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COMMONWEALTH OF KENTUCKY

STATE FISCAL NOTE STATEMENT
	GENERAL ASSEMBLY
	LEGISLATIVE RESEARCH COMMISSION

	1998 REGULAR SESSION
	1996-97 INTERIM


MEASURE

	(X) 98 BR No.
	1154
	
	(X)
	House
	Bill No.
	406 HCS


	() Resolution No.
	
	
	() Amendment No.
	


	SUBJECT/TITLE
	An Act relating to medical assistance


	SPONSOR
	Representative Stephen Nunn


NOTE SUMMARY

	Fiscal Analysis:
	               Impact
	           No Impact
	  X  Indeterminable Impact

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


	Budget Unit(s) Impact
	Department for Medicaid Services


	Fund(s) Impact:
	    X       General
	                Road
	        X       Federal

	
	                     Restricted Agency (Type)
	               (Other)


FISCAL SUMMARY

_____________________________________________________________________________

	Fiscal Estimates
	1997-98
	1998-99
	1999-2000
	Future Annual

Rate of Change

	Revenues (+/-)
	
	Indeterminable
	Indeterminable
	

	Expenditures (+/-)
	
	Indeterminable
	Indeterminable
	

	Net Effect
	
	$0
	$0
	


_____________________________________________________________________________

MEASURE'S PURPOSE:  Require that, upon an adverse opinion on continued eligibility for Medicaid services which is being appealed, Medicaid benefits be continued until an appropriate residential setting is found or while the appeal is being made, not to exceed a period of 90 days from the request for a hearing or until a final determination is made.  Requires that the peer review organization notify, by certified mail, the attending physician, resident, nursing facility, Medicaid Commissioner and the resident's attending physician and responsible party of any recommended change in the level of care.  Allows the resident's physician to conduct an independent review of any Medicaid patient recommended for a lower level of care and file an appeal on behalf of the affected party if the certified mail is undeliverable.  Requires that the following information be provided to the Medicaid recipient upon request:  names and addresses of facility operators, staff physicians and directors of nursing.  In addition, the following information shall be provided by the nursing facility patient upon admission:  admission and discharge policies, payment policies, an explanation of the appeals processes, Medicaid eligibility criteria and names and phone numbers of case managers and state long term care ombudsmen.

PROVISION/MECHANICS:  Create new sections of KRS 205 to: a) provide for the continuation of Medicaid benefits up to ninety days (90 days) from the date a notice of hearing has been received, for all Medicaid beneficiaries residing in a nursing facility or those eligible for Medicaid covered services if they have received an adverse determination concerning their level of care;  b) require the peer review organization making the adverse determination to notify the resident, nursing facility, commissioner of Medicaid Services and the resident's responsible party and attending physician by registered return receipt mail of a change in the level of care; c) require a ten (10) day time frame for the notified individual to respond in writing and appeal a change in the level of care;  d) allow the attending physician to conduct an independent evaluation of any patients receiving an adverse determination and mail the results to the peer review organization, affected recipient, nursing facility and responsible party;  and, e) allow the attending physician to file an appeal on behalf of the Medicaid beneficiary if the registered mail is undeliverable to the resident's responsible party.  Amends KRS 216 to require that the following information be provided to the Medicaid recipient upon request:  names and addresses of facility operators, staff physicians and directors of nursing.  In addition, the following information shall be provided to the nursing facility patient upon admission:  admission and discharge policies, payment policies, an explanation of the appeals processes, Medicaid eligibility criteria and names and phone numbers of case managers and state long term care ombudsmen.

FISCAL EXPLANATION:  According to the Cabinet for Health Services (CHS), this fiscal impact is indeterminable because it is not known how many individuals would pursue the appeals process after an adverse determination for Medicaid eligibility.  In addition, the cost for independent reviews by attending physicians of patient assessments, after an adverse determination, cannot be estimated with data currently available.  CHS further states that any costs associated with this legislation can be absorbed by existing staff and budget resources since any Medicaid patient lost at these levels of care are immediately replaced with new patients - in Medicaid there is normally a continual turnover of patients at the nursing home and home health level of care.  Therefore, there is no fiscal "net effect" of this legislation on the State/Executive Budget. 

CHS also provides the following information relating to this proposed legislation:

Based on Medicaid's NF cost per day of $83.57 per person and continuation of Medicaid benefits for 90 days of the appeals process, Medicaid coverage during a nursing home appeal could be as high as $7,500.  According to CHS, there were 271 nursing home appeals for Medicaid eligibility in 1997.

Based on Medicaid's home health care average cost per visit of $90, and an average of one home health visit per week and continuation of Medicaid benefits for 90 days of the appeals process, the cost to the state for Medicaid coverage during a home health appeal could be as high as $1,100.  According to CHS, there were 1,170  home health services appeals for Medicaid eligibility in 1997.
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