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The Common Sense Initiative was established by Executive Order 2601K and placed
within the Office of the Lieutenant Governor. Under the CSI Initiative, agncies should
balance the critical objectives of all regulations with the costs of comphae by the
regulated parties. Agencies should promote transparency, consistency, gietability, and

flexibility in regulatory activities. Agencies should prioritize compliance over punishment,
and to that end, should utilize plain language in the development of regulations

Requlatory Intent

1. Please briefly describe the draft regulation in plain language.
Please include the key provisions of the regulation as well as any proposed ane@itslm

Rule 5160-2-07.12sets forth the process for requesting reconsideration after a
utilization review ofinpatient or outpatient hospital services by Department or its
medical review entity. The rule isimg proposed for fivgear rule review. The
proposed changes are updates of references to Ohio Administrativé@ddg the
addition of clarifying &nguage, and the removal of the allowance of reconsideration
based upon disagreement with assignment of a diagnostic related group.
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Rule 5160-2-07.13ets forththe nature and timelines of utilization reviews conducted

on inpatient and outpatient hospital services by Department or its contracted
medical review entitys required by2 C.F.R. 456.3, effective as of October 1120

The rule is being proposddr five-year rule review. The proposed changes are the
addition of language formerly located in OAC 51504 around utilization review
expectations regarding the justification of amounts billed by hospitals fehtake

drugs, updates to OAC rule and agency references, adding date references to Code of
Federal Regulations references, and updating the rule structure to improvslitgada

Rule 51602-40 describes the preertification review program for inpatient services.
The rule is being proposedoif five-year rule review.The proposed changes are
updates tdOAC rule and agency references, the addition of clarifying language and
updating the rule structure tonprove readability. Additionally, the psychiatric
precertification request period is bgimcreased to twbusinesglays from the date

of admission

. Please list the Ohio statute authorizing the Agency to adopt this regulation
5164.02

. Does the regulation implement a federal requirement?/es. Is the proposedregulation
being adopted or amended to enable the state to obtain or maintain approval to
administer and enforce a federal law or to participate in a federal program¥es.

If yes, please briefly explain the source and swste of the federal requirement

As the state Medicaid agency, the Departmemequiredoy 42 C.F.R 456.3 to implement a
utilization control program that does the following: safeguards against unngamssa
inappropriate use of Medicaid services and against excess payments; assessdisytiof
services provided; provides for the control of the utilization of all services prbuittder the
plan in accordance with 42 C.F.R. 456.3 subpart B, and provides for the control of the
utilization of inpatient services in accordance with subparts C through 1.

. If the regulation includes provisions not specifically required by the federal
government, pleasexplain the rationale for exceeding the federal requirement.

The federal regulation does not specifically delineate how utilization cositmbperate.
The rules in this packet merely puprocess around implementing the generally stated
federal requirement.

. What is the public purpose for this regulation (i.e., why does the Agency feiblat there
needs to be any regulation in this areat all)?

The public purpose for #serulesis to safeguard Medicaid resources against unnecessary or
inappropriate use of Medicaid services and excess payments, assure beretaasyto
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quality hospital services and to ensure that that hospitalslandged Care plans will be
informedof Medicaid policyregardingutilization control.

6. How will the Agency measure the success of this regulation in terms of outg and/or
outcomes?

The federally mandated Utilization Review program is not,reewl the masureable
outcome in financial terms is the recovery of state payments for unsupportedlhospita
services of approximately $30 million annually.

Development of the Regulation

7. Please list the stakeholders included by the Agency in the development or iaitreview
of the draft regulation.
If applicable, please include the date and medium by which the stakeholders wigedly
contacted.

All stakeholderswill initially be notified through thelearance review procesdonthly
meetings between the Ohio Hospital Association (OHA), Ohio Childrensitebs
Association (OCHA), and the Ohio Department of Medicaid will also be used twéve
draft mles.Comments receiveduring treseproceseswill be used taefinethe draft ruls.
This section will be updated based on comments received during these processes.

8. What input was provided by the stakeholders, and how did that input affect the draf
regulation being proposed ly the Agency?

No comments were received during the clearance review process.

9. What scientific data was used to develop the rule or the measurable outcomesiod
rule? How does this data support the regulation being proposed?

Not applicable.

10.What alternative regulations (or specific provisions within the reguléion) did the
Agency consider, and why did it determine that these alternatives were not
appropriate? If none,why didn’'t the Agency consider regulatory alternatives?

