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AN ACT relating to continuity of health care.

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

Section 1.   KRS 304.17A-500 is amended to read as follows:

As used in KRS 304.17A-500 to 304.17A-590, unless the context requires otherwise:

(1)
"Acute-care hospital" means an acute-care hospital or critical access hospital licensed under KRS Chapter 216B;

(2)
"Areas other than urban areas" means a classification code that does not meet the definition of urban area;

(3)[(2)]
"Contract holder" means an employer or organization that purchases a health benefit plan;

(4)[(3)]
"Covered person" means a person on whose behalf an insurer offering the plan is obligated to pay benefits or provide services under the health insurance policy;

(5)[(4)]
"Emergency medical condition" means:

(a)
A medical condition manifesting itself by acute symptoms of sufficient severity, including severe pain, that a prudent layperson would reasonably have cause to believe constitutes a condition that the absence of immediate medical attention could reasonably be expected to result in:

1.
Placing the health of the individual or, with respect to a pregnant woman, the health of the woman or her unborn child, in serious jeopardy;

2.
Serious impairment to bodily functions; or

3.
Serious dysfunction of any bodily organ or part; or

(b)
With respect to a pregnant woman who is having contractions:

1.
A situation in which there is inadequate time to effect a safe transfer to another hospital before delivery; or

2.
A situation in which transfer may pose a threat to the health or safety of the woman or the unborn child;

(6)[(5)]
"Enrollee" means a person who is enrolled in a plan offered by a health maintenance organization as defined in KRS 304.38-030(5);

(7)[(6)]
"Grievance" means a written complaint submitted by or on behalf of an enrollee;

(8)[(7)]
"Health insurance policy" means "health benefit plan" as defined in KRS 304.17A-005;

(9)[(8)]
"Insurer" has the meaning provided in KRS 304.17A-005;

(10)[(9)]
"Managed care plan" means a health insurance policy that integrates the financing and delivery of appropriate health care services to enrollees by arrangements with participating providers who are selected to participate on the basis of explicit standards to furnish a comprehensive set of health care services and financial incentives for enrollees to use the participating providers and procedures provided for in the plan;

(11)[(10)]
"Participating health care provider" means a health care provider that has entered into an agreement with an insurer to provide health care services;

(12)[(11)]
"Quality assurance or improvement" means the ongoing evaluation by a managed care plan of the quality of health care services provided to its enrollees;

(13)[(12)]
"Record" means any written, printed, or electronically recorded material maintained by a provider in the course of providing health services to a patient concerning the patient and the services provided. "Record" also includes the substance of any communication made by a patient to a provider in confidence during or in connection with the provision of health services to a patient or information otherwise acquired by the provider about a patient in confidence and in connection with the provision of health services to a patient;

(14)[(13)]
"Risk sharing arrangement" means any agreement that allows an insurer to share the financial risk of providing health care services to enrollees or insureds with another entity or provider where there is a chance of financial loss to the entity or provider as a result of the delivery of a service. A risk sharing arrangement shall not include a reinsurance contract with an accredited or admitted reinsurer;

(15)[(14)]
"Urban area" means a classification code whereby the zip code population density is greater than three thousand (3,000) persons per square mile; and

(16)[(15)]
"Utilization management" means a system for reviewing the appropriate and efficient allocation of health care services under a health benefits plan according to specified guidelines, in order to recommend or determine whether, or to what extent, a health care service given or proposed to be given to a covered person should or will be reimbursed, covered, paid for, or otherwise provided under the plan. The system may include preadmission certification, the application of practice guidelines, continued stay review, discharge planning, preauthorization of ambulatory care procedures, and retrospective review.

