) An early intervention program service pursuant to 907 KAR 1:720; or

(i) A nursing facility service for an enrollee during the first thirty (30) days of a nursing
facility admission. |

(4) The following covered services provrded by an MCO shall be accessrble to an
enrollee rwithout a referral from the enrolleg’s primary care provider:

(a) A primary care vision service;

(b) A prlmary dental or oral surgery service;

(c) An evaluation by an orthodontrst ora prosthodontrst

| (d) A service provrded _by a women’s health specialist;

(e) A family pianning_servi'ce_; |

(f) An emergency service;

(9) Maternlty care for an enrollee under age eighteen (18);

(h) An rmmunrzaﬂon far an enrollee under twenty -one (21),

(A screening, evaluation, or treatment service for a sexually transmiitted disease or

tuberculosis;

(i) Testing for HIV, HIV-retated condition, or other communicable'disease; and

(k) A chiropractic sérvice. |

(5) An MCO shali.

(a) Not require the use-of a network provider for a family planning service;

(b) In accordance with 42 CFR 431.51(b), reimburse for a family planning service
provided within or outside of the MCO’s provider network} |

(c) Cover an emergency service:

T,
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1. In accordance with 42 USC 1396u-2(b)(2)(A)(i);

2. Provided within or outside of the MCO's provider network; or

3. Out-of;state in accordance with 42 CFR 431.52;

(d) Gomply with 42 USC 1 396u-2(0)(A)(ii); and

(e) Be responsible for fhe' prOVision and costs of a covered service as described in
this section beginning on or after the beginning date of enrollment of a recipient with an
MCO as described in Section 2 of this administrative regulation.

(6 )( a) If an enroilee is receiving a medicall{; necessary covered service the day before

ro!iment w1th an MCQO, the MGO shall be respon51ble for the costs of continuation of

the medically necessary covered service wﬂhout prior approvat and without regard to

‘whether services are prowded within or outSIde the MCO’s network until the MCO can.

reasonably transfer the enrollee to a network provider.

(b)An MCO shaii comply Wiih paragraph (a) of this subsection without impeding
service delivery or jeopaigizing the enroliee’s ﬁealth.

Section 30. Enrollees with Special Health Care Needs. (1) In accordance with.
42 CFR 438.208: '

(a) The following shall be considered an individuai with a special health care need:

_1 .Achildin or receiving foster care or adoption assistance;

5. A homeless individual; | |

3. An individual with a chromc physscal or behavioral tilness

4, A blind or disabled chlid under the age of nlneteen (19) years;

5. An individual who is eligible for SSI benefits; or

6. An adult who is a ward of the commonweelth in accordance with 910 KAR Chapter

A A

2: and
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(b) An MCO shail:

1. Have a process o terget en-rollees for the purpose of screening and identifying those
with special health care needs; | |

2. Assess each enrollee identified by the department as having a special health care
need to determine if the enrottee needs case management or regular care monltonng,

3. Include the use of appropriate health care professnonals to perform an assessment

and

4. Have a treatment plan for an enrollee with a special health care need who has been

determined, through an assessment, to need a course of freatment or regular care

"‘monitoring.

. (2) A treatment plan referenced in subsection (1)(b)4 of this section shall be

developed;

{a) [byanm#euees-pnmaw—ea#e—pwwdm‘] With part[c:|patlon from the enrollee or

the enrollee’s tegal guardian asreferenced in Section 43 of this admtnlstratlve regulatlon1
and

(b) Bv the enrollee’s primary care prov;der with gartlcipatlon from the enroliee

~ orenrollee’s qual quardlan if the enrollee has a primary care ;Lowder

(3) An MCO shall:

(a)1. Develop materials specific to the needs of an enroliee with a special health care
need; and

o Provide the materials referenced in paragraph (a) of this subsectton to the enrollee,

caregiver, parent, or legdl guardian;
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(b) Have a mechanism-to allow an anrollee identified as having a special health care -

need 1o directly access a specialist, as appropriate, for the enrollee’s condition and

identified need;

(c) D|str|bute to an enroliee wnth a spe01al health care need or a caregiver, parent, or

legal guardian of an enroflee with a speCIal heatth care need information and materials

' specific to the need of the enrollee and

(d) Be responSIbie for the ongoing care coordination for an enroliee W|th a special
health care need.
- (4) The information referenced in subsectio'n (3)(c) of this section shall inciude health
educational material to aaaisf the enrollee with a special heaith care need or the

enrollee’s caregiver, parent, or legal guardian in understanding the enrollee’s special

need.

- (5)(a) An enrollee who s a child in foster care or receiving adoption assistance shall
be enrolled with an MCO through a service plan that shall be co_mpleted for _the enroliee
by_DCBs prior to being Siirofled with the MGO. -

(b) The service plan referenced .in paragraph (a) of this subsection shall be used by
DCBS and the MCO 1o determine the enrollee’s medical needs and identify the need for

case management.

(c) The MCO shall be avallable to meet with DCBS at least once a month[-!ehe

Mgg_shau-meet—m%h—DGBS] to dlscuss the health care needs of the child as identified

- in the service pian.

(d) If a service plan identifies the need for case management or DCBS requests case
management for an enrollee, the foster parent of the child or DCBS shall work with the

MCO to develop a case management plan of care.

35
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~ (e) The MCO shall consult with DCBS prior to developing or modifying a case
management plan of care. - |

(6)(a) An enrollee vﬁha'is a ward of the commonwealth shall be enrolled' with an MCO
through a service plan that shau be completed for the enrollee byl DAIL prior to béing
enrolled with the MCO.

(b) If the setvice plan referenced in paragraph (a) of this subsectloﬁ identifies the
rneed for case management, the MCO shall work with DAIL or the enroliee to develop a
plan of cars. |

Section 31. Second Opinion. An enrollee shall have the right to a second opinion
within the MCO’s provider network for a surgical procedure or diagnosis and treatment
of a complex or chronic condmon V |

Section 32. Early and Penodlc Screening, Diagnostic, and Treatment (EPSDT)
Setvices. (1) An MCO shail provide an enroliee under the age of twenty-one (21) years
EPSDT serwces in compliance w1th. )

(a) 907 KAR 11:034; |

(b) 42 USC 1396d; and

( c) The Early and Periodic Screenmg, Diaghosis and Treatment Program Periodicify :
Schedule. ‘

(2) A provider of an EPSDT service shall meet the requirements gstablished in 807
KAR 11:034. | |

Section 33.Emergéncy Care, Urgent Care, ang:i Post-Stabilization Care. (1) An
MCO shall provide to an‘_g'nrol‘lee: | ‘

(a) Emergency care twenty-four (24) hours é day, seven (7) days a week; and

(b) Urgent care within forfy-eight (48) hours.
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(2) 2} Post-stabilization serv;ces shall be provided and reimbursed in accordance with
42 CFR 422.113(c) and 438 114(e).
- Section 34. Maternity Care. An MCO shall:
(1) Ha\te procedures to assure:
(a) Prompt initiation of prenatal care; or
| (b) Co.ntinuation of prenatat care without interruption for a woman who is pregnani at
the time of enrollment; | | | .

(2) Provide maternity care that includes:

(a) Prenatal;

(b) Delivery,

(c) Postpartum care; and

(d) Gare for a condition that compllcates a pregnancy, and

- (3) Perform all the newborn screenings referenced in 902 KAR 4:030.

Section 35, Pediatric !nterface. (1) An MCO shall:

‘(a) Have procedures 10 coordinate care for a child recei\ting a school-based health
service or an early |ntervent|on service; and ’

(b) Monitor the continuity and coordination of care for the child receiving a service
referenced in paragraph (a) ot this subsection as part of lts quality assessment and
performance improvement: (QAPI) program referenced in Section 48,

(2) Except when a child's course of treatment is interrupted by a school break, after-
school hours, or summer-break, an MCO shali not be responsible for a service
referenced in subsection (1 )(a) of this section.

