CASE STUDY

Ensuring Adequate Medicaid Reimbursement: The Michigan Experience

The Issue

Michigan physicians had been chronically underpaid for providing professional services to
Medicaid beneficiaries for years, and indeed had not had a raise in fees since 1989. Asa
result, access to primary care services for Medicaid recipients was compromised, forcing
more of them to seek such care in the ED. An increased number of nonurgent Medicaid
patients, coupled with insufficient payment levels and cumbersome billing mechanisms,
compromised the financial viability of many EDs and forced hospitals to either cut back on
services or, in certain cases, to close their doors. Clearly, an updated, unambiguous, fair
and accurate means of reimbursement for professional emergency services in Michigan was
needed, :

ACEP Position

“The American College of Emergency Physicians believes that ... (p)hysician services
(including medically necessary post-stabilization care) ... should be compensated in a fair
and equitable manner.” [from the ACEP policy, “Hospital, Medical Staff and Payer
Responsibility for Emergency Department Patients,” approved, 1989 and revised, 1999]

Background

According to federal law, a state that participates in the Medicaid program is required to
adopt reimbursement measures and procedures that are sufficient to enlist enough providers
so that Medicaid recipients have at least the same access to health care services as the
insured population. However, anecdotal evidence suggested that Medicare patients had
problems with access to traditional primary care providers. Internists, family physicians
and pediatricians who were not well paid (in a way that covered their costs) were not likely
to accept Medicaid beneficiaries in their practices, therefore forcing these individuals to use
the ED. The EDs in turn were required to see all patients, urgent as well as non-urgent,
including those on Medicaid, as a result of the unfunded EMTALA mandate.

In the meantime, emergency physicians were faced with the constant specter of either
having claims downcoded on the ofien-questionable basis that the bills submitted were for
levels of care not justified, or being denied payment all together for claims that Medicaid
deemed not to be “clean.” Since the reimbursement levels were so low to begin with, in
many cases insufficient to cover the fixed costs of billing, it made no economic sense for
emergency physician billing companies to re-bill Medicaid if the initial claim was rejected.
And at the state level, there was considerable administrative deadweight involved in
processing and re-processing claims for emergency services, therefore reducing the portion
of the Medicaid budget devoted to clinical services. It should also be noted that the low
reimbursement levels occurred against the backdrop of a booming economy, with record
low levels of unemployment and a state budget surplus.



Legislative History in Michigan

By 1999, the state was well aware of the problem, through the constant complaints of
emergency physicians, billers and hospital administrators. In the spring of that year, the
state Senate Health Committee created the Medicaid Workgroup, which was made
operational by legislative passage of Public Act 114. The Medicaid Workgroup consisted
of representatives from the Michigan College of Emergency Physicians (MCEP), the state
medical society, the state hospital association, the Michigan Association of Health Plans,
and the Medical Services Administration, the state agency in charge of administrating the
Medicaid program in Michigan. The charge to the workgroup was twofold: (1) to
recommend reasonable reimbursement rates and (2) to develop educational materials for
physicians, hospitals and billers. Meetings cornmenced in the fall of 1999 and were
generally held once a month. A sense of collegiality lead to the sharing of billing and
coding data.

Our chapter was represented by the chair of its Health Finance Committee and the chapter
lobbyist. We came to the workgroup meetings well prepared, with actual claims data to
document downcoding and non-payment for legitimate services. It was at one of these
meetings that the concept of paying physicians on the basis of the patient’s ED disposition,
rather than the diagnosis or level of service, was introduced. Two separate payment levels
were proposed: a single fixed payment for patients who were treated and released from the
ED, and a separate, higher payment for patients who were treated and admitted (or
observed or transferred). It was an approach to reimbursement that was notable for being
simple, straightforward, practical and applicable to all EDs in the state.

At the same time, the state medical society was conducting an extensive lobbying effort for
a global increase in physician payments, which culminated in Medicaid Access Day in
February 2000. Physicians from all over the state, including leaders from MCEP, went to
Lansing to lobby for expanded access to health services on behalf of Medicaid patients,
which, as everyone noted, was contingent on adequate physician compensation. The
Medicaid Workgroup did in fact recommend an 11 percent increase in payments for all
physician professional services in FY 2000-2001. For the average Michigan emergency
physician, this represented an additional $10-12,000 collected in his or her name.

At an early stage, MCEP recognized that it had an important ally in the Chairman of the
House Appropriations Committee. Several MCEP leaders met privately with the Chairman
over lunch on Medicaid Access Day. It was at this meeting that the two-tiered
reimbursement methodology was formally presented. It is important to note that, long
before this meeting took place, the groundwork had been laid by our state chapter lobbyist,
whose persistence and dedication was instrumental in ensuring that our voice was heard. 1t
took many more meetings and numerous phone calls before the details of the two-tiered
case rate reimbursement were worked out. It became operational on January 1, 2001 and is
scheduled to be reevaluated in July, 2001.

One very important piece of this legislative success story cannot be neglected. At its
annual Emergency Medicine Scientific Assembly held in July, 2000, MCEP provided
chapter members with an important opportunity to greet and thank the House
Appropriations Committee Chairman and to wish him success in his upcoming
“retirement,” which we hope will be short-lived and followed by a successful election to
the state Senate next year,



Arguments in Favor of This Position

Reducing time to payment of physician claims and cutting administrative waste for both the
state and the emergency physician billing companies are powerful arguments in favor of a
simplified, two-tiered case rate reimbursement methodology. Furthermore, compiling a
significant amount of data, having an effective chapter lobbyist, and building coalitions
with other like-minded professional groups are all key to a successful legislative outcome.

Arguments Against This Position

Increasing physician reimbursement has never been a popular voter issue. It may have
helped that the Chairman of the House Appropriations Committee, a state representative
with considerable influence over fiscal policy, was term-limited and therefore not eligible
for re-election under Michigan’s term limits law.