Section 2.   KRS 304.17A-527 is amended to read as follows:

(1)
A managed care plan shall file with the commissioner sample copies of any agreements it enters into with providers for the provision of health care services. The commissioner shall promulgate administrative regulations prescribing the manner and form of the filings required. The agreements shall include the following:

(a)
A hold harmless clause that states that the provider may not, under any circumstance, including:

1.
Nonpayment of moneys due the providers by the managed care plan,

2.
Insolvency of the managed care plan, or

3.
Breach of the agreement,


bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement from, or have any recourse against the subscriber, dependent of subscriber, enrollee, or any persons acting on their behalf, for services provided in accordance with the provider agreement. This provision shall not prohibit collection of deductible amounts, copayment amounts, coinsurance amounts, and amounts for noncovered services;

(b)
A continuity of care clause that states that if an agreement between the provider and the managed care plan is terminated for any reason, other than a quality of care issue or fraud, the insurer shall continue to provide services and the plan shall continue to reimburse the provider in accordance with the agreement until the subscriber, dependent of the subscriber, or the enrollee is discharged from an inpatient facility, or the active course of treatment is completed, whichever time is greater, and in the case of a pregnant woman, services shall continue to be provided through the end of the post-partum period if the pregnant woman is in her fourth or later month of pregnancy at the time the agreement is terminated;

(c)
A survivorship clause that states the hold harmless clause and continuity of care clause shall survive the termination of the agreement between the provider and the managed care plan;

(d)
A clause stating that the insurer issuing a managed care plan will, upon request of a participating provider, provide or make available to a participating provider, when contracting or renewing an existing contract with such provider, the payment or fee schedules or other information sufficient to enable the provider to determine the manner and amount of payments under the contract for the provider's services prior to the final execution or renewal of the contract and shall provide any change in such schedules at least ninety (90) days prior to the effective date of the amendment pursuant to KRS 304.17A-577; and

(e)
A clause requiring that if a provider enters into any subcontract agreement with another provider to provide their licensed health care services to the subscriber, dependent of the subscriber, or enrollee of a managed care plan where the subcontracted provider will bill the managed care plan or subscriber or enrollee directly for the subcontracted services, the subcontract agreement must meet all requirements of this subtitle and that all such subcontract agreements shall be filed with the commissioner in accordance with this subsection.

(2)
In addition to meeting the requirements set forth in subsection (1) of this section, an agreement between a managed care plan and an acute-care hospital, as defined in Section 1 of this Act, shall include provisions requiring the following:
(a)
Notice by the acute-care hospital to the managed care plan and the commissioner at least ninety (90) days prior to termination or nonrenewal of the agreement;

(b)
The managed care plan and the acute-care hospital to develop procedures for a covered person's access to care under the continuity of care requirements of subsection (1)(b) of this section, not less than thirty (30) calendar days prior to the termination date of the agreement and for the managed care plan to provide adequate notice of the procedures to affected covered persons not less than twenty (20) calendar days prior to the termination date of the agreement. The procedures shall include a provision for a request by a covered person or a treating provider on the covered person's behalf for:
1.
A review in accordance with the plan's expedited internal appeal process in accordance with regulations promulgated by the commissioner; and 

2.
A review in accordance with the plan's expedited external review process, if necessary, in accordance with regulations promulgated by the commissioner; and 

(c)
A provision requiring mediation or binding arbitration, in accordance with the procedures set forth by the American Arbitration Association or its successor, of any dispute between the managed care plan and the acute-care hospital regarding a covered person's access to care under the continuity of care provision of subsection (1)(b) of this section.
(3)
An insurer that offers a health benefit plan that enters into any risk-sharing arrangement or subcontract agreement shall file a copy of the arrangement with the commissioner. The insurer shall also file the following information regarding the risk-sharing arrangement:

(a)
The number of enrollees affected by the risk-sharing arrangement;

(b)
The health care services to be provided to an enrollee under the risk-sharing arrangement;

(c)
The nature of the financial risk to be shared between the insurer and entity or provider, including but not limited to the method of compensation;

(d)
Any administrative functions delegated by the insurer to the entity or provider. The insurer shall describe a plan to ensure that the entity or provider will comply with KRS 304.17A-500 to 304.17A-590 in exercising any delegated administrative functions; and

(e)
The insurer's oversight and compliance plan regarding the standards and method of review.

(4)[(3)]
Nothing in this section shall be construed as requiring an insurer to submit the actual financial information agreed to between the insurer and the entity or provider. The commissioner shall have access to a specific risk sharing arrangement with an entity or provider upon request to the insurer. Financial information obtained by the department shall be considered to be a trade secret and shall not be subject to KRS 61.872 to 61.884.