(3) A school-based health service provided by a school district shall not be covered

by an MCO.
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(4) A school-based health service provided by a local health erartment shall be‘
covered by an MCO |

Section 36. Pediatric Sexual Abuse Examination. (1) An MCO shall enroll a provide‘r
in its network that has the capacity to perform a forensic pediatric sexuél abuse
examination. |

(2) A forensic pediatric' sexual abuse examination shall be conducted for an enrollee
af the request of the DQBS.

Section 37. Lock-in Program. (1) An MCO shall have a program to control utilization
of:

(a) Drugs and other pfr;i'é‘rmacy benefits; and
 (b) Non;emergency ca're.grovided in an emergency setting.

(2) The program referenced in subsection (1) of this subsection shall be;

(a) Approved by the depaﬁment_;iqc_i

(b) In accordance with 907 KAR 1:677.

Section 38. Pharmab\;fé‘enefit Program. (1) An MCO shaill:
(a) Have a'pharmacybenefit program that shali have:

1. A point-of-sale claims probessing service;

2, Prospective drug utilization review;
3. An accounts receivable process;

4. Retrospective utiliz;[.i.-on review servicles;
5. Formulary ahd non-formdlary drugs;

6. Prior authorization prdcesé for drugs;

7. Pharmacy provider relations;

-
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8. A toll-free call center that shall respond to a pharmécy or a physician prescriber
twenty-four (24) hours a day, seven (7) days a week; and ' |

9. A seamless interface with the department’s management information system; |

(b) Maintain a p'referréd drug list (PDL);

(c) Provide the fo!iowihg to an enrollee or a provider:
- 1. PDL information; and

2. Pharmacy cost sharing information; and

(d) Have a Pharmacy and Thefapéutics Committee (P&T Committee).

(2)(a) The department shall compiy with the drug rebate collection requirement

* established in 42 USC 1396b(m)(2)(A)(xii)

(b) An MCO shal:

'1 Cooperate with the department in complying with 42 USC 1396b{m)(2)(A)(xili};

2. Assist the depanment in resolving a drug rebate dlspute with a manufacturer; and
3. Be responsible for drug rebate administration in a non- pharmacy setting. |

(3) An MCO's P&T commi'ttee shall meet and make recommendations to the MCO for

changes to the drug formulary

(4) If a prescription for an enroliee is for a non- -preferred drug and the pharmacist
cannot reach the enrolle,_e‘_'g primary care prowder or the MCO for approval and the
pharmacist detefmines it necessary to provide the prescribed drug, the pharmacist
shall:

(a) Pfovide a seventy-two (72) hour supply of the prescribed drug; or

~(b) Provide less than a seventy-two (72) hour supply of the prescribed drug if request

s for less than a _seventyiétwo (72) hour supply. .

(5) Cost sharing imposed: by an MCO shall not exceed the cost sharing limits
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established in 907 KAR 1:604.

Section 39. MCO _tn"‘té?’féce with the Departmént Reqarding Behavioral Health

: [sm;e_MentaJHe;alth—Ageﬁe‘:‘], An MCO shail:
-(1) Meet with the department monthly to discuss:
(&) Serious mental iliness and serious e_motional disturbance operating definitions;
(b) Priority populations; |
- (¢c) Targeted case maﬁégement and péer suppott provider cettification traihing- and
process; | | |
(d) IMPACT Plus prc-)gramr operations;
(e) Satisfaction survey requirements;
(f) Priority training topics; |
| (g) Behavioral 'heait“h :gfvices hotline; or
() Behavioral health ciisis services;
(2) Coordinéte: | |
(a) An IMPACT Plus covered service provided to an enroilee in accordance wﬁth 907
KAF!_S:OSO; N |
(b) With the de’partmer_{E |
1. An enrol!ée education process for:
a. lndi\_/idﬁais with a serious mental illness; and
b. Children or youth with a serlous emotional disturbance; and
2.0n estéblishing a c_.g’l'laboratiVe agreemeht with a:
a. State-opera{ed or stated—contfacted psychiatric hospital; and

b. Facility that provides a éervice to an individuai with a co-oceurring behavioral

health and developmental and intellectual disabilities; and
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(c) With the depariment aad community mental health cénters a process for
infegrating a behavioral health ssrvice hotline; aad |

(3) Provide the department with proposed materials and protocols for the enrolles
education referenced in subsection 2(b) of this section.

Sectlon 40 Behavaorai Health Serwces (1) An MCO shalk:

(a ) Provide a medlcaﬂy necessary behavioral heaith service to an enrollee in
accordance with the access standards described in Section 15 of this administrative

reguiation;

(b) Uss the DSM-IV multi-axial classification system to assess an enroliee for a
behavioral serwce "

(c) Have an emergency or. crisis behaworal health toll-free hotline staffed by tramed
personnel twenty-four (24) hours a day, seven (7) days a week; and

(d) Not: |

1. Operate one (1) hotiine to handle an emergency or crisis call and a rou:tine
enfollee call; or ' |

2. Impose a'maximum-cali duration iimit..

(2) Staff of a hotline referenced in subsection ( )(c) of this section shail:

(a) Communicate in a culturally competent and linguistically accessnble manner to an

enrollee; and

(b) Inciude or have access to a qualified behavioral health professional to assess and

' friage a behavioral heaith emiergency.

(3) A face-to-face emergency service shall be available:
(a) Twenty-four (24) hours a day; and

(b) Seven (7) days a \_g'g_sek,
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| Section 41. Coordination Between a Behavioral Health Provider and a Primary Care
provider. (1) An MCO shall: | | |

(a) Require a PCPto have a screenlng and evaluation procedure for the detection
and treatment of, or referral for, @ known or suspected behavroral health problem or
disorder;[z] |

(b) Provide training to a PCP inits net\nrork on:

1 Screemng and evaluate a behavrorat health dlsorder

2. The MCO s referral process for a behavioral health service;
-3 Coordlnatlon requtrements for a behavroral health service; and

4, Quality of care standards;

(c) Have policies and procedures that shall be approved by the departiment regardtng ,
clinical coordination between a behavioral health serwce provider and a PCP;

(d) Establish gu'ideline.,s._and procedures to ensure accessibility, availability, referral,

and triage to physical and behavioral health care;

* () Facilitate the exchange of information among providers to reduce inappropriate or

excessive use of psychopharmacologicat medications and adverse drug reactiens;
(f) Identify a method to gvaluate continuity and coordlnatlon of care; and
(g) Include the monitoiing and evaluatlon of the MCO's compliance with the
requrrements establtshed in paragraphs (a), (b), (c), and (d) otthi_s subsection in the

MCO's quality |mpr0vement plan

(2) With consent from an enrollee or the enrollee S iegal guardian, an MCO shall - .

require a behavioral health service provider to:

(a) Refer an enrollee with a known or suspected and untreated physical health

problem or disorder to their PCP for examination and treatment; and
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(b) Send an initial and quarterly summary report of an enroIIee’s benaviore! heaith
status to the enrollee’s PCP | |

. Section 42. Court Ordered Psychiatric Services. (1) An MCO shall:

(a) Prowde an 1npat|ent psychiatric ser\uce to an enrollee under the age of twenty
one (21) and over the age of sixty-five (65 [_u.p-te—t-h-e—aﬂﬁuﬂ'l“*m“‘] who has been
ordered to receive the service by a court of competent jurisdiction under the provisions
of KRS Chapter 202A and 645; |

(b) Not deny, reduce, or negate the medical neceesity of an inpatient psychiatric
service provided pursuant to;e court-ordered commitment- for an enrollee under the age
of twenty-one (21) or over the age of.sixty-five (65);

(c) Coordinate with a provider of a behavioral health service the ireatment objectives

and projected'!ength of stay for an enrollee committed by a court of law to a state

psychiatric hospital; and .