Legislative History in Other States

California pays for a portion of its emergency physician reimbursement through a statewide
EMS fund administered at the county level. The income to this fund comes from
surcharges applied to traffic fines and other misdemeanors.

Potential Proponent Organizations
State medical society

state hospital association

state nurses association

Potential Opponent Organizations
Managed care organizations, other third-party payers.

Although MCEP successfully lead the effort to simplify and raise the level of emergency
physician reimbursement, our work is not finished. The staff and chapter lobbyist have
monitored and will continue to monitor the situation as the implementation process goes
Jorward. This would become particularly relevant should the state encounter future
revenues below previous projections, which would jeopardize the Medicaid budget,

Submitted by: James C. Mitchiner, MD, MPH, FACEP (imitch@umich.edu)
For more information on this issue, please contact one of the following:

Ken King, CAE, ACEP State Legislative Office (800/798-1822, ext. 3236; kking@acep.org
Diane Kay Bollman, Executive Director, MCEP (517/327-5700; dbollman@mcep.org)



Michigan ACEP was successful in getting significant changes in Medicaid reimbursement. As a
prelude to the summary material in this handout, we addressed select Questions and Answers
that will assist you in understanding the submitted information.

#1 In Dr. Mitchiner’s presentation, the new payment rates were listed along with the two-
tiered approach. What were the payment rates prior to this change?

1. The Michigan Medicaid program contracted with several QHP's (Qualified Health Plans) to
provide medical services to Medicaid recipients. The problems that Michigan ACEP had were
with the QHP's methods of claim adjudication. Claims submitted to the regular state Medicaid
program we're paid at the Medicaid Fee Schedule that ranged from $12.81 for 89281 to
$82.07 for 99285. QHP's routinely rejected claims as "not authorized" and ultimately did not
pay at all. When it was brought to their attention that emergency services were to be paid,
many began paying $12.61 for a "screening exam" regardless of the service provided.

#2 The enclosed MSA (Medical Services Administrative Bulletin) has a paragraph that
may have created problems. On page 3 of 3, “Claims for beneficiaries with other
insurance and/or Medicare must be submitted to the other carrier(s) prior to submission to
the health plan or MSA.... The emergency room case rate will be reduced by the amount
paid by the other carriers.” Medicare, PIP insurance, and Workers Compensation would
be the payers that would probably be mostly involved here. Since this new methodology
instituted in January, 2001, what has been the experience related to this delay in claim
submission? What is the timely filing limit for Medicaid in Michigan? Has this increased
the denial rates from the Medicaid carrier?

2. There was not a delay in paying claims when the two-tiered program started in January,
2001. The timely filing limit for Medicaid claims is one year. There was not an increase in
denial rates from Medicaid.

#3 On the letter from Richard Murdok, Director of Comprehensive Health Plan Division,
to the Qualified Health Plan CEOs, the final paragraph of the initial page speaks to the
“Health Plans were informed of the ER Recommendations as part of the RFP process bid
last spring.” (Spring 2000). Are you receiving the same reimbursement from the private
Medicaid HMOs as compared to the state Medicaid program? Have the number of these
payers decreased related to this increase in reimbursement rates? Did the state ultimately
enhance their monthly payment amounts to these companies to cover this increased
potential company expense?

3. The same rates are received from straight Medicaid as from the Medicaid QHP's unless the
ED group has a contract with the QHP and has made other payment arrangements. In the
new state contract, it is estimated that the number of QHP's were reduced from 30 to
approximately 20 plans. We are uncertain if the rate paid to the QHP's per member, per
month has increased. We believe it has.



#4 It is very unusual to get full support from an attorney general as demonstrated by
the Opinion # 7036. It may be nice to know some history behind this so other states
can integrate this direction as an addition way to guarantee proper payment from
Medicaid HMOs.

We believe that support was received from the attorney general because we brought
emergency physician issues to the attention of the insurance commissioner. Further
information from Dr. Fox is as follows: MCEP supported the Attorney General from the time
she sought the nomination of her pariy through the general election. We were able to
educate fier at a ime when she had the time and the interest to understand our issues.

Prior to her election, we were able to pass the "PRUDENT LAYPERSON" law in Michigan
thus providing the basis for the Atiorney General to take a strong position. The opinion
stated by the Attorney General is nothing more than a refteration of the Prudent Layperson
faw.

The key to our success was getting the statues passed and staying active in the political
process. (Backing the right “horse” in the political race certainly did not hurt either. )

Ll
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& Who & what does Medicaid
it cover?

A & 20% of all children (35% of poor children)

L Oue-l.hird of el hirths

@ Almost half of all nursing home expenditures
@ Oue-sixth of all dreg costs

] ® Larpest payer of medical services for AIDS

® Larpest source of public fimding for menta] health
services

® [areest single source of fedem)] grants to states

Medieaid Enrellment and Spending,
By Eligibility Group, 1998

® Henaldorly adulls
o Blindiieabiod
CIElderd

Enraliment

Spending

2/30/2003

i What is Medicaid?

® Joint federal-staie health insurance program

® Now the larpest insurance payer in U.S. -
47 million Americans

® 5257 billion in expenditures in 2002
& Major budgetary problem for states

® “Lgved by few, denigrated by many &
misunderstood by most.”

Medicaid - eligibility

® All poor children < 19

® [ids <6 + pregnant women if<133% FPL
© Elderly, blind & disabled '

® Siates can be more generous

{ ® SCHIF - extends coverage to éhi]dreu <
200% FPL

_ Medicaid - benefits

® Mantated services:
~ inptontpt hospital services, physicion services,
labr tests & M-toys, NH & hiome heelth care,
{umily plenning, EPSDT
® Optional services:
~ preseriptions, oplometry, dental, prosthetics,
Tncilities for mwentully retorded
i ® Nu premiums, no deductibies, nominal
copayments for adults {<53)




The Medicaid Crisis, 2003

2l ® Increasing expenditnres (11% increase last year)
~ Expanded enrcllment
~ More benefits
~ Rx casts (increasing by 20% per ysor)
~ Heakh care inflation
® Decreusing stote revenues (5% incrense last year)
= Tox cuts from 19505
- Decrensed federal share
~ Poor investment environment

i Michigan is not alone

& Overatl FY 2002 budget shortfalls estimated at
7.8% of s1ate revenne

~ previous high was 6.5% in 1992
® Mid-year budget cuts in 39 sintes

® Estimnted ave, Medicnid spending growil 12.8%
in FY 2002

~ v 2,0% for toln] state budget

@ _Stutes focing-worst - budget crisis since 1940s.. ... -

Prescription Drug Control

® Formlaries & preferred drug lists
® Expand prior authorization

| ® Multi-state purchasing cooperatives
# New or higher beneficiary copays

® Require generics
%l ® Limit number of Rx per month
® Pharmaey Plus waivers for seniors

12/30/2003

| Potential Strategies

q-® Revising eligibility criterin -~ |

® Limiting benefits & covered services
® Administrative streamlining

® Financing & reimbursement

@ Structural redesign & innovation

Physician Reimbursement
nnder Medicaid in Michigan
® Access issues: T

= Physician paymicents were slagnont for 11 yzars

~ Clnims were downeaded or not poid

~ Medicaid Aceess Dy (MAD) at state capiind
® NMichignn Mediceid Workgronp authorfzed, 1998

~ Participants: MCEP, MSMS, MHA, MAHP, MDCH

= Sharing of billing & coding dats

* Goul: improve & simplify reimbursement




2-tiered Reimbursement Model

® 2 Jevels based on ED disposition (not Dx):
~ Treat & relense: $685.49
- Treat & sdmit*: $166.78

® For both FFS Medicaid & MC Medicaid
(in absence of pre-existing contract)

® fmplemenied on Jannary 1, 2001
® Re-evaluated in 12 months

*or sansfer or ohservalion

H 2-tiered Reimbursement Model
e Program Evaluation, 2002

® Costs axceedod projections
~ Reimbursement excesded Medieare ceiling

o RVUs decreased due lo practice expense cliniges
~ Payment for Medicare deduetibles ]

5 State changad policy on copays for dual sligibles
® Tochnical problemss with elnims sutrmission
~ HIPA A nan-compliance - 77
® Na evidence of cxeess hospilel odmissions

® Tesuli: sinte reinstated pnymoents based on E/M &
procedure codes

2/30/2003

2-tiered Reimbursement VModel
| Keys to success

® Pariner with state medical society

® Formal appeal to state insurance
commissioner

® “Bury ‘em with data™

® Meet with chair of House Appropriations
Committee

® Persistence and patience

2-tiered Reimbursement Model -
Current status

® Legislature agreed 1o extend our model
- Iniense lobbying efforls paid offt

® But...will the state comply?

® pNew administration may help
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December 15, 2000

Dear Dactor:

We are attaching a copy of the final bulletin regarding payment of professional
services for Medicaid, which was released fmm the Medlczl Services
Administration through the Michigan Department of Community Health.

Please make stire that this m:formatlon is disseminated to the individuals
responsible for your billing process.

Though the rates are slightly altered from what the Medicaid Workgroup
recommended, the overall effect is very posmve for emergency phymmans ACTOSs
the state.

Beginning with the services provided January 1, 2001, the case rate for Medicaid
patients treated and released from the EmergencyDepartment will be $68.4% and
the rate for patients treated and admitted/transferred will be $166.78. ‘These
rates apply only in the absence of a contract with a Medicaid Qualified Fealth
Plan. The rates are global and include all evaluation and management CEZ/LI) and
procedural services. Radiology, pathology and other professional services

| provided by non-emergency physicians on the same date as an’ emergency

encounter will be pald as they Wuuld have been prior to the inception of this

pmgram

: Should you have any questlons regarding the prorrram or reqmre further :
s mformatlon please contact the Collecre ofﬁce. : :

| Sincerely,

Kenneth Whiteside, MD, FACEP
Chair, Health-Finance Commuittee

James C. Mitchiner, MD, FACEP
President
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[ssued: December 1, 2000
Suhbject: Physician Emargency Roarn Case Rate
Effective: January 1, 2001

Programs Affected: Medicaid, Children's Special Health Carz Services, State
Medical Program

This bulletin provides infarmation and claims submission instructions related to the Physician
Emergency Roem Case Rate that has been developed in accordance with Section 1690 of
PA 114 of 1999 and Section 1690(4) of PA 286 of 2000. -

As required by PA 114, a warkgroup was canvened to recommend reasonable Medicaid
reimbursement rates for hospital emergency room sarvices. It was the workgroup’s
recommendation that an all-inclusive, two-tisred case rate be developed for physician
emergency roam services, with the level of reimbursement basec on whether a patient is
ireated and relsased or traated and admitied/transferred.

The emergency room case rates will be effective for services rendered on or after

January 1, 2001, for all Medicaid, Chiidran's Special Health Care Services, and State Medical
Program benaficiaries whether enrolled in a health plan (qualified health plan er special health
plan) ar fee for service plan. The case rate fee for a patient that is treated and released will be
$68.49. The.case rate for a patient that Is treated and admitied/transfarred will be $168B.78.
The only exception to these rates will be when a health plan has negotiated a cantract with
providers that specifies different reimbursement ratas and procadures for services provided by
physicians in a hospital emergency room. This policy is not applicable to Wayns County's
Plus-Care program or to the Indigent care programs in Ingham and Muskegon counties.

The instructions noted below apply to claims submitted to health plans and to the Medical

Services ‘Administration (MSA). As agreed by the workgroup, this policy will be evaluated within
twelve manths to assess implementation and identify areas for modification.

M3A 00-12



MSA 00-12
Page 3 of 3

REFPORTING OTHER INSURANCE AND MEDICARE PAYMENTS

Claims for beneficiaries with other insurance and/or Medicare must be submitted to the other
carrier(s) prior to submission to the health plan or MSA. All charges and insurance/Madicare
"payments for services rendered in the emergency room must be reported with the,appropriate
procedure code. The emergency room case rate will be reduced by the amount paid by the

other carriers.

PAYMENT POLICY

Claims for the eme.rgency raam case rate submitied for eligible béneﬁ,ciaries with a date of
service on or after January 1, 2001 will be processed for the appropriate rate based on the

information provided on the claim.

-All claims will be subjact to the normal post-payment audit and review processes of the MSA or
health plans. -

MANUAL MAINTENANCE

Retain this bulletin for future reference.

QUESTIONS

s bulletin should be directed to: Provider Inquiry, Medical Services

Any guestions regarding thi
479, Lansing, Michigan 48909-7978. Providers may phone toll free

Administration, P.O. Baox 30
1-800-292-2550.

APPROVED

Robert M. Sriledes
Deputy Direcior far
Medical Services Administration

James X. Haveman Jr.
Director



" DEPARTMENT OF COMMUNITY HEALTH
T JAMES K. HAVEMAN, JA. Directar |

MEDICAL SERVICES ADMINISTRATION

400 SOUTH PINE
pO BOX 30479
LANSING M 48908-7979

JHM ENGLER, Governar

November 13,2000 _ ' _

Dear Qualified Health Plan CEQ:

As you know, there has been much discussian surrounding emergancy room (ER}) services
issues aver the past several years. State and Federal actions have resulted in changss in

definitions, new access requirements, and most recem_:ly the agreemant 1o use a case rate

approach for reimbursing prafessional sarvicas in the hospitai_emergengy room. Additionally,

we are Including the topic of improvements iri emergency services utilization in our heaith plan
performance bonus ared. ’ R

the Professional Services ER
plaased with the 'progress we have
\s need to be rasolved {paid) in

This letier provideé an update for you régarding the status of
Case Rate and other ER claim issugs. While | am generally
made, the residual claim issues with emergency professiona

order to draw closure.

The following outlines the decisions that have been made.
4. Professional Emergency Roorm Claims for Dates of Seryice January 1, 2001 and
Forward T '
January 1, 2001, there should be no mistaks regarding |
the reimbursement policy of the State's Fee for Service Program—or the ohligation of
health plans. in the absence of contracts with providers. In these instances, ihe case

rate established under the Medicaid palicy bulietin will be used. "The tase rats will be:

For services provided on and aiter

. $68.44 for Treat Aﬁd'.R‘eIe_as‘a |
= §166.78 for Treat/Admit/Transfer .

The case rate amount is based upaon appropriations supparted for the fes for service
program and is.consistent with the appropriations poilerplate as not exceeding Medicare
rates. Health plans were informed of the ER Recommendations as part of theé RFP bid last
spring. The final Medicaid palicy bulietin on this issue will be-released shortly with an
effective date of Jandary 1, 2001. The bulietin wil describe the operaﬁotiél_éaspects- of the
case rate and-will provide further defiriitions regarding nhospital émergency Foom.

L 00-63



Qualified Health Plan CEO
Page3d -
Noyember 13, 2000

Expectations for Health Plan Performance:

Based upon the information contained above-and provided to yau in various other
~omnimunications, my office will have the following expectations: :

(1) All claims far services provided before Januafy 1, 2001 for professional services in
the hospital emergency roam must be paid using either your ER cantractad rate or

the Medicaid fee for service rates; -

(2) Claiins :for.professional services provided in the emergency room January 1, 2001
and after will be paid using the new case rates establishad in Medicaid Policy
(amounts described above), unless a contract with providers stipulates otherwise;

(3) DCH supparts an altermative methodoicgy_(descyibed abové) for ‘cl'airns that
continue to be disputed and wauld recommend that such an alternative be used for

claims that are appealed to Arbitration.

Failure to resolve all outstanding emergency services professional claims will result in Contract
remedies applied as outlined in Section 11-W-2 iurideér the Contract. Because claims may be =
submitted for up to 12 months after date of service, this isste will be specifically reviewed at
cach site visit that will take-place over the next year to assure that aur expectations are met.
| know that we are all prepared to address this issue as described and | thank you for your
cooperation on this issue. Please contact my office if you have any questions. o

Sincerely,

Richard Murdock, Direétbr
Comprehensive Health Plan Division

co:  Joan Moiles, OF1S, Depaitmerit of Consumer and Industry
Susan P. Garcia, Michigan Assaciation of Health Plans

Diane Bollmian, Michigan Callege of Emergency Physicians

~ L00-63



Section 1690 Emergency Services Workgroup
Emergency Room Services
Reimbursement Report and Recommendations

I Background

Establishment of the Workeroun

The establishment of the Section 1690 Emergency Services Waorlkgroup was paltial]y‘ intended to
resolve the billing issues throngh the development of both an approach (process) and agreeable,
reasonable reimbursement rates.

Under PA 114 0f 1999 (Section 1690(4)) the Department of Community Health was directed to
"...convene aworkgroup for the purpose of recommending reasonable Medicaid reimbursement
rates for hospital emergency room services, which may include differential rates based on
emergency room discharge diagnoses.”

According to the legislative language, the Workgroup was intended 1o include, at minimurm,
representatives from the Michigan Association of Health Plans, Qualified Health Plans, the
Michigan Hospital Association, and the American College of Emergency Physicians. The
warkgroup members are listed in the appendix of this report and represent the above gToUpS.
‘While not a formal member of the workgroup, it should be noted that the Department of
Community Health provided staff through the Divisions of Comprehensive Health Plan,
Actuarial Services, and Fee-for-Service. T e e

It is important to note that all parties agree that 2 provider/health plan contract is the preferable
method for addressing the reimmbursement and payment issuss. Consequently, the _
recommendations are intended only in those instances where a contract dees not exist
between the health plan and the provider. Further, to assure consistency, the Medicaid
program fee-for-service program will also implement the recommendations.

It is also important to note that the Medicaid reimbursement for emergency providers have not
Increased since 1989. Further, in order to administer the Medicaid managed care program, the
reimbursement provided to health plans is based upon capitation rates that are at or below 100%
of the Medicaid fee for service equivalent. Consequently, pressure on this issue for
reimbursement is coming from two directions: fiom providers who have not seen the Medicaid
fee screens increased in more than ten years and are seeking increases and from health plans
whose capitation is based on the State’s fee for service experience.

The Workgroup held their initial mesting on September 10, 1999, and held additional meetings
on the following dates: :

October 8, 1999
November 10, 1995
Jannary 14, 2000
February 11, 2000
February 23, 2000



Section 1690 Emergency Services Workgroup Report and Recommendations

March 10, 2000 and
March 24, 2000

The workgroup has provided two progress reports 1o the Senate and House Appropriations
Committees. These reports pravided copies of the mesting minttes and materials that were
distributed during the time frames covered by each report.

The Workgroup will continue to meet after the issuance of this report on another charge given by
- the Legislature in Section 1690 (6). This charge was “...developing educational marerials Jor
the purpose of assisting Medicaid recipients in understanding when an emergency room visit
may be appropriate and when other alternatives should be used.”

Obligation t0 Serve Persons in a Hosnital Emersency Room

The Emergency Medical Treatment and Active Labar Act, EMTATLA, 41 USCS 1395 dd(a),
requires thal hospital emergency department staff provide a medical screening exam and any
ancillary services routinely available to the emergency department to determine whether or not
an emergency condition exists. Under additional federal and state statutes and rules, this has
been interpreted to mean that hospital emersency room providers are obligated to provide
Hecessary emergency services to all persons who present themselves in a hospital emergency
room. This obligation continues until the person has been stabilized and may either be
discharged or transferred,

The rules of reimbursement have not paralleled the federal and state requirements to provide
services through stabilization. That is, reimbursement requirements of various providers were
not included in the mandatory service requirements for hospital emergency providers. Asa
result, emergency providers continue to be placed under financial risk to meet their statutory
obligations identified above. In order to sustain the GMEergency Services program it is important
for emergency care to be properly reimbursed. Over the last several years different payment
responsibilities have been clarified in both federal and state Jaw. While this issue affects all parts
of the health care system, this report will address issues that relate to Medicaid payments and
services provided to Medicaid Beneficiaries under both the fee for service program as well as the
managed care initiative.

Health Plan Responsibility

Qualified Health Plans are responsible, under the State’s Mediéaid Contract, for payment of all
emergency services and medical screening and stabilization services and can not Tequire such
services to be prior authorized. This issue was reaffirmed by the passage of FA 136 0f 1997 in
1998 (H.B. 4080). However, several key areas continue to present problems related to
reimbursement. These are post-stabilization services provided without authorization and
confirmation of the level of care provided in the EINErgency room.

The Depariment of Community Health has amended Qualified Health Plan Contracts to include
the Federal Balanced Budget Act language. This language stipulates that an emergency exists if
a “prudent layperson” reasonably believes that the use of 2 contracting provider will result in a
delay that will worsen the condition of the beneficiary. Previously, health plans and other payers
typically reimbursed emergency providers based on “discharge diagnoses”. The enactment of

)



Section 1690 Emergency Services Workgroup Report and Recommendations

the emergency provisions under the Fedaral Balanced Budget Act, changed that process and
required payments to be based on “presenting signs and symptoms.”

Since the obligation to cover “emergency services” ceases after stabilization, services rendered
atter stabilization, that are not authorized, may not be the responsibility of Qualified Health
Plans. Howaver, both the Medicaid Contract and provisions under the Federal Balanced Budget
Act stipulate a process and timeframe for securing approval from the health plan for
authorization of post-stabilization services. If a health plan does not respond within the time
frame, the post-stabilization services are “deemed approved.” The issues related to level of care
in the emergency room continues to be problematic.

1. Issues and Principles

The Workgroup held preliminary discussions regarding issues that should be addressed and
principles that should be applied to whatever reimbursemen proposal that might be developad.
This included the following:

Issmes:

* Reimbursement and procedures for reimbursement are linked—administrative
‘procedures often cause more of an issue than reimbursement;

= Payers must understand the legal respousibility that anyone presenting themselves in
a hospital emergency room must be seen and a determination that an EMErgEncy no
longer exist for the responsibility to end; -

* Related to the above, managed care is charged with striving for efficiencies, which
would suggest that some emergency room services are more efficiently provided in
other settings—yet emergency room providers are legally bound to provide screening
and stabilization services; and

« Beneficiaries want convenient care and CIMErgency room care is convenient—even if
at times it is an inappropriate setting.

Principles:

e Reimbursement changes should not be undertalen unless they will also result in
reducing the administrative cost of processing and paying claims for both the provider
and payer;

» Workgroup members recognize resource limitations in terms of limited funds
available for reasonable reimbursement, which in turn could potentially limit the
access and availability of emergency services:

e Any new reimbursement model must be reviewed at the first 6 and 12 month intervals
to assure that it is working toward the principles of reasonable reimbursement rates,”
and reducing the administrative costs of providers and payers in the processing and
payment of emergency services claims: and

= Finally, it was agreed that education and instilling responsibility for beneficiarics is
ultimately the key factor for changing inappropriate utilization of EMErgency room
services.

(3]
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III.  Methodology ~ - - -

The Workgroup discussed options related to a reimbursement model. It was agreed that a “Case
Rate” methodology could eliminate 2 number of the “gray” areas that currently account for much
of the reimbursement issues. These issues include: discrepancies between level of services
billed and level of services documented; disputes between plans and providers regarding
“stabilization”; disputes between plans and providers regarding autharization processes for post-
stabilization services; and disputes between plans and providers regarding the medical necessity
of some ER diagnostic procedures. The Workgroup agreed 10 arrive at conceptual models before
costing out such models. '

Two case rate models were proposed. One was iniended to address professional charges for
encounters in the hospital emergency room and the other was intended to address facility related
charges for the same encounter. Discussion regarding an overall case rate for both professional
and facility charges was raised and rsjected as not feasible.

1. Emergency Phvsician Professional Services Case Rate

The model for Professional Services introduced by the Michigan College of Emergency ‘
Physicians which the Workgroup reviewed is referred to as the “disposition model”. Essentially,
this model describes level of care by treating the patierit’s disposition as either “treated and
released” or “treated, admitted, or transferred”. The proponents of this model indicate that it is
consistent with the H.B. 4299 requirements and would be usable under the forthcoming
Medicare ambulatory payment classifications, (APCs) that will affect all outpatient services.

Because of this uniformity, the proposal would reduce adminisirative costs. The Workgroup
further understood that providers and office staff would use the current level of care coding—so
1o training would be necessary for operation. The change would be manifested at the payer level
upon receipt of various procedure codes coupled with a determination of the “disposition™ of the

beneficiary..

The Werlcgroup discussion also reviewed which procedure codes should be allocated to the
disposition model as “proxy” for payment of the proposed “disposition” case rate. The
recommended case tates assume the following allocation of codes and their associated payments:

Code # for TreatfRelease Code # for Treat/Admit/Transfer
(099281 099285
(099282 099291
(099283 099292
099284

It was agreed that other professional consultative services should be handled separately from the
review of the Workgroup and would not be included in any proposed case-rate for professional

services.
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The workgroup also reviewed the alternative of using the same methodology to create an
“acuity” model. Under this model, a case-rate reimbursement would be tied to the presentaton
of procedure codes. Those procedures codes group in a “low acuity™ level would be reimbursed
under & case rate and procedure codes clusiered around the “high acuity” level would be
reimbursed under a different and higher case rate. However, the workgroup members weare not
united in their position that the “acuity”™ model would totally address the various “gray” areas
incumbent with the current reimbursement program. Further, there was lack of agreement
relative fo the allocation of procedures codes if used as an “acuity” model. In particular, some
Workgroup members felt strongly that the inclusion of procedure code 99284 should be included
in a lower acuity model. Other members felt equally strong that the code 99284 belongs in the
higher acuify model. This difference is not a concern in the disposition model as the
reimbursement is tied specifically to the disposition of the beneficiary.

The Workgroup members were supportive of the “disposition™ model as the best vehicle to
resolve current payment disputes and problems as well as reduce administrative costs of

providers and payers in the processing and payment of emergency physician profzssional claims.

2. Facilitv Case Rate

Initial Discussions

The Workgroup started discussions for a facility rate by reviewing & model presented by the
Qualified Health Plan representatives, referred to as “Fast Tracks”. The emphasis of this model
1s to direct the triage function within the emergency room and recognize high and low levels of
acuity. The Case Rate under this model is inclusive of both facility and ancillary costs.

As the Workgroup proceeded in its discussions there was agreement 1o classify services in a
manner that would be consisient with the classification for the “disposition model” for
proiessional services. Under that classification, only one rate “treat and release™ would be
necessary, as the reimbursemerit for the “treat and admit/transfer” would be included in inpatient
reimbursement. The Worl-group was presented with cost information that presented data
associated with the commonly used facility codes: (99281, 169032, and 169323). However, as
noted above, recommendations were made to be cansistent with the elassification used for the
professional services.

Worlgroup members representing hospitals felt strongly that the proposed case rate should not
include ancillary costs (e.g. lab and x-ray), as those costs are not under the direct control of
facilities. Other workgroup members indicated that unless a case rate is all inclusive, many of
the “gray” areas will remain outstanding and will not create the administrative relief for both
plans and providers.

Workeyoun Hospital Representatives’ Proposal

On behalf of Michigan’s 147 hospitals and health systems, the hospital contingent of the Public
Act 114 of 1999 — Section 1690 emergency room services workgroup is formally recommending
a methodology for developing a reasonable facility case rate reimbursement.
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Assumptions:

> Establishing “low acuity” and “high acnity” payment levels would differentiate
facility case rates.

> Reimbursement for ancillary procedures (e.g., laboratory, radiology, other
professional emergency services) is made separately and is not included in the facility
case rate. :

> Adequate inflationary increases must be applied to facility case rate payments to
recognize reimbursement appropriate to 1999.

Facility costs far exceed current reimbursement Jevels, even with appropriate inflation
adjustment. If the charge of the Public Act 114 of 1999 — Section 1690 Emergency Room
Services Workgroup is to recommend “reasonable Medicaid reimbursement rates for hospital
emergency room services,” then the cost of providing care must be recognized in any
recommendation. Government purchasing of outpatient health care services is significantly
below the actual cost of providing those services. A preliminary study of Medicaid _
reimbursement for all outpatient serviees for & six-month period in 1998 indicates payment levels
at less than 44 percent of costs.

The hospital contingent representatives agree that a case rate methodology may allow for the
principles of reasonable reimbursement rates, and reducing administrative costs for providers and
payers i the processing and payment of emergency services claims, to be attained. Hospitals
would support further analysis of data to develop reasonable payment rates that cover the cost of
providing emergency care for the facility component — either at hospital-specific or regional
rates. Michigan hospitals support the continuance of existing payment methodologies where
reimbursement of ancillary procedures is separate from the facility component, and that those
rates must be adjusted for inflation.

Workeroup Recommendation

After consideration of the recommendation of the hospital Workeroun members. the Workeroup
arrived at consensus that a facility case raie methodoloay under the followine set of
considerations micht be feasible:

« The desirable outcome and objective was io arrive at a Case Rate methodology consistent
with the Emergency Physician “Disposition Model”;

» A facility case rate should incorporate the cost of care variation among hospitals relative to
cass-mix; '

e To accommodate the case-mix issue, the final recommendation may need to be regional or
hospital specific; : ‘

“»  Further analysis is necessary and the Workgroup members are in agreement to continue to
address the development of a facility case rate as described above in continued Workgroup
meetings; and . '

= Recommendations from the Workgroup will be forwarded to the Legislature at such time as
this recommendation is completed. Until the recommendation is completed, continuation of
existing payment methodologies should continue, in accordance with existing Medicaid
policies.
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3. Department of Communitvy Health Analvsis.

Based upon the discussion regarding models, the Department of Comniunity Health provided
various cost analysis using 1998 calendar year fee for service data..-This time frame was used
because rates have not changed from that time and 1998 is considered the last full year of dafa
that could be used for this purpose as after 1998 full “gutstaie” implementation of managed care
would have limited the fse for service data.

The Department initially provided data that was intended to define the “universe” of emergency
room encounters. However, afier presentation to the Workgroup members, an alternative
methodology was suggested that would match the procedure codes used by emergency room
physicians. Based on these codes, DCH staff would combine beneficiary ID and date of service
m order to arrive at all emergency room encounters in CY 1998. Following presentation to the
Worlgroup this data was fine-tuned to review certain codes that may have been excluded.

The report recommendations for the emergency physibian Case Rate methodology are based, in
part, on the final data analysis prepared by the Department of Community Health and reviewed
by the Worlgroup members.

4. Other Considerations

The Workgroup members also suggested that part of the recommendations be hased on the
savings that might be realized in the processing of medical claims. Through the use of a Case-
Rate, or other methodology, that would minimize the number of appeals and re-submissions,
both payers and providers will realize administrative savings. Studies that were shared with the
‘Workgroup indicated that it costs up to $§26/claim to prepare and process; up to $8 dollars in a
physician’s office and up to $18 by the insurer (payer). It was therefore in everyone’s interest to
limit the mumber of times a claim should be processed and reviewed.

IV.  Professional Services (Emergency Physician) Recommendations

{1 Recommendation — Case Rate,

The Workgroup recommends the establishment of a two-tier case rate that would accommodate
all emergency physician professional charges. The case rates should be implemented as
discussed below:

« The ®treat and release” Case Rate would be paid at a rate of $72.22%. The payment
would take place based on submission of a claim with modifier that indicates
“treat/release™. ' _

» The second tier, or “treat/admit/iransfer”, would be paid at arate of $165.51*. The
payment would take place based on submission of a claim with modifier that
indicates “treat and admit/transfer”,

“The Case Rate amounts are based on the following factors:
= A starting point used in the RBRVS, (conversion factor) of $19.40 as described in
Medicaid Hospital and Praciitioner Bulletin 92-06;
e Updating the $12.40 for inflation to current value using the CPI-Medical Component;

7
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* Applying against the “updated conversion factor” current Relative Value Units of
2.23 RVUs for “treat and release” and 5.11 RV Us for “treat and admit/transfer”; and

* The Case Rate was based on the code mix from physicians rather than the code mix
received ffom Medicaid fee for service in 1998.

(2) Recommendation — Technical Workgroup
‘The Workgroup also made the following recommendation to assure standardization of claims
coding:

In order to implement the "“disposition model" case rates, the MDCH should immediately
convene a subgroup of the associations represented by the Workgroup to meet with the
MDCH in order to establish acceptable standardization of coding modifiers necessary to
identify the hospital admission status of a beneficiary. The coding must be consistent
with the national Medicare coding that will be used for all claims paid by Medicaid and
by Medicaid Contracted Health Plans.

(3) Recommendation — Health Plan Payments |

The Workgroup members were also in agreement that the Health Plans would pay the Case Rate
provided the appropriations for Qualified Health Plans included the funding necessary io support
the recommendation,

Department of Community Health Position:

The Workgroup members were informed that the Department of Community Health would only
implement recommendations for the fee for service program and Contracts with Health Plans
that are supported by enacted appropriations and that the Department cannot comment on
recommendations that are not supported by current appropriations.

The Department’s data analysis of the 1998 fee for service data, provided for the Workgroup’s
review, was used to illustrate how the “disposition” model would work. This analysis, described
in Section III-1 of this report, created the “proxy” for payment using the procedures codes that
were determined to be more likely to be associated with “ireat and release” and those procedure
codes more likely to be associated with “treat and admit/transfer”. The “proxy” costs associated
with those codes were $33.04 for “treat and release™ and $87.45 for “treat and admit/transfer”.
This data did not include the increases of physician fees in the FY 2000 budget or those included
in the FY 01 Executive Budget. Applying the fee increases contained in both the current budget
and the Executive Budget recommendation, would increase the “proxy” amounts to $35.68 and
£94.45 respectively. Because the Department’s analysis did not relate procedure codes with
actual patient “disposition”, the use of this data to draw a comparison of the “disposition™ made]
is limited.

FY 01Fiscal Impact of the Recommendation:

While it is not possible to precisely estimate the total impact of the proposed Case Rate for
health plans, the fee for service program data may be used for illustration purposes. Applying
the Case Rate values and the same number of encounters as that in 1998 would require a funding
merease of $3.3 million dollars in total gross Medicajd funding for the current fiscal vear fee for
service program (or an increase of $1.6 million in general fund dollars). Because health plan

8
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enrollment is now about 2/3 of total Medicaid eligibles, the total impact of this recommendation
would require about $8.5 million in total gross Medicaid funding (or $4 million general fund)—
if the assumption is used that no health plan has an existing contract with emergency providers.

V. Facility Recommendations

The Workgroup members aweéd to defer the final recommendations for a proposed facility

reimbursement rate pending further Workgroup analysis and deliberation. (See the discussion
under item ITI-2 above.)

¥

VI. Implementation Steps and Timelines

The implementation of the Workgroup recommendations would take place in two phases. The
first phase would be through a Contract modification provision between the State and all
contracting health plans. The Confract modification language wonld than bé effeciive in all
instances where a provider/health plan contract is not in place. The effective date of this
Contract modification would be October 1, 2000, conststent with the eﬂecnve date of new
Comnitracts issued vunder the current Request for Proposal.

The second phase of mpleruantatmn would address services provided and reimbursed through
the State’s fee for service program. The implementation would be established through the usual
Medicaid policy bulletin consultation process and would be effective based upon dates contained
in the bulletin.

As nated in the Workgroup recommendations, an implementation subgroup will be formed to
assure that the necessary billing code modifications will be made consistent with the movement
to standardize coding.

Per request of the Workgroup members, the Workgroup will be reconvened at both a §-month
and 12 month intervals following the initial implementation of the recommendations. This
would take place during April and October of 2001. The Workgroup members indicated that a
review at this time would look at both progress in the implementation znd arsas for modification
if necessary. Further, the Workgroup was willing to review the feasibility of a smtﬂe
professional case rate after adequate experience with the two-tier rates.

VII. Consensus Statement

The following Workgroup members have consented to have their names listed under the
following Statement of Agreement:

Staternent of Asr.rpament:

As a Workgroup member, I agree that the recommendations contained in this report represent a
consensus of the Workgroup:

Tina Bamikow (Michigan Association of Health Plans)
Diane K. Bollman (Michigan College of Emergency Physicians)
Millard Doster, M.D., (Michigan College of Emergency Physicians)

9
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James M. Fox, M.D., Michigan College of Emergency Physicians)

Qusan P. Garcia, (Michigan Association of Health Plans)

Frik Harris, (Michigan Health and Hospiial Association)

Charles E. Jessup, D.0., (Michigan College of Emergency Physicians)
Mare Keshishian, M.D., (Michigan Association of Health Plans)

Michael Kobernick, M.D., (St. John/Macomb Hospital and Interested Party)
Jeff LaFave, (Michigan Health and Hospital Association) :
Kathy Madden, (Michigan Association of Health Plans)

Sheldon P. Mandelbaum, (Michigan Health and Hospital Association)
Michael A. Pelc, (Michigan Health and Hospital Association}

John W. Walker, M.D., (Michigan College of Emergency Physicians)
Nancy Wanchik, (Michigan Association of Health Plans)

Doug Welday, (Michigan Health and Hospital Association)
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MIDWEST EMERGEMCY SERVICE 586-285-3535 ' ) p-1

Act Na. 258
Public Acts of 2000
Approved by the Govsrnor*
July 18, 2000
Filad with the Secratary of State
July 21, zoo0

EFFECTIVE DATE: July 21, 2000

“Itam Veto _ .
CHRONIC DISEASE AND INJURY PREVENTION AND HEALTH PROMOTION

Sec. 1022.
Entire Sectlon. (Fage 20)

STATE OF MICHIGAN
S0TH LEGISLATURE
' REGULAR SESSION OF 2000

" Introduced by Sensters Gougean, Schwarz, Johnson end A, Smi[“:h

ENROLLED SENATE BILL No. 964

AN ACT to make appropriztions for the department of cornmunity health and certsin state purposes related to
mentzl heslth, public health, zand madiez] services for the fscal year ending September 30, 2001; io provide for the
- expenditure of those appropriations; to create fundg; to reguire end provide ior reports; tn preseeibe the powers apnd
duties of eartain local and state agencies and departments; to provide far dispesition of fees and other incomes receivad

by the various'state agencies; and to repeal acts and paris of actz. -
The Feopls of the Sinie of Mickigan ennet:
PART ]
LINE-ITEM APFROPRIATIONS - FISCAL YTEAR 2000-2001

Sec. 10 Bubject to the eanditions aet forth in this act, the mmounts listed in this part sre approprizted for the
depzrtmant of community health for the fiseal year ending September 80, 2001, fram the funds indiceted in this part,

The following is & summery of the appropriations in this part:

DEPARTMENT OF COMMUNITY HEALTH

Full-time equated unclazsified positions ........... srvmsmeaersensans ST 6.0
Full-time equated SASEIfEd DOBTEIIE wuerusrrmsssreeeees i esss sieeseeeeemssererssees s e s seeeeeooeeoeeoecss +6,258.1 .
Average populabion ... . L POV ROV PIOOO B -~ X |
GROSS AFFROFRIATION S R §  B,564,877,900
Interdepartmental grant revenues; . '
Total inte_xdepartmeritalf grants and intradepartmental fransfars . veen b e bt ac ety rm w & 72,087,300
ADIUSTED GROSS APPROPRIATION oo et B . 8,492,260,600
Federal revenusg; - - ’ < )
Tatal federal revenues.... et o e erse b O 4,461,4770,800
Sperial revanue funde: : ' )
Total loca) revenues .., . et et e st b bebetnat e semnoanenene 810,985,100
Tota] private revenues s tesens) v st eveseeemsp e reeen - 48,648 800
Tobaceo settlement revenue.,...... . it s sttt s ettt st mrene L 88,021,400
Total other siete resirieted revenues,., ! B " - 297,189,000
State generzl fund/general porpose ..., rrinrebnrens s B 2,886,951 200
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Sep, 1550. (1) Raimburaement' for medical servicss to EE]'EE.II and siabjlize & Mediceid recipient in = hospiial
EINErgenty foom shall not be made contingent on obtaining prior authorization from she recipient's quelified health plan.
If the retipient is discharged from the amergency room, the hospital shell notify the recipient’s qualified hezlth plan
within 24 houre of the diagnosis end treatfment received. :

(2) If the treating hospital determinse that the recipient will reguire further medirz] service or hespitelization