None. Therules area result ofa federal mandate.

11.Did the Agencyspecifically considera performance-based regulation? Please explain.
Performancebased regulations define the required outcome, tdat’t dictate the process
the regulated stakeholders must use to achieve compliance.

No. The utilization control process is quite complicated and descriptiveangieessjuired to
implement the process.

12.What measures did the Agency take to ensure that i regulation does not duplicate an
existing Ohio regulation?
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The agency reviewed the regulations cited within the rules and reduced duplidagion w
possible by referring readers to other existing rules. Ohio Administratiie (OAC) rule
5160-2-07.13 is the only regulation that implements a utilization review program on
hospitals. OAC rule 5160-2-07.12 is the only rule that gives hospitals appeal rights for
determinations made as a result of utilization review. OAC 5160-2-40 is the onllgatile
addresses precertification for the delivery of services in a less cost eftaiting due to
individual circumstances such as severity of illness and medical necessity.

.Please describe the Agency’s plan for implementation of the regulati, including any
measures to ensure that the regulation is applied consistentyd predictably for the
regulated community.

The hospital utilization review program is not a new program. The Oépabment of
Medicaid contracts with an independent matireview entity to perform utilization review
of Medicaid inpatient services regardless of the payment methodology used for
reimbursement of those services.

OAC 5160-2-07.1Zlearly indicates for the reviewing entity the areas to be reviewed, the
sources of review materials and the time period for revies regulation requires all
reviews to be completed within 12 months of the payment date, or, in the case of interim
payments, within 12Znonths after the last payment has been made. To minih@zsurden

on a specific set of providers or line of business and protect the interests of Ohigetax pa
Ohio Medicaid's independent review entity selecttratified, random sample of admissions
for review from several different categories, includitignsfers, readmissions, claims for
which outlier payments were made, admissions with short lengths of stay, and DRG
assignment.

For all admissions selected, medical records and physician attestatiewienedalong

with the diagnostic and procedunaformation on the claim to determine appropriateness of
coding,medical necessity, medical appropriateness of discharge, and qualitg of car
rendered.Outpatient hospitals are also reviewed to determine whether the care or services
were medically neceary.

In cases wherthe care is found to be medically necessary and appropriate, but the coding is
incorrect, providers are allowed to resubmit their claims with correct codidditionally,
providers may contesteterminations made during utilizatioeview. The process for doing

so is also outlined in Ohio Administrative Code to ensure consistency across providers.

OAC 5160-2-07.12 outlines the process for Departmental reconsideration regardirgndecisi
made during utilization review.

OAC 5160-2-40 describes the Department's policy regarding requests to perfordupsce
traditionally provided in an outpatient setting in the more expensive inpatiengseiin
providers who think that an inpatient rather than outpatient setting is morellgtinica
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appropriate, must electronically submit a precertification request along @atimgbntation
demonstrating the medical necessity of performing the procedure in the nityesetisg.

The procedures requiring precertification are publidhethe Depement or its designeand
nationally recognized protocols for diagnostic and therapeutic care basecdkoty s&
illness and intensity of servicase used as standards of medical practice bppépartment
in determining appropriateness of service setting. The Department raltifiespital
providers of these standards and any changes to them.

Adverse Impact to Business

14.Provide a summary of the estimated cost of compliance with the rule&Specifically,
please do the following:
a. ldentify the scope othe impacted business community

This regulation impacts aftiospitals enrolled as Ohio Medicaid providers.

Identify the nature of the adverse impact (e.g., license fees, fines, emplayere
for compliance); and

The utilization review program is not a new program. We have indicated an adverse
impact on hospitals since hospitals must submit additional information to support the
payments they have received from the Medicaid program. Documentation related to
precertification, utilizatiomeview, and appeals includes medical records and other
supporting documentation. These may increase staff time.

b. Quantify the expected adverse impact from the regulation.
The adverse impact can be quantified in terms of dollars, hours to comply, or other
factors; and may be estimated for the entire regulated population or for a
“representativdusiness.”Please include the source for your information/estimated
impact.

If there is an adverse impact, it is expected tadigigibledue to the fact that any
increased provision of documentation will be offset by good clinical practice
associated with a complete clinical recoithis review should also result in
improved health outcomes for Medicaid beneficiaries.

15.Why did the Agency determine that the regulatory intent justifies the adverse impact to
the regulated business community?