(d) Enter into & coilaborati;fe_agreement with the state-eperated or sta’refcontracted .
psychiatric hospital a-ssigned to the enrollee’s regio_n in eccordance with 908 KAR
3:040 and in accordance with the Oimstead dec;suon o

(2) An MCO shall present a modmca’uon or termlna’non of a service referenced in
subsection (1.)(b) of this section to the court with jurisdlc’non over-the matter for
determination. | |

(3)(a) An MCO behavioral heaith service provider shall:

1. Participate in a quarterly continuity of care meeting with a state-operated or state-

contracted psychiatric ho?.pttal

2. Assign a case manager prior to or on the date of dlscharge of an enroliee from a

facility referenced in subsection (3)(a)1 of this section; and

71




10

1

12

13

14

15
16
17

18

19

20

21

22

23

24

3. Provide case manaoement services to an enroliee with a severe mental illness and
¢o-occurring developmental disability who is discharged from a:

a. Facility ref_erenced in subsection (3)(e)1 of this section; or

b. State-operated nursing facility for individuals with severe mental iliness.

(b) A case manager and a behavioral health service provioer shall participate in
discharge planning to ensure compliance wiih the O!mstead decision.

Section 43. Legar Guardians. (1) A parent, custod‘ral parent, person exercising
custodial control or'super\'iisi'on or an agency with a legal responsibility for a child by

virtue of a voluntary oommltment or of an emergency or temporary custody order shall

be authorized to aot on behalf of an enrollee who is under the age of eighteen (1 8)

years, a pote‘ntial enrollee, or a former‘enrollee for the purpose of:

(a) Selecting a primary care provider;
(b) Filing a grievance or appeal; or
(c) Taking an action, on behaif of a child redarding an interaction with an MCO.

(2)(a) A legal guardian who has been appointed pursuant to KRS 387.500 to 387.800

shall be allowed to act on behalf of an enrollee who is a ward of the commonwealtn.

(b) A person authorized to make a health care decision pursuant to KRS 311.621 o
311. 643 shali be aIIowed to act on behalf of an enrolflee, potential enrolles, or former
enrollee. | |

(o') An enroliee shall have the right to:

i. Represent the enrollee;‘ or

2. Use legal counsel, a relative, a friend, or other spokesperson.

Section 44. Utiliiation Management or UM. (1) An MCO shall:

(a) Have a utilization rnanagement program that:
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1. Meets the requirements establishéd in 42 CFR 456, 42 CFR 431, 42 CFR 438, and
the private review agent requirements of KRS 304.17A, as applicable; and

2. Shall: |

a. Identify, define, and spebify the amount, duration, and scope of each service that

' the-MCO is required to offer;

b. Review, monitor, and evaluate the appropriateness and medical necessity of care
and services; |

c. Identii‘y and describe the UM mechanismé used to: |

(i) Detect the under or over utilization of services; and

(if) Act after identifying unéler utilization or over utilizétion of sewice‘s;
| .d. Have a written UM pfogram describtion; and |

e. Be evaluatéd annually by the:

(i) MCO, including an-evaluation of clinical ;and service ou'tcomes; and

(il) Departmentif:]
- (b) Adopt nationally-recqg.nized standards of care and written criteria that shall be:

1. Based upon sound clinical evidence, if available, for making utilization decisions;

‘and

2. Approved by the debanment;

(c) Include physicians and other heaith care proféssionats in the IVI(_JO network in

reviewing and adopting medical necessity criteria,;

. (d) Have:
1. A process to review, evaluate, and ensure the consistency with which physicians

and other health care prSfessionals involved in UM apply review criteria for

. authorization decisions;
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2. A medical director who:

a. Is licensed to practlce medlcme or osteogathv in Kentuc&.rl

b.ls [a_usensed—phystetawaﬂd] responsible for treatment policies, protocols and

decisions; and

c.[b:] Supervises the UM program; and

3. Written policies and procedures that explain how prior authorization data wrll be
incorporated into the MCO's Quality Improvement Plan;

(e )Submit a request for a'change in review criteria for authorization decisions to the
department for approval prior to rmplementatron | |

(f) Administer or use a CAHPS survey to evaluate and report enrollee- and prowder
satisfaction with the quality of, and access 1o, care and services in accordance with
Section 55 of this admtni;é"trative regulation;

(9) Prowde written confirmatron of an approval of a request for a service within two
(2) business days of providing notrtlcatton of a decision if: |

1. The initial decision was not in writing; and

2. -Ftequested by an enro!tee or provider; -

(h) If the MCO uses a subcontractor to perform UM, requrre the subcontractor to have
written pollcres procedures and a process to review, evaluate, and ensure consrstency
1th which physicians and other health care protessmnats 1nvotved in UM apply review

criteria for authorization decisions; and
(i) Not provide a f|nan01al or other type of incentive to an individual or.entity that

conducts UM activities to deny, limit, or discontinue a medically necessary service to an

" enrollee pursuant to 42 CFR-422.208, 42 CFR 438.6(h), and 42 CFR 438.21 O(e)..

(2) A UM program description referenced in subsection (1)(a)2.d. of this section shall:
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(a) Outline the UM program s structure

(b) Define the authority and accountablhty for UM activities, mcludrng act:wt;es
delegated to another party; and |

(C). include the:

1. Scope of the program;

2. Processes and information éourcés used to determine service coverage, clinical
necessity, and appropriéteness and effectiveness; |

3. Poiicies and procedures to evaluate: |

a. Care coordination;

b. Discharge c-riter'ia;

c. Site of services; :

"d. Levels of care;

e. Triage decisions; and

f, Cultural competencggf care delivery; and

4. Processes 1o review, approve, and deny services as needed.

(3) Only a physician with 61in_ica| expettise in treating an enrotlee;s medical condition
or disease shall be -authorized to make a decision to deny é sérvice au’rhorization
request or authorize a service in an amount, duration, or scope that is less than

requested by the enrolleé or the enrollee’s treating physician.

(4) A medical necessity review process shall be in accordance with Section 45 of this

administrative regulation.

Section 45. Service Authorization and Notice. (1) For the processing of a request for

- initial and continuing authorization of a service, an MCO shall identify what constitutes

- e,
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medical necessity and establish a written policy and procedure, which includes a A

- timeframe for:

(a) Making an: authorization decision; and

(b) If the service is denied or authorized in an amount, duratlon or scope which is
Iess than requested, providing a notice to an enroliee and provider acting on behalf of .
and with the consent of an enroliee. |

(2) For an authorizatlon of a serv:ce an MCO shall make a decision:

(a) As expeditiously as 1he enrollee’s health condition requires, and

(b) Within two (2) business days foiioWing receipt of a request for service.

(3) The timeframe for making an authorization decision referenced in subsection (2)

of this section may be extended:

(a) By the:

1. Enrolles, or the proviaer acting on behalf of and with consent[eenteﬂt]l of an

" enroliee, if the enroliee requests an extension; or

2. MCO, if the MCO:

a. Justifies fo the department, upon request, a need for addmonal information and

how the exten31on isin the enroliee’s mterest

b. Gives the enrollee wrltten notice of the extensmn includlng the reason for

" extending the authorization decision timeframe and the right of the enrollee to file a

grievance if the enroilee disagrees with that decision;' and
c. Makes and carries out the authorization decision as expeditiously as the enroliee’s
health condition requires_:;‘end no later than the date the extension expires; and

(b) Up to fourteen (1 4).additional calendar days.
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( 4) 'f an MCO denles #service authorlzatlon or authorizes a service in an amount,
duration, or scope which is less than requested, the MCO shall provide[
. {a)] a notice:

{a) To the:
1 Enrdlleé, in writing, as expeditiously as the énro_llee’s condition réquires and within
two (2) business days Of :'receipt of the request fo_r service; and

2. F{equestmg prowder if applicable; |

[WWWWW% :

a_nogee-te!eheenw’rle& 1 Which shalt:
1. Meet the language and formatting requirements established in 42 CFR 438:404,

T,

2. Include the:

a. Action the MCO or its subcontractor, if applicable, has taken or intends o take;

b. Reason for the action;

“¢. Right of the .enrollee or provider who is acting on behalf of the enrollee to file an

MCO appeal;

d. Right of the enro\le(; to request a state falr hearing;

e. Procedure for flhng an appeal and requesting a state fair hearing;

f. Circumstance under whlch an expedited resolution is avaﬂable and how to request
it; and |

g. nght to have beneﬂts continue pending resolution of the appeéi; how to request

that beneﬂts be contlnued ‘and the circumstance under which the enrollee may be

' req'uired to pay the cosis of these services; and.