Section 3.   KRS 304.17B-001 is amended to read as follows:

As used in this subtitle, unless the context requires otherwise:

(1)
"Administrator" is defined in KRS 304.9-051(1);

(2)
"Agent" is defined in KRS 304.9-020;

(3)
"Assessment process" means the process of assessing and allocating guaranteed acceptance program losses or Kentucky Access funding as provided for in KRS 304.17B-021;

(4)
"Authority" means the Kentucky Health Care Improvement Authority;

(5)
"Case management" means a process for identifying an enrollee with specific health care needs and interacting with the enrollee and their respective health care providers in order to facilitate the development and implementation of a plan that efficiently uses health care resources to achieve optimum health outcome;

(6)
"Commissioner" is defined in KRS 304.1-050(1);

(7)
"Department" is defined in KRS 304.1-050(2);

(8)
"Earned premium" means the portion of premium paid by an insured that has been allocated to the insurer's loss experience, expenses, and profit year to date;

(9)
"Enrollee" means a person who is enrolled in a health benefit plan offered under Kentucky Access;

(10)
"Eligible individual" is defined in KRS 304.17A-005(11);

(11)
"Guaranteed acceptance program" or "GAP" means the Kentucky Guaranteed Acceptance Program established and operated under KRS 304.17A-400 to 304.17A-480;

(12)
"Guaranteed acceptance program participating insurer" means an insurer that offered health benefit plans through December 31, 2000, in the individual market to guaranteed acceptance program qualified individuals;

(13)
"Health benefit plan" is defined in KRS 304.17A-005(22);

(14)
"High-cost condition" means acquired immune deficiency syndrome (AIDS), angina pectoris, ascites, chemical dependency, cirrhosis of the liver, coronary insufficiency, coronary occlusion, cystic fibrosis, Friedreich's ataxia, hemophilia, Hodgkin's disease, Huntington's chorea, juvenile diabetes, leukemia, metastatic cancer, motor or sensory aphasia, multiple sclerosis, muscular dystrophy, myasthenia gravis, myotonia, open-heart surgery, Parkinson's disease, polycystic kidney, psychotic disorders, quadriplegia, stroke, syringomyelia, Wilson's disease, chronic renal failure, malignant neoplasm of the trachea, malignant neoplasm of the bronchus, malignant neoplasm of the lung, malignant neoplasm of the colon, short gestation period for a newborn child, and low birth weight of a newborn child;

(15)
"Incurred losses" means for Kentucky Access the excess of claims paid over premiums received;

(16)
"Insurer" is defined in KRS 304.17A-005(27);

(17)
"Kentucky Access" means the program established in accordance with KRS 304.17B-001 to 304.17B-031;

(18)
"Kentucky Access Fund" means the fund established in KRS 304.17B-021;

(19)
"Kentucky Health Care Improvement Authority" means the board established to administer the program initiatives listed in KRS 304.17B-003(5);

(20)
"Kentucky Health Care Improvement Fund" means the fund established for receipt of the Kentucky tobacco master settlement moneys for program initiatives listed in KRS 304.17B-003(5);

(21)
"MARS" means the Management Administrative Reporting System administered by the Commonwealth;

(22)
"Medicaid" means coverage in accordance with Title XIX of the Social Security Act, 42 U.S.C. secs. 1396 et seq., as amended;

(23)
"Medicare" means coverage under both Parts A and B of Title XVIII of the Social Security Act, 42 U.S.C. secs. 1395 et seq., as amended;

(24)
"Pre-existing condition exclusion" is defined in KRS 304.17A-220(6);

(25)
"Standard health benefit plan" means a health benefit plan that meets the requirements of KRS 304.17A-250;

(26)
"Stop-loss carrier" means any person providing stop-loss health insurance coverage;

(27)
"Supporting insurer" means all insurers, stop-loss carriers, and self-insured employer-controlled or bona fide associations; and

(28)
"Utilization management" is defined in KRS 304.17A-500(16)[(12)].
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