Medical providers keep medical records as part of good medical practice. Tlatorgygu
intent and fiscal responsibility of ensuring medical necessity and appen@sa of the
provision of services and hospital admissions offsets any cost associdtdaenptovision
of medical records to the Department or its medical review entity.
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Requlatory Flexibility

16.Does the regulation provide any exemptions or alternative means of complianae f
small businessesPlease explain.

No. This regulation is a federal mandate. Documentation of medical necesbsilracal
appropriateness can be obtained from existing medical records.

17.How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and
penalties for paperwork violations and firsttime offenders) into implementation of the
regulation?

There are no fines or penalties associated with the implementation of tesse ru

18.What resources are available to assist small businesses with compliance of the
regulation? Smaller hospitals may be part of the random sample selected for review. The
Department's medical review entiermedionmayassist the hospital ligonducting an on-
site medical record reviewl' he Permedion website can be accessed by providers at
www.hmspermedion.comProviders may also email questions or concerns to Ohio
Department of Medicaid ddospital_Policy@medicaid.ohio.gov
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5160-2-07.12 Appeals and reconsideration of departmental determinationsgarding hospital
inpatient and outpatient services.

(A) General.

Pursuant to rules101:3-1-55160-1-57and 5101:6-50-01 of the Administrative Cofleal settlements that
are based upon final audits by the department may be appemedmgalsma%appeamder Chapter 119.
of the Revised Cod#
5101:3-2-25160-2-240f the Admmstratlve Code describes final fiscal audlts and final settlements
performed by the department. Rues1:3-1-25160-1-29and5101:3-1-25160-1-270f the Administrative
Code describe the audits performed by the deparrnrtreillance-and-utilizatiomaew-section which
are-alsmay beappealable under Chapter 119. of the Revised Code. Since the scope and substance of tl
two types of audits differ, in no instance will the conduct and implementation of one tgpéitopreclude

the conduct and implementation of the other.

(B) Utilization review reconsideration.

Pursuant to rulé161:3-2-07.183160-2-07.13f the Administrative Code, the department or a medical
review entity under contract to the department may make determinationsmggailizationreview in
accordance with the standards set forth in religsl-3-2-05160-1-01, 5160-2-05161:3-2-07-8160-2-65
5101:3-2-07-13160-2-07.13and5161:3-2-48160-2-400f the Administrative Code. These determinations
are subject to the reconsideration process described iB¥@le3-1-55160-1-570f the Administrative

Code as follows:

(1) A written request for a reconsideration must be submitted to the departrtfemnoedical review entity,
whichever made the initial determinatiaa indicated by the d&l letter within sixty calendadays of
the date of the determination. The department or the medical review entity skeatingy
workingbusinesslays from receipt of the request for reconsideration to issugtan final and binding
decision accepting, modifying, or rejecting its previous determination. The téguesconsideration
must include:

(a) A copy of the written determination;

(b) A copy of the patient's medical recdiidnot already submitted to the review entjtghd

(c) Copies of any and all additional information that may support the provideri®posit

(2) The department will conduct an administrative review of the reconswedscision if the provider
submits its request within thirtalendaidays of that desion. The department shall have thirty
workingbusinesslays from receipt of the request for review to issue a final and bindingate @si
request for an administrative review must include:

(a) A letter requesting a review of the reconsideration;
(b) A statement as to why the provider believes that the reconsideration decisionesas;iand

(c) Any further documentation supporting the provider's position.
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(3) The department may extend time frames described in paragraphs (@8)(B)&) of this ruleywhere
adherence to time frames causes exceptional hardships to a large number of luospitate
adherence to time frames as described in paragraphs (B)(1) and (B)(2)oktltsuses exceptional
hardship to a hospital because potential determirstionstitute a large portion of that hospital's total
medicaid business.

(C) Reconsideration of inpatient hospital payments.

(1) Except when the department's determination is based on a finding made tyrenede proper
application ofrulegule 5101:3-2-071-and-5101:3-2-083160-2-650f the Administrative Code and the
proper calculation of amounts (including source data used to calculate the amoentsingetin
accordance with rulest01:3-2-07.45101:3-2-07.6160-2-07.6 and5101:3-2-07-3160-2-07.7of the
Administrative Code are subject to the reconsideration process describedsibodie-1-55160-1-57
of the Administrative Code as follows:

(a) Requests for reconsideration authorized by paragraph (C)(1) of this rulbevsugimitted to the
department in writing. If the request for reconsideration involves a ratpact@nt or determination
made at the beginning of the rate year, the request must be submitted wighycaliendaidays of
the beginning of the rate year. If the request involvesdfustment or a determination made by the
department after the beginning of the rate year, the request must be submttiitethirty calendar
days of the date the adjustment or determination was implemented. The requestimiesain
statement as to wtthe provider believes that the rate component or determination was incorrect :
well as all documentation supporting the provider's position.