3. Be provided:,
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a. At least ten ‘(10) days before the date of action if the action is a termination,

* suspension, or reduction of & covered service authorized by the department,

department designee, of enrollee’s MCO, except the department may shorten the
petiod of advance notice 1o five (5) days before the date of act:on because of probabie
frauld by the»enro!lee, ‘

.b. By the da’te of action for the follo_wing:

() The death of a membér;
C (i) A signed written enrdllee statement requesting service termination or giving
information requiring termination or reduction of services in which the enrcilee
understands this must be; the result of supplylng the information;

(iii) The enrollee’s address is unknown and mail directed to the enroliee has no

forwarding address;
(V) The enfollee has been accepted for_Medicaid services by another local
jurlsd:ction

“ {v) The enroflee’s admission to an mstntutlon resuits in the enroliee s 1nehg|b|i|ty for
more services; |

(vi) The enrpliee"s physicir;lnprescribe's a chahge in the level of medical caré;

(vii) Anradverse decision has been made reg_arding the preadmission screening
requirements for a nursing facility admission, puréuént to 907 KAR 1,755, on or after
January 1, 1989; and‘ =

(vili) The safety or health of individuals in a facility would be endangered, if the
enrollee’s health improves sufficiently to allow a more immediate transfer or dlscharge
an immediate iransfer or discharge is required by the enrollee’s urgent medical needs,

or an enrollee has not resided ih the nﬂrsing facility for thirty (30) days;
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C. On the date of action, if the actlon is a denial of payment;

d. As expeditiously as the enrollee’s health condition requires and within two (2)
business .days following receipt of a request;

e. When the MCO carries ‘o_ut its authorization decision, as expeditiously as the -
enroflee’s health condition requires and" no later than the date the extension as identified

in subsection (3) of this section expires;

f. If a provider indicates or the MCO determines that folllowing ihe standard timeframe

~ could seriously jeopardize the enrollee’s life or health, or ability to attain, maintain or

regain maximum function, as expeditiously as the enrollee’s health condition requires
and no later than two (2) busmess days after recelpt of the request for service; and
g. For an authorization decision not made w1th|n the timeframe identified in

subsection (2).of this section, on the date the timeframe expires as this shall constitute

a denial.

Section 46. Heaﬁh Risk Assessment An MCO shali

{2}] After the initial imelemeniation of the MCO program, conduct an initial health risk -

assessment of an enrollee within[wjthin] nieety_ (90) days of enrolling the individual if
the individual hes not been enrolled with the MCQ in a prior twelve (12) month period;
(g}[{a)] Use health care professionals in the health risk assessment process;
(3)[{4}] Screen an enrollee who it believes to be pregnant within thirty (30) days of
enroflment; ' '

@[{5}] If an enroliee is pregnant, refer the enroliee for prenatal care;

79




o

10

11

12 -

13
14
15

16

17 -

18
.19
20

21

22

- 23

24

(5)[¢6)] Use a health risk assessment to determine an enroliee’s need for:
(a) Care management;
(b) Disease management;
(c) A behavioral health service;
(d) A phyéical health service or procedure; or
(e) A commun;ty service. |
~ Section 47. Care Coordlnatlon and Management An MCO shall:

(1) Have a care coordinator and a case manager who shali:

(a)[-te] Arrange, assure delivery of, monitor, and evaluate care, ireatment, and

services for an enrollee;_ and

- {b) Not duplicate ot gﬁpplant services proVided bya targeted case manéqér_ to:'

1. Adu!ts with a chromc mental iliness pursuant to 907 KAR 1:515; or

2. Children with a serious emotional d;sablhtv pursuant to 907 KAR 1:525;

| (2) Have guidelines for care coordination that shall be approved by the department
prior to implementation; ) .
(3) Develop a plan of. g;c'i're for an enrollee in accordance with 42 CFR 438.208;
(4) Have policies and nrocedures to ensure access to care coordination fdr a DCBS
chent or a DAIL client; |
(5) Provide 1nformat|on on and coordlnate services with the Women, infants and
Children program; and
(B) 'Provide infbrmatio.n;‘;[b an enrolleerand a provider regarding:
(a) An-available care management service; and |
‘(b) How to obtain a care management servicé.

Section 48. Quality Assessment and Performance improvement (QAPI) Program. An
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MCO shall

(1) Have a quality assessment and performance improvement (QAPI) program that

shall:

(a) Conform to the requirements of 42 CFR 438, subpart D;

(b) Assess, monitor, evaluate, and improve the quality of care provided to an

enrollee;

(c) Provide for the evaluation of.
1. Access to care;

2. Continuity of car'e;

© 3. Health care outcomes; and

4. Services provided or arranged for by the MCO;

| (d) Demonstrate the linkage of Quali’ry Improvement (Ql) activities to findings from a

quality evaluation; and

(e) Be developed in'c‘éllaboration with inplrt from enrollees;

(2) Submit annually to the department a descnphon of its QAPI program;
(3) Conduct and submit to the department an annual review of the program
(4) Maintain documentation of:

(a) Enrollee input;

,'(b) Response;-

QA performance improvement activity; and

(d) MCO feedback to an enrollee;

(5)(a) Have or obtain within four (4) years of initial implementation National

Committee for Quality Assurance (NCQA) accreditation for its Medicaid product line;

and;
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(b) After obtaining NCQA accreditation, maintain the accreditation; -

(6) If the MCO has NCQA accreditation: |

(a) Submit to the department a copy of its current certificate of accreditation wifh a
copy of the éomplete accreditation survey report; and | |

(b} Maintain the accreditation;

(7) Integrate behaQiorai health seﬁfice indicators into its QAPI program;

(8) Include a systematié on-going process for monitoring, evaluating, and improving
the quality.and appropnateness of a behaworal health service provided to an enrollee;
(9) Collect data, monttor and evaluate for evidence of |mprovement to a physical
health outcome resuiting from integration of behavioral health‘into an enrollee’s care;

ahd '
(10} Annually review and e_valuaje the effeétiveness of the QAPI program.
Section 49. Quality Assessment and Performance Improvement Plan. (1) An MCO
shall: :
(a) Have a written QAP work plan that:
| 1. Outlines the scope of activities;
2 Is submitted quarterly to the department;' and
3, Sets goals, objectives, and timelines for _the QAPI program;
(b) Set neW goals and objé;ctiv,es: |
~ 1. At least annually; and
2. Based on a finding from:
a. A quality improve‘m‘ént activity or study,
b. A survey result;

c. A grievance or appeal;
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d. A performance measure; O
e. The External Quality Review Organizatidn;
(c) Be accountable t0 the department for the quality of care provided to an enrollee;

(d) Obtain approval from the department for its: QAPI program and annual QAP] work

plan;

(e) Have an accountable entity- within the MCO
-1. To provide direct ov‘erslght of its QAP program; and

2. That shall review reports from the quality improvement committee referenced in

. paragraph {h) of this subsection

H Review its OAPI program annually;

(g) Modify its QAP program o accommodate a- rewew finding or concern of the MCO
it 4 review finding or congern occurs;

(h) Have. a quality improvement committee that shall:

1. Be responSible for the éAPI program;

2. Be Interdisciplinary; '

3. Include:

a. Providers and adm‘t;histrative staff: and

b. Health pr_oféssionalé with knowledge of and experience with individuals with

special health care needs;

4. Meet on a regular basis;
5. Document activities of the commitiee;

6. Make committee minutes and a commitiee report available to the department upon

. request; and
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7. Submita report to ttte accountable entity referenced in paragraph (c) of this

. subsection that shall include:

a. A description of the QAPI activities,
b. Progress on objectives; and
¢. Improvements made;

(i) Require a provider fo participate in QAPI activities in the provider agreement or

subcontract; and

(j) Provide feedback to a provider or a subcontractor regarding integration of or

‘operation of a corrective action necessary in a QAPI activity if a corrective action is

necessary.

(2) If a QAPI activity o“t'a provider or a subcontractor is separate from an MCO'’s

: QAPI program, the acttvnty shall be integrated :nto the MCO’s QAPI program.

Section 50. QAPI Monltoring and Evatuatlon (1) Through its QAP! program an MCO

shall:

(a) Monitor and evaluate the quality of health care provided to an enrottee

(b) Study and pnorltlze health care needs for performance measurement

' pertormance improvement, and devetopment of practice guidelines;

(c) Use a standardized quahty indicator:

1. To assess improvement assure achlevement of at least a minimum pertormance

level, monitor adherence.to a guideline, and identify a pattern of over and under

utilization of a service; and

2. Which shali be:

a. Supported by a valid data collection and analysis method; and

b. Used to improve clinical care and services;
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(d) Measure a provider performance against a practice guideline a'nd a standard

adopted by the quality improvement committee;

(e) Use a multidisciplinary team to analyze and address data and systems issues;

and

(f) Have practice guidelines that shall:
1. Be:
a. Disseminated to a provider, or upon request to an enroliee;

b. Based on valid and reliable medscal evidence or consensus of heatth

professionais*

c. Revrewed and updated and

d, Used by the MCO in makmg a decision regardrng utilization management, a

covered service and enrollee education;

2. Consider the needs of enrollees; and
3. Include consultation With network providers.

(2) If an area needing tmprovement is identified by the QAPt program, the MCO shatl

take a corrective action and monitor the corrective action for improvement.

Section 51. Quality and Member Access Committee. (1) An MCO shalk:
(a) Have a Ouahty and Member Access Committee (QMAC) composed of:
1. Enrollees who shall be representatlve of the enrollee population; and

2 |ndividuals from consumer advocacy groups or the commumty who represent the

interests of enrollees in the MCO and

(b) Submit to the department annuaiiy a list of enrollee representatlves participating

in the QMAC.

(2) A QMAC cpmmittee shall be responsible for reviewing:
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.(a) Quality and access standards;

(b) The grievance andd‘appeals process;

(c) Policy modificatiqn;‘, needed based on reviewing aggregate grievance and
appeals data,

(d) The member handbook;

(e) Enrollee education materials;

(f) Community outreach activities; and

(g) MCO and department policies that affect enrollees.
~ Section 52. External Quality Review. (1) In accordance with 42 USC 1396a(a')(30),
the Vdepartment' shall have an iﬁ‘dependent external quality review organization (EQRO)
aﬁnually review the quality of'services provided by an MQO..

(2) An MCO shall: | |

(a) Provide information to the EQRO as requested to fulfill the requirements of the

| mandatory and optional activities required in 42 CFR Parts 433 and 438; and

(b) Cooperate and participate in external quélity review activities in accordance with
the protocol established in 42 CFR 438 subpart E.

(3) The department shg!.irhave the opﬁon of using information from a Medicare or
private accredita’r'ion review of an MCQO in accordance with 42 CFR 438.360.
(4) If an adverse finding or deficiency is identified by an EQRO conducting an
external quallity review, an MCO shall cofrect the finding or defiqiency.
| ~Section 53. Health Care Qutcomes. An MCO shall:

(1) Comply with the requirements establish;ad in 42 CFR 438.240 relating to quality

assessment and performance impfovement;
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(2) Collaborate with tnE"department to establish a set of unique Kentucky Medicaid

managed care performance measures which shall:

(a) Be aligned with national and state preventive initiatives; and

(b) Focus on improving health; o

(3) In collaboration with the department and the EQHd, develop a performance
measure specific to indivtduals with special heatth care needs;

(4) Report activities on performance measures in the QAP1 work plan.referenced in

Section 49 of this regulation;

(5) Submit an annual'report to the department after collecting performance data
which shall be stratified by |
(a) Medlcaid ehglbtltty category,

(b) Race; ‘

(¢) Ethnicity,

(d) Gender; and

(e) Age;

(6) Collect and report HEDIS data annuaily, and

(7) Submit to the department.

(a) The final auditor's report issued by the NCQA certified audit organtzation;

(b) A copy of the interactive data submission system tool used by the MCO; and
~(c) The reports spectfied in MCO Fteporting' Requirements.

Section 54 Performance improvement Projects (PIPs). (1) An MCO shall:

(a) Implement PIPs to address aspects of clinical care and non- cllnlcal ser\nces
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(¢) Initiate @ minimum of two (2) PIPs each year with at least one (1) PIP relating to

~ physicat health and at least one (1) PIP relating to behavioral health;

(d) Report on a PIP using standardized indicators;

(e) Specify a minimum performance level for a PIP; and
(f) Include the foi]owing for a PIP:

1. The topic and its impolrtance to enrolled members;

5 Methodology for topic selection; -

3. Goals of the PIP;

4. Data sources and coliection methods;

5. An intervention' and '

6. Results and lnterpretations

(2)A clinical PIP shall address preventwe and chronic healthcare needs of enrollees

including:

(a) The enroliee population;
(b) A subpopulation of the enrollee populatlon and

(c) Specific clinical need of enroliees with conditions and ilinesses that have a higher

" prevalence in the enrolled ponutation. :

(3) A non-clinical PIP shall address improving the quality, availabitity, and

accessibility of services provided by an MCO to enroliees and providers.

(4) The department may reduire an MCO t6 implement a PIP specific 10 the MCO if
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(a) A finding from an EQRO review referenced in Section 52 or an audit indicates a

need for a PiP; or- )
(b).Directed by CMS.

(6) The depariment shall be authorized to require an MCO fo assistin & statewide

PIP which shall be limited to providing the depariment with data from the MCO’s service

area.
Section 55. Enroliee and Provider Surveys. (1) An MCO shal

(a) Conduct an annual survey of enrollee and provider satisfaction of the quality and

| a'ccessibility io a setvice provided by an MCO;

(b) Satisfy a mémber satisfaction survey requirement by'participating in the Agency

for Health Research and QuaIity's current Consumer Assessment of Healthcare

Providers and Systems Survey (CAHPS) for Medicaid Aduits and Children, which shall

be administered by an NCQA-certified survey vendor,

(c) Provide a copy of the éur_rent CAHPS survey referenced in paragraph (b) of this

subsection to the department;

(d) Annually assess the need for conducting ofher surveys to support quality and
performance imprbvémeht,_initiatives; ' |

(e) Submit to the department for approval the 5u rvey tool used 1o conduct the survey
referenced in paragraph (@) é)f this _subsection; and | |

(f) Provide to the department:

1. A copy of the results of the.enroilee and provider surveys réferenced in paragraph
(a) of this subsection;

2. A description of a methodology to be used fo qonduct surveys,

3. The number and percentage of enrollees and providers surveyed;
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4. Enrollee and provider survey response rates,

5. Enrollee and provider survey findings; and

6. Interventions conducted or piannéd by the MCO related to activiti'es in this section.
~ (2) The department shall:

(a) Approve enroliee and provider survey instruments prior to implementation; and

(b} Approve or disapprove an MCO’s provider survey tool within fifteen (15) days of

receipt of the survey tool.

(3) If an MCO conducts a survey that targets a subpdpu!ation’s p_erspective or
experience with access, treatment, and services, the MCO shall comply with the
requirements established in subsection (1)(e) and (f) of this section.

Section 56. Prompt Payment of Claims (1) In accordance with 42 USC 1396a(a)(37),

an MCO shalif:

{b)] have prepayment and postpayment claims review procedures that ensure the

proper and efficient payment of claims and ma}nagement of the program.,
2) AnMCO shall: | |
(a) Comply with the prbmgt paymenf provisions established in:
{. 42 CFR 447.45; and | |

2. KRS 205.593, KRS 304.14-135, and KRS 304.1 7A-700-730; and
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(b)' Notity a request'ingprovider of a decision to:

1.Denya claim; or | |

o’ Authorize a service inan amount, duration, of scope that is less than requested.

(3) The payment provisions in this section shall apply to a payment. to: .

(a) A provider wtthin' the MCO network; and |

(b) An out-of-network provider.
A_ Section 57. Paymenta to an MCO. (1) The department shall provide an MCO a per
enrollee, per month capitation payment whether or not the enrollee recetves a service
durrng the period cove red by the payment except for an enrollee whose eligibility is
determrned due to being unemployed in accordance wrth 45 CFR 233.100.

(2) The monthly capitation ‘payment for an enrollee whose eligibility is determined due
to being unemployed, shali be prorated from the date of eligibility.

(3) A capitation rate referenced in subsection (1) of this section shall:

(a) Meet the requirements of 42 CFR 438,6(0); and

(b) Be approved by the Centers for Medicare and Medicaid Services, and

(4)(a) The department shall apply a risk adjustment to a capitation rate referenced in
subsection (4) of this seotion in an amount that shail be budget neutral {o the
department . |

(b) The department shigll use the latest versron of the Chronic lilness and Disability
Payment System 1o determine the risk adjustment referenced in paragraph (a) of this
subsection.. ‘ |
. Section 58. Recoupment of Payment from an Enrollee tor Fraud, Waste and Ab-use,

(1) ifan enroliee is determined to be rnehgrble for Medicaid through an administrative

91




10

11

12

13

14 -

15

16

17

18

19

20

21

22

23

04

hearing or adjudication of fraud by the CHFS OIG, the depanment shatlrecoﬂp a
capitation paymeni it has made to an MCO on behalf of the enrollee.
(2) An MCO shall request a refund from the enrollee referenced in subsection (1) of

this section of a payment the MCO has made to a provider for the service provided to

the enrollee.

(3) If an MCO has been unable to collect a refund referenced in subsection (2) of this

section within six (6) months, the commonwealth shall have the right to recover the

reﬁmd.

" gection 59. MCO Administration. An MCO shall have executive management

responsible for operations and functions of the MCO th'at shall include:

(1) An. executive director who shall:

(a) Actas a tiaison to the department ‘regarding a contract be_fween the MCO and the
department; |

(b) Be authorized to re‘present the .MCO regarding an ianiry pertaining to a con'tract
between the MCO and.the depértment;

'~ (c) Have decision making authority; and

(d) Be responsible for joilowing up regarding a contract inquiry or issue;

(2) A medical directori;‘ho shall be:

(a) A physician !icenséd to pfactiCe medicine in Kentucky;

(b)_Activ'eiy involved in all méjor clinical programs and quélity improvement
components of the MCQO; and

(c) Available for after—Alr_jours consultation;

(3) A dental director who shall be:

(a) Licensed by a dental board of licensure in any state;
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. (b) Actively involved in all oral health programs of the MCO; and

i,

(c) Available for after-hours consuttation;

(4)(a) A finance officer who shall oversee the MCO'’s budget and accounting systems;

and

(b) An internal auditor who shall ensure compliance with adopted standards and

review expenditures for reasonableness and necessity,

(5) A quality improvement director who shall be responsible for the operation of:
() The MCO's quality imp’roverﬁent program; and |

(b) A subconiractor's quélity improvement program,

(6) A behavioral health director who shéﬂ be:

(a) A behavioral health practztloner | |

(b) Actively lnvolved in all of the MCO’s programs or lnltiattves relatmg to behavnoral
health; and

(c ) Responsible for the coordination of behavioral health services provided by the
MCO or any of its behavioral health subcontractors;

(7) A case management coordinator who shall be respon3|ble for coordinating and
overseeing case management services and contmuny of care for MCO enroliees; -

(8) An early and periodic screemng, d:agnosns and treatment (EPSDT) coordinator
who shall coordmate and arrange for the prows;on of EPSDT services and EPSDT
special services for MCO enroliees

(9) A foster care and sub5|dazed adopt;on care fiaison who shall serve as the MCO’
primary liaison for meeting the needs of an enrollee who is:

(aj A child in foster care; c;r |

(b) A child receiving state-funded adoption assistance;
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(10) A guardianship liaison who shall serve as the MCO's primary liaison for meeting
the needs of an enrollee whd is a ward of the conwmonwealth;

(11) A management information systems director who shall oversee, manage, and
maintain the MCQ’s management information system; |

(12) A program integrity coordinator who shall coordinate, manage, and oversee the
MCOQ's program mtegrlty functions; |
| (13) A pharmacy d;rector who shall coordinate, manage, and oversee the MCO’s
pharmacy program; |

(1A A compllance director who shall be responseble for the MCO s:
(a) Financial and programma’nc accountability, transparency, and integrity; and
(b) Compliance with:

1. All applicable federal and state law;

2, Any.administrative regulation 'promulgated by the department relating to the MCO;

and

3. The requirements éstablished in the contract between the MCO and the

: department;

(15) A member services director who shall:

(a) Coordlnate communication wath MCO enrollees and

(b) Respond in a ’nmely manner to an enroliee seeklng a resolutlon of a problem or
inquiry;
(18) A providet sewicés'director who shall: . L

(a) Coordinate communication with MCO providers and subcontractors; and

(b) Respond in a timely manner to a provider seeking a resolutidn of a problem or

inquiry; and
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(17) A claims processing director who shall ensure the timely and accurate
processing of claims.

Section 60. MCO Reporting Requirements. An MCO shall:

(1.) Submit to the deoartment a report as required by MCO Reporting Reqguirements;

(2) Verify the accuracy of data and informetton on a report submitted to the
depariment;

(3) Analyze a required report to identify_an‘earl'y pattern of change, a trend, or an
outtler before submitting the report to the department; and | |

(4) Submit the anatySIS required in’ subsection (3) of this section with a required

_ report.

Section 61- Health Care Data Submission and Penaities. (1)(@) An MCO shall-

submit an originat encounter record and denial encounter record, if any, to-the

department weekly.

(b) An original encounter record ora denlat encounter record shatl be considered late

| if not recelved by the department within four (4) calendar days from the weekly due

date.

(c) Beginning on the fifth calendar day late, the department shall withhold $500 per
day for each day late from an MCO’s total capttatlon payments for the month following
non-subrission of an original encounter record and denial encounter record.

(2)(a) If an MCO faiis to submit heatth care data derived trom processed clalms' or
encounter data in a form or format established in the MCO Fteporttng Requirements for
one (1) calendar m'onth, the depaltment shall withhold an amount equal to five (5)

percent of the MCO’s capitation payment for the month following non'-submission.
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(b) The department shall retain the amount referenced in paragraph (a) of this

subsection until the datais received and accebted by the departnient, less $500 per day

for each day late.

(3)(a) The department shall transmit to an MCO an encounter record with an.error for

correction by the MCO.

(b) An MCO shall have ten (10) days to submit & corrected encounter record to th.é

department. -

(c) If an MCO fails to submit a corrected encounter record within the time frame

‘specified in paragraph (b) of this'subséction, the department shall be able to assess and

withhold for the month following the non-submission, an amount equal to one-tenth of a

percent of the MCO’s total capitation payments per day until the corrected encounter

‘record is received and'aébepted by the department.

Section 62, Program l_ntegrity. An MCO shall comply with:

(1) 42 CFR 438.608; | |

(2) 42 USC 1396a(a)(68); and

(3) The requi_rements established in the MQO Program lntégrity Requirements.

Section 63. Third Partifl-_-iability and Coordination of Benefits. (1) Medicaid shall be the
payer of last resort for a sérvipe provided to an enroliee.

(2) An MCO shall:

(a) Exhausta payment by a third paﬁy pﬁor to payment for a service perided to an
enrollee; | |

(b) Be responsible for determining a legal liability of a third party to pay for a service

. provided to an enroilee,;
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(c) Actively seek and idéntify a third party liability resource to pay for a service provided

' to an enrollee in accordance with 42 GFR 433.138; and

(d) Assure that Medicald shall be the payer of last resort for a service provided to an
enrolige. |

(3) In accordance with 907 KAR 1:011 and KRS 205.624, an enroliee shall: -

(a) Assign, in writing, the enrollee’s rights to an MCO for a medical support or payment
from a thifd party for a medical service provided by the MCO; and |

(b} Cooperate with an MCO ih identify;hg and providing ipformation to assist the MCO |
in pursuing a third party that shall be liable to pay for a éervice provfded by the MCO.

(4) If an MCO becomes aware of a third party liability resource after payment for a
service prowded to an enroliee, the MCO shall seek recovery from the third paﬂy
resource. | | 7

(5) An MCO shall have a probess for third party liability and coordination of .benefits in
accordance with Third Party Liability and Coordination of Benefits. |

Section 64. Managemgnt information Systeh. (1) An MCO shalt:

(a) Have a mahagemél‘{’; information system that shall:

1. Provide support to the MCO opé’ration_s; and

2. Except as alfowed in subsection (2) of this section, include a:

a. Member subsystem;

b. Third party liability subsystem;
c. Provider subsystem; o

d. Reference subsystem; '

e. C.Iaim processing subsystem;

f, Financial subsystern;
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| g. Utilization and quality improvement subsystem; and
h. Surveiliance utilization review subsystem; and

" (b) Transmit data to the department: |

~1iIn aceordanee with 42 CFR 438[§]and
[2—] the Management Informatlon System Fteqwrements

(2) An MCO’s mana gement information system shall not be requ;red to have the

(a)2. of this section if the MCO s management

subsystems tisted in subseetlon (1)

information system:

. (a) Has the capacity to:

1, Capture and provide the regu;red data cagtured by the subsystems tlsted in
subsection (1)(a)2. _of this section; and

2. Previde the data in formats and files that shalil be consis_tent with the

subsvstem's listed in sctbsection (1)(a)2. which the department ogerates; and

{h) Meets the requ:rements estabtlshed in paragraph (a) of this subsectton inha

way which shall be mapped to the subsvstem concept established in subsec on

(1)(a)2. of this section.

“

{3) If an MCO subcontracts for services, the MCO shall provide guidelvines for its
subcontractor to the de'pa;nment for approval. o

Section 65. Kentucky Heatth Information Exchange (KHIE). (1) An MCO shali:

(a) Submit to the KHIE: '

1. An-adjudicated claim within twenty—fou_r (24) hours of the final ctaim adjudication;
and |

2, Clinical data as soé?%"as it is available;

(b) Make an attempt to have a PCP in the MCO’s network connect to KHIE within:
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1. One (1) year of enroliment in the MCO’s network; or
2. A timeframe approved by the department if greater th_an one (1) year; and
(c) Enc_ourage a provider in its network to es.tablish connectivity with the KHIE.
(2) The department shall: |
‘ (a) Administer an electronic health record incentive payment program; and

(b) Inform an MCO of a provider that has received an .eiectronic‘health record

incentive kpayment.' _
Section 66. MCO' Qualifications and Maintenance of Records. t1) An MCO shalt:

(a) Be licensed by the Depariment of Insurance as a health maintenance organization

or an insurer;

(b) Have a governing gfidy;

(c) Have profection agéinst insolvency in accordance with:

71. 806 KAR 3:190; and

2. 42 CFR 438.116;

(d) Maintain all books, records, and information related to MCO provi'ders, recipients,
or recipient services, and:’fi.ﬁanciat transactions for:

1. A minimum of five (5) years in accordance with 907 KAR 1:672; and

2. Any additional time period as required by federal or state law; and

(e) Submit a request for disclosure of information subject to open records laws’

( KRS 61.870 — 884) received from the public to the department within twenty-four (24)

hours.

'(2) No information shall be disclosed by an MCO pﬂrsuant to a request it received

without prior written authorization from the department.
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(3) The books, records, and information referenced in subsection (1)(d) of this section,
shall be available upon request of a reviewer or auditor during routine business hours at -

the MCO's ptace of opetrations.

(4) MCO staff shall be available upon request of a rewewer or auditor during routine

business hours at the MCO's place of operations.

Section 67, Prohibited Affiliations. The policies o.r-r'equirements:

(1)-lmposed on a managed care entity in 42 USC 1396u-2(d)(1) shall apply to an
MCO; and | A

(2) Established in 42 CFR 438.610 shall apply to an MCO.

Section 68. Termination of MCO Participation in the Medicaid Program. The .

" department shall terminate an MCO Participation in accordance with KRS Chapter 45A.

Section 69. Incorporation by Reference. (1) The following is incorporated by reference
into this administrative regula'tion:

(a) The "MCO Reporting Re.quirements”, July 2011 edition;

(b) The “MCO Program Integrity Reqmrements” July 2011 edition;

(c) The “Eariy and Penodic Screening, Diagnosis and Treatment Program Periodlmty
Schedule”, July 2011 edltlong

(d) Thé “Third F‘aﬂy Liabiﬁty and Coordination of Benefits”, July 2011 editioh; and -

(e) The “Management Information Systems ReqUir_ements”, Jﬁly 2011 edition.

(2) The material referenced in subsection (1) of this section shall be availabie at:

(a) htip: //www chis.ky. qov/dms/mcorporated htm; or

(b)The Department for Medicaid Services, 275 East Main Street, Frankfort, Kentucky

40621, Monday through-Frlday, 8 a.m. to 4:30 p.m.
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REVIEWED:

1IN EER L L M 1 i

Date Neville Wise, Acting Commissioner
Department for Medicaid Services

APPROVED:

Date Ja ‘ie}MiHer, Secretary
Cablet for Health and Family Services
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REGULATORY IMPACT ANALYSIS
AND TIERING STATEMENT

Administrative Regulation Number: 907 KAR 17:005
Cabinet for Health and Family Services.
Department for Medicaid Services
. Agency Contact Person: Stuart Owen (502) 564-4321

(1)  Provide a brief summary of: ‘

(2) What this administrative regulation does: This is a new administrative regulation

- which establishes the Kentucky Medicaid Program managed care policies and
requirernents for every region in Kentucky except for region three (3.) Region
three (3) is comprised of Jefferson County and fifteen (15) other counties -

-neighboring or nearby Jefferson County. Under managed care, each Medicaid
recipient (except for those excluded from managed care participation) residing
outside of reglon. three (3) will be given a choice of enrolling with one (1) of '
three (3) managed care organizations (MCOs) for the purpose of receiving
Medicaid services and benefits. The three (3) MCOs are CoventryCares,
Kentucky Spirit Health Plan and WeliCare. Recipients residing in region three
(3) will remain under the responsibility of the managed care organization,
Passport Health Plan, that currently serves that region. Individuals who fail to
choose an MCO will be assigned io one by the Department for Medicaid
Services. Some individuals, including-recipients residing in a nursing facility or
in an intermediate care facility for individuals with mental retardation or a

~ developmental disability, individuals receiving services through a home and
community based waiver (or *1 915¢ walver”), individuals eligible for Medicare
and certain categories of children under age nineteen (19), to name a few, will
he excluded from managed care enroliment. The excluded individuals will
remain under the umbrelia of the Kentucky Medicaid “fee-for-service”
reimbursement/delivery model. The proposed changes under the waiver and
any necessary plan revisions will be contingent upon the approval of the
Centers for Medicare and Medicaid Services. _

(b) The necessity of this administrative regulation: This administrative regulationis
necessary to establish the Kentucky Medicaid Program managed care policies
and requirements for every region in Kentucky except for region three (3.)

" Transforming the majority of the Medicaid program from a fee-for-service mode!
into a managed care model is necessary to improve quality of care, facilitate =

- access to care, and to effectively manage costs. _

{c) How this administrative regulation conforms 1o the content of the authorizing
statutes: This administrative regulation conforms to the content of the
authorizing statutes by establishing the Kentucky Medicaid Program managed
care policies and requirements for every region in Kentucky except for region
three (3.) DMS anticipates that this action will effectively manage costs while
enhancing sefvide quality and facilitating access to care.

(d) How this administrative regulation currently assists or will assist in the effective

" administration of the statutes: This administrative regulation will assist in the -
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(2)

effective administration of the authorizing statutes by establishing the Kentucky
‘Medicaid Program managed care policies and requirements for every region in
Kentucky except for region three (3.) DMS anticipates that this action will
effectively manage costs while enhancing service quality and facilitating access
to care.

If this is an amendment to an existing administrative reguiation, provide a brief
summary of:

- (a) How the amendment will change this existing administrative regulation: The

amendment after comments clarifies various policies as welt as corrects
typographical mistakes. One such example is that it clarifies the status of
.qualified Medicare beneficiaries regarding managed care enroliment. The
original administrative regulation established that QMBs are excluded from
managed care participation; however, the exclusion only applies to individuals
who are solely eligible for Medicaid benefits as a result of being QMBs. Some
individuals are QMBs as well as eligible for Medicaid via other categories as
well and those individuals are not exciuded from managed care participation.

(b) The necessity of the amendment to this administrative regulation: The
amendment after comments is necessary to clarify policy. '

(c) How the amendrment conforms to the content of the authorizing statutes: The
amendment after comments conforms to the content of the authorizing statutes
by clarifying Medicaid managed care organization policies {for managed care

~ provided outside of region three (3).

(d) How the amendment will assist in the effective administration of the statutes:
The amendment after comments will assist in the effective administration of the
authorizing statutes by clarifying Medicaid managed care organization policies
(for managed care provided outside of region three (3). '

List the type and number of individuals, businesses, organizations, or state'and
local government affected by this administrative regulation: Medicaid providers,
Medicaid recipients (except those excluded from managed care) and the three (3)
managed care organizations providing Medicaid covered services under contract
with the Commonwealth will be affected by the administrative regulation.

Provide an analysis of how the entities identified in question (3) will be impacted by
either the iImplementation of this administrative regulation, if new, or by the change,

it it is an amendment, including:

(a) List the actions that each of the regulated entities identified in question (3) will
" have to take to comply with this administrative regulation or amendment:

Medicaid recipiefits who participate in managed care must either choose a
managed care crganization or be assigned to one (1) if they fail to choose one
(1) within the time period required. Managed care organizations will be
responsible for providing Medicaid covered services to recipients enrolied with
them. In order to be reimbursed for providing care (covered under managed
care) to Medicaid recipients, providers must enroll with & managed care '
organization. '
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(b) In complying with this administrative regulation or amendment, how much will it
cost each of the entities identified in question (3). No cost is imposed.

(c) As a result of compliance, what benefits will accrue to the entities identified in

- question (3). Medicaid recipients should benefit from the following components
of managed care: coordinated care, & medical home focused on improving '
health outcomes, a plan of care which coordinates physical and behavioral
health, and the MCO emphasis on weliness and prevention. Managed care
organizations will benefit by receiving payments from DMS pursuant to their

contract with the ‘Commonweaith.

(5) Provide an estimate of how much it will cost to implement this administrative
reguiation: _

(a) Initially: Rather than increase expenditures, DMS estimates that implementing
the administrative regulation will reduce Medicald benefit expenditures by
approximately $281,6 million (state and federal combined) in state fiscal year
(SFY) 2012 with a November 1, 2011.implementation. The impact on the
Medicaid budget for SFY 2012 takes into consideration the one-time incurred
claims cost for Medicaid recipients enrolied in managed care for services
received by them prior to November 1, 2011 as well as other factors.

(b) On a continuing basis: DMS projects that implementing the administrative
regulation will reduce Medicaid benefit expenditures by approximately $464.1
million (state and federal combined) in SFY 2013 and $552.5 million (federal
and state combined) in SFY 2014. These estimates may vary from the actual

enroliment and are subject to change.

(6) Whatis the source of the funding to be used for the implementation and
enforcement of thiszadministrative regulation: The sources of revenue 1o be used
for implementation and enforcement of this administrative regulation are federal
funds authorized under Title XiX of the Social Security Act and state matching
funds comprised of general sund and restricted fund appropriations.

(7) Provide an assessment of whether an increase in fees or funding will be
necessary to implement this administrative regulation, if new, or by the change if it
is an amendment: Neither an increase in fees nor funding are necessary.

(8) State whether or nat this administrative regulation establishes any fees or directly
or indirectly increases any fees: This administrative regulation neither establishés

nor directly or indirectly increases any fees.

| (9) Tiering: ls tiering applied? (Explain why tiering was or was not used) Tiering is
applied in that certain individuals are exciuded from managed care enrollment.
Federal regulation or law excludes the individuals from being enrolied into

managed care.
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FEDERAL MANDATE ANALYSIS COMPARISON

Administrative Reguiation Number: 907 KAR.17:005E
Agency Contact Person: Stuart Owen (502) 564-4321

1.

3.

Federal statute or regﬁii'ation constituting the federal mandate. A managed care
program is not federally mandated for Medicaid programs. '

_state compliance standards. KRS 205.520(3) states, “Eurther, it is the policy of the

Commonwealth to take advantage of all federal funds that may be available for
medical assistance. To qualify for federal funds the secretary for health and family
services may by regulation comply with any requirement that may be imposed or
opportunity that may be presented by federal law. Nothing in KRS 205.510 10
205.630 Is intended to limit the secretary's power in this respect.”

Minimum or uniform standards contained in the federal mandate. A managed cafe
program is not federally mandated for Medicaid programs. ' '

4, Will this administrative regulation impose stricter requirements; or édditional or

different responsibilities or requirements, than those required by the federal
mandate? No, this change relates to provision of managed care but does not impose

additional or stricier requirements.

. Justification for the impositidn of the stricter standard, or additional or different

responsibilities or requirements. A managed care method of administering the
program is being implemented but stricter requirements are not imposed. A managed
care program is not federally mandated for Medicaid programs. :

105




FISCAL NOTE ON STATE OR LOCAL GOVERNMENT

Administrative Regulation Number: 907 KAR 17:005E

1.,

- Agency Contact Person: Stuart Owen (502) 564-4321

Does this administrative reguiation relate to any program, service, of requirements of
a state or local government (including cities, counties, fire departments or school
districts)? -

Yes _X No

" ifyes, complete 2-4.

What units, parts or divisions of state or local governmeni (inc!udihg cities, counties,
fire departments, or school districts) will be impacted by this administrative

regulation? The Department for Medicaid Services will be affected by this

administrative regulation. Additionally, county-owned hospitals, university hospitals;
local health departments, and primary care centers owned by government entities
will be affected by this administrative regulation. '

Identify each state or federal regulation that requires or authorizes the action taken
by the administrative-regulation. 42 CFR 438 and this administrative regulation
authorizes the action taken by this administrative regulation. '

Estimate the effect of this-administrative regulation on the expenditures and
revenues of a state or focal government agency (including cities, counties, fire
departments, or school districts) for the first fult year the administrative regulation is
to be in effect. .

(a) How much revenue will this administrative regulation generate for the state or
local government (including cities, counties, fire departments, or school districts)
for the first year? None. '

(b) How much revenue will this administrative regulation generate for the state or
local government {including cities, counties, fire departments, or school districts)
for subsequent years? None. ‘

(c) How much will it cost to administer this program for the first year? Rather than
increase expenditures, DMS estimates that implementing the administrative

- regulation will reduce Medicaid benefit expenditures by approximately $281.6
million (state and federai combined) in state fiscal year (SFY) 2012 witha .
November 1, 2011 implementation. The impact on the Medicaid budget for SFY
2012 takes into consideration the one-time incurred claims cost for Medicaid
recipients enrolled’in managed care for services recelved by them prior o
November 1, 2011 as well as other faciors. -

(d) How much will it cost to administer this program for subsequent years? DMS
projects that implementing the administrative regulation will reduce Medicaid
benefit expenditures by approximately $464.1 miliion (state and federal
combined) in SFY 2013 and $552.5 million (federal and state combined) in SFY
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2014. These estimates may vary from the actual enrollment and are subject to
change.

Note: If specific dollar estimates cannot be determined, provide a brief narrative to
explain the fiscal impact of the administrative regulation.

Revenues (+/-):

Expenditures (+/-):

Other Explanation:
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