(b) The department shall have thibdysinesglays from receipt of the request for reconsideration to issue
a final and binding decision.

(2) When a medicare audit finding was used by the department in establishimg@mponent and the
finding is subsequently overturned on appeal, the provider may request reconsideragoaffected
rate component. Such reggis must be submitted to the department in writing prior to final settlement
described rul&101:3-2-25160-2-240f the Administrative Code and within thintglendaidays of the
date the hospital receives notification from medicdréhe appeal decision. The request for
reconsideration of a medicare audit finding that has been overturned on appeal mdstaticl
documentation that explains the appeal decision. The department shall havauthimggslays in
which to notify the provider of its final and binding decision regarding the mediaaiefinding.

(D) State hearings for medicaid recipients whose claim for inpatient hospitakesas denied.
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Any recipient whose claim for inpatient hospital services is denied maggsegstate hearing in accordance
with division 5101:6 of the Administrative Code. The determination of whether outlier pés/mi be

made or the amounts of outlier payments as described iB¥ile3-2-07.8160-2-650f the Administrative
Code is not a denial of a claim for inpatient hospital services. Similarly, therdeation of amounts

payable for inpatient hospital services involving readmissions or transfessasdenial of a claim for
inpatient hospital services.

(E) The following items are not subject to the dépant's reconsideration process:

(1) The use of th®iagnosis related groupBRG) classification system and the method of classification of
discharges within DRGs.

(2) The assignment of DRGs and Severity of lliness (SOI).

23(3) The assignment of relagwveights to DRGs based on the methodology set forth in rule
5101:3-2-07-8160-2-650f the Administrative Code.

3}(4) The establishment of peer groups as set forth in5dlé-3-2-67-83160-2-650f the Administrative
Code.

4)>(5) The methodology used ttetermine prospective payment rates as described in rules
5101:3-2-07.8160-2-65and5101:3-2-07.6-16101:3-2-07-8f the Administrative Code.

{53(6) The methodology used to identify cost and day thresholds for services that myfqualtlier
paynents as described in ridé01:3-2-074-%5160-2-650f the Administrative Code.

{6)}(7) The formulas used to determine rates of payment for outliers, certain tsaasfiereadmissions, and
services subject to preadmission certification, as described, tigehegan rules
5101:3-2-07.8160-2-655101:3-2-07-11and5104:3-2-4(6160-2-400f the Administrative Code.

£4-(8) The peer group average cost per discharge for all hospitals exceptwloamditions detailed in rule
5101:3-2-07-:86160-2-650f the Administrative Code are met.

£8)(9) Statewide calculations of the direct and indirect medical education threshalbtbf@able costs per
intern and resident as described in BA€1:3-2-07.3160-2-07.70f the Administrative Code and of the
threshold for establishing which hospitals will be recognized as providing a disjwopte share of
indigent care as described in rgl&01:3-2-07.5160-2-07.%f the Administrative Code.



***DRAFT -NOT FOR FILING***

5160-207.13 Utilization control.

(A) The Ohio department ¢bb-and-family-servicemedicaid (ODM)shall perform or shall require a medical
review entity to perform utilization review for medicaid inpatient servicgardess of the payment

methodology used for relmbursement of those servlﬁmnaturee#thrs—pregr&rmseeseﬁbed in

éll)—e#th%rute For the purposes of thls rulé}D&l% mean&@DJF@r—rtseentraetuaLde&gnee
OBJFSODM" means ODM or its contracted medical review entidyringDuringthe course of its

analysesODM may request information or records from the hospital and may condmtteonedlcal
record reviewsRewview

Reviews shall be completed within twelve monththe payment date and in the case of interim payments
described in rule 5160-85 of the Administrative Code within twelve months after the last payment has
been made.

(1) The nature of the utilization review program for medicaid inpatientcgesrvs described in paragraphs (A)
to (E) of this rule. Paragraphs (C) to (D)(3) of this rule provide examples of reidvescompleted by
ODM.

(2) Utilization review of outpatient hospital services is described in paiadi of this rule.

(B) QDJI;SDDM shaII review a minimum of two per cent of aII admlssmns retrospectv%rdmasgens—seteeted

(1) While the nature of the review will vary depending on the category of ddmial admissions selected
will be reviewed to determine whether care was medically necessary on an inped@tdl basis; to
determine if the care was medically necessary as defined ia¥e3-2625160-1-01of the
Administrative Code; to determine whether the discharge occurred at a meajpgaliypriate time, to
assess the quality of care rendered as described in 42 C.F.R. 456.8{fekct as of October 1, 2013
and to assess compliance wattrencyeivision 5101:351600f the Administrative Code.

(2) If any of the cases reviewed for a hospital do not meet the conditions déstniaeagraph (B)(1) of this
rule, thenoB3FSODM may deny payment or recoup payment beginning with the first inappropriate
admission and/or discharge. Any negative determinations must be made bicaphys

(3) If the diagnostic and/or procedural information on the claim form is found to be isteoinwith that
found in the medical records in conjunction with the physician attestation, then changles made in
the coding and payment may be adjusted as described in paragraph (D)(3) of.this rule

(C) ©BJdFSODM may include in its retrospective reviesample the categories of admissions described in
paragraphs (C)(1) to (D)(3) of this rule.
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(1) ©BIF3ODM may review transfers as defined in r&fE1:3-2-05160-2-020f the Administrative Code.
The purpose of the transfer review will be to examine the dented reasons for and appropriateness
of the transferoBJFSDDM considers a transfer as appropriate if the transfer is required because the
individual requires some treatment or care that is unavailable at the tragsifespital or if there are

other exceptlonal cwcumstances that jUStIfy tranﬁeeaus&thlsqemvsrepraddpesse&exeepmmase‘

Because this provision addresses exceptional cases, it is impossible tateekaet criteria to cover all
possible circumstances. Cases will be individually considered by ODM basedmarttsef each case.
If any of the hospital's transfer cases reviewed are found to be inapprapnaters, then ODM may
intensify the review, including the addition of prepayment review and pretrangiécagon. ODM

may deny payment to or recoup payment from a provider who has transferred padigmtspriately.

(2) ©BIFSODM may review readmissiorie determine if thesreadmissions-ameadmission adefined in

rule 5301:3-2-05160-2-020f the Administrative CodeFhe-purpose-ofreadmissionrevievias
dete%mm&ﬁhepeadmlssmsm appropnateﬁ%heupeadmﬁsren%miated%theﬁpsphespm&atlon

(a) If the readmission is related to the first hospitalization, ODM will determine iEttmission
reaulted from complications or other circumstances that arose because of ansefdyas and/or
other treatment errors.

(b) If the readmission is unrelated, ODM will determine if the treatment or oavsled during the
readmission should have been pd®ed during the first hospitalization.

(c) If it is determined the readmission was inappropriate, then any pagmede for the separate
admissions will be recouped. A new payment amount will be determined by callapsimaffected
admissions into one pawnt.

(3) ©BIFSODM may review claims for which outlier payments are made to determine if dags/mes
were covered and were medically necessary. For outliers, review will be maZetenmine that all
services were medically necessary, appropriatelgcdbbdased on services rendered, ordered by the
physician, and not duplicatively billed. If it is determined that services imappropriately billed or if
days or services are determined to be noncovered or not medically necesemgriaged in rules
5101:3-2-05160-1-01and5161:3-2-653160-203 of the Administrative Code, recoupment of any
overpayments will occur. Overpayments will be determined by calculdténdifference between the
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amount paid and the amount that would be paid if the nonallowable or noncovered days or sergices
excluded from the claim.

(4) ©BIFSODM may review admissions with short lengths of stay. Reviews in this category will be
concentrated on any admission with a length of stay greater than two standatidraebeow the
mean length of stay for the DRG (diagnosis related groups) of that admissiois. Gdsed on the
distribution, by DRG, of lengths of stay of admissions in Ohio medicaid inpalamsc Reviews will
be conducted to determine if the inpatient stay wedically necessary to provide services or if the
services rendered could have been provided in an outpatient setting using observatiaa dedesbed
in rule 5101:3-2-25160-2-210f the Administrative Code.

(5) ©BJIFSODM shall review cases in which amial letter has been issued by the hospital. In addition,
OBJFSODM shall review all cases in which the attending physician and/or recipientrity fa
member) disagrees with the hospital's decision and requests a reviewadah&he hospital must sen
a copy of each denial letter @>JFS'©DM’s medical review entity

(D) ©B3FSODM may review medical records to validate DRG assignment for any admission.

(1) The physician attestation process is to be completed for the medicaichpbygfallowing themedicare
procedure for attestation as delineated in 42 C.F.R. 41i2.4fect as of October 1, 2012

(2) DRG validation will be done on the basis of a review of medical records byingrihat the diagnostic
and procedural coding used by the hospital is substantiated in these records.

(3) If the diagnostic and procedural information on the claim form is found to be irteonswh that found
in the medical records in conjunction with the physician attestatiemrovider must submit a corrected

claim reflecting this mformano@DJJ;Sma%eeﬁeeHh&el&kmkm#e#na%@nand—FeGMHﬂat&payment

(E) Precertification review as detailed in ru#é-01:3-2-46160-2-400f the Administrative Code shall be
corducted in addition to the utilization review activities described in this rule.

(F) Outpatient hospital services may also be reviewegdbJy~SODM to determine whether the care or services
were medically necessary as defined in &#81:3-2-05160-1-01of the Administrative Code, to determine
whether the services were appropriately billed, and to assess the qualiey @rchered as described in 42
C.F.R. 456.3(h)in effect as of October 1, 2013

(G) Intensified reviews may result whene@pJ=SODM identifies inappropriate admission or billing practices
during reviews conducted in accordance with this ruléiese reviews may periodically result in the
requirement that hospitals produce evidence of invoice costs supporting amounte®bib&diiome dugs.

(H) Medical records must be maintained in accordance with 42 C.F.R. 488.8#ect as of October 1, 2013,
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Records requested 18353FSODM for review must be supplied within thiralendaidays of the request as
described in rul®161:3-1-17.8160-1-17.20f the Administrative Code. Failure to produce records within
thirty days shall result in withholding or recoupment of medicaid payments.

(I) Decisions made bire-medicalreview-enti@®DM as described in this rule are appealablétornedical
review-entityODM and are subject to the reconsideration process described in rule
5101:3-2-07-13160-2-07.1Df the Administrative Code.

(J) ©BJIFSODM has delegated to the Ohio department of mental haatttaddiction servic© DMHAS) the
authority to makeleterminations regarding utilization review for inpatient psycluatrvices in accordance
with paragraphs (B), (C), (D), and (E) of this rule.
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5160-240 Precertification review.

This rule describes the poertification review program for inpatieahd-eutpatienservicesParagraph (C)
of this rule is specific té&erthe medical/surgical preertification programparagraphs{Arteo{(Crari)-to
(G)-of thisrule-are-to-be-usdebrthe psychiatric pre-certification-program;-paragraphs{A}(B) and
ParagraplfD) is specific to the psychiatric prtification progrante{G)-efthisrule-are-to-be-usad
apphcable.

(A) Definitions.

(1) An"emergency admission” is an admission to treat a condition requiring metidait surgical
treatment within the next forgight hours when, in the absence of such treatment, it can reasonably &
expected that the patient may suffer unbearable pain, physical impairerents ©odily injury or
death.

(2) "MedicalyMedicalnecessary-servicrecessity areis defined inparagraph-(B)-ofule
5101:3-2-05160-1-01of the Administrative Code.

(3) "Standards of medical practice" are nationally recognized protacaisalgnostic and therapeutic care.
These protocols are approved by the medicaid progedrd=S he Ohio department of edicaid
(ODM) will notify providers of the standards of medical practice to be used by thdrdeparlf the
department should change the protocols, providers will be notifiedmistgesslays in advance.

(4) An "elective admission” is any admission that does not meet the emerdemsgian definition in
paragraph (A)(1) of this rule.

(5) "Elective care" is medical or surgicedatment that may be postponed for at least forty-eight hours
without causing the patient unbearable pain, physical impairment, serious badiyor death.

(6) For purposes of this rule, a "hospital” is a provider eligible undebfig:3-2-05160-2-010f the
Administrative Code.

(7) A "surgical admission” is an admission to a hospital in which surgeryfsmed as part of the treatment
plan.

(8) A "medical admission" is a nonsurgical, nonpsychiatric, and nonmaternitgsadmi

(9) "Precertificaion” is a process wherel®ypJFSODM (or its eentractual-designeentracted medical

review entity assures that covered medical and psychiatric services, and covered suwgedliies are
medlcally necessary and are prowded in the most appropnate dreffeoive settlngslne%may—lee
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(B) Guidelines for precertification

(1) The decision that the provision of elective diagnostic and/or therapeutis caedically necessary will
be based uponationally recognized standards of medical practice, derived from iodicatseverity
of illness and intensity of services. Both severity of illness and intenssgraice must be present to
justify proposed care. When indicated, determinations will also include a considefatlevant and
appropriate psycheecial factors.

(2) The individual circumstances of each patient is taken into account when makaoigi@ndebout the
appropriateness of a hospital admission. Issues that will be considered in rmakdegision about
whether or not an admission is medically necessary include psycial-factors and factors related to
the home environment including proximity to the hospital and the accessibilitgofative sites of
care; these issuesust be fully documented in the medical record in order to be considered as part of
review.

(3) If an inpatient stay is not required for the provision of covered medical or surarealthe location of
service delivery may be altered as a result efcartification.

(4) The payment of that treatment or procedure is contingent upon the acceptancewéthentity's
recommendation on the appropriate service location and the medical necessipdohigson and/or

procedure.

(5) The department wilbost the precertification list and standards of medical practice thirty basiags
prior to requiring presertification.

(C) Precertification of medical and surgical services provided in an inpatient or outyssténg.

(1) Admission for individuals who are medicaid eligible at the time of the admiasid who do not meet
any of the exemptions in paragraph (C)(2) of this rule must be certified bsvibeving agency
(©B3FSDDM or its contractual designee) prior to an admission to a hospital as defined ingaragra
(A)(6) of this rule.

(2) Excluded from the preertification process are:
(a) Emergency admissions, with the exception of emergency psychiatriesaaimsi
(b) Substance abuse admissions.
(c) Maternity admission

(d) Recipients enrolled in health insuring corporations under contract with thendeptaior provision
of health services to recipients.

(e) Services provided in hospitals which are located in noncontiguous states.

(f) Elective care that is performad a hospital inpatient setting on a patient who is already hospitalized
for a medically necessary condition unrelated to the elective care or when aredrpedaedure
which does not require piertification is being performed simultaneously.

(g) Persos whose eligibility is pending at the time of admission or who make applicatiorefticaid
subsequent to admission.
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(h) Patients who are jointly eligible for medicare and medicaid and who aredamted under the
medicare "part A" benefit.

(i) Patients who are eligible for benefits through a third party insurance as the ppeaw/for the
services subject to piertification.

() Transfers from one hospital to another hospital with the exception of those Isosigtdified for
intensified revigv in accordance with paragraph (C)(1) of ralig1:3-2-67-183160-2-07.13f the
Administrative Code.

(k) Admissions for those elective surgical procedures or diagnoses which areludéd in the
department's preertification list.

() If the patient is not identified as a medicaid recipient at the time of an electivesamnas procedure.
However, every effort should be made by both the attending and/or admitting phyarwans
hospital providers to identify medicaid recipients before an admission or protiedurequires
precertification.

(3) The provider must request pre-certification for an admission and/or procealudedls not meet the
exemption criteria listed in paragraphs (C)(2)(a) to (C)(2)(l) of this rudasaan tle department's
pre-certification list bycentacting-thereviewing-agergubmitting a request to the departméiite
reviewing agency is to make a decision on aqamHication request within thregerkingbusinesglays
of receipt of a properly submitted request, which is to include the information adbiresise standards
of medical practice. "Receipt of a properly submitted request” means timbatation needed by the
reviewing agency to make a decision based upon the guidelines in paragraph (Bjudé thes been
provided to the reviewing agency. All negative decisions shall be reviewed by aighyspresenting
OBJFSODM or its contractual designee. The reviewing agency shall netifyiting the recipient, the
requesting physician, the hospital, @aaJFSODM in writing of all decisions. The reviewing agency
must provide that written notice is sent to the requesting physician, recipiértospital by the close
of the fourthwerkingbusinesslay after the request is received.

(D) Precertification psychiatric.
(1) General information.
The following definitions pertain to psychiatric admissions:

(a) A "psychiatric admission” is an admission of an individual to a hospital wiimargrdiagnosis of
mental illness and not a medical or surgai@ission. A discharge from a medical/surgical unit and
an admission to a distinct part psychiatric unit within the same facility is considebeca
psychiatric admission and is subject to peetification.

(b) An "emergency psychiatric admission” irsadmission where the attending psychiatrist believes that
there is likelihood of serious harm to the patient or others and that the patientsrbqthre
intervention and a protective environment immediately.

(2) All psychiatric admissions for individualgho are medicaid eligible at the time of the admission must be
certified by the reviewing agenc@bJ~3DDM or its contractual designee) prior to an admission to a
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hospital orby-the-rexivorkingwithin two businesslays afterth®f theadmissiormas-eceurred

(3) The provider must request prertification for a psychiatric admission bgntacting-the-reviewing
agenegubmitting an electronic request to the departmBm reviewing agency is to make a decision

on a preeertification request withithreewerkingbusinesslays of receipt of a properly submitted
request, which is to include the information addressed in the standards of mediczé.giaeceipt of a
properly submitted request” means that all information needed by the reviewnuy &gemake a
decision based upon the guidelines set forth in paragraph (B) of this rule has been profaeled to t
reviewing agency. All negative decisions shall be reviewed by a physgpagsenting2BJI-SODM or
its contractual designee. The reviewing ageneyl stotify the recipient, the requesting physician, the
hospital, and>BJFSODM of all decisions in writing by the close of the fourthrkingbusinesslay
after the request is received.

(E) Decisions made by the medical review entity as described inutbiane appealable to the medical review
entity and are subject to the reconsideration process described548dt&-2-07.15160-2-07.1Df the
Administrative Code.

(F) Recipients have a right to a hearing in accordance with divisi@n5101:6 of the Administrative Code. This
hearing is separate and distinct from the provider's appeal, as describesynapa(E) of this rule.

(G) Reimbursement for elective care subject teqamtification review.

(1) A certification that an inpatient stay is nesary for the provision of care and/or a procedure is medically
necessary does not guarantee payment for that service. The individual must beasgdmedpient at
the time the service is rendered and the service must be a covered service.

(2) An elective admission, as defined in paragraph (A)(4) of this rule, is reimbursed accortheg ates for
inpatient hospital services pursuant to &d€1:3-2-25160-2-220f the Administrative Code for
hospital admissions reimbursed on a cost basis ané8*ate3-2-067.15160-2-65%f the Administrative
Code for hospital admissions reimbursed on a prospective basis. Outpatient hosjotd aee
reimbursed according to rube01:3-2-25160-2-210f the Administrative Code for hospitals subject to
prospective renbursement, and according to réie31:3-2-25160-2-220f the Administrative Code for
those hospitals reimbursed on a cost basis. Associated physician serviceskansee according to
medicaid maximums for physician services pursuant to appendix RIet®101:3-1-66160-1-600f
the Administrative Code.

(3) In any instance when an admission or a procedure that requiresrfiieation is performed and the
admission and/or procedure has not been approved, hospital payments will not be madeidhphysi
payments have been made for services associated with the medically unnecessdwy@ such
payments will be recovered by the department. Recipients may not be billedrfggschasociated with
the admission and/or procedure except under circumstances described irppai@y of this rule.

(4) If the precertification process is initiated prospectively by the provider and hospitalenpservices are
denied, or if an admission and/or procedure requiring pre-certification is not found talicaliy
necessary and the recipient chooses hospitalization or to have the medicalgssaneservice, these
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admissions and/or procedures and all associated services would be considered ribseoxees and
the recipientryitmaybe liable for payment of these services in accordance with rule
5101:3-1-13.5160-1-13.1of the Administrative Code.

(5) The medical review entity may determine upon retrospective review,drdacce with rule
5101:3-2-07183160-2-07.13f the Administative Code, that the location of service was not medically
necessary, but that services rendered were medically necessary. Inaniseinthe hospital may bill the
department on an outpatient basis for those medically necessary semicesréhrendered on the date
of admission in accordance with ri&01:3-2-25160-2-21of the Administrative Code. Only
laboratory and diagnostic radiology services rendered during the remaindenuddivally unnecessary
admission may be billed in accordance witle &401:3-2-65160-2-020f the Administrative Code on
the outpatient claim. The outpatient bill must be submitted with a copy of the recatisidaffirming
the original decision and/or the administrative decision issued in accordahaeleit
5101:3-2-07-13160-2-07.12f the Administrative Code. The outpatient bill with attachments must be
submitted to the department within sixiglendaidays from the date on the remittance advice recouping
the DRG payment for the medically unnecessary admission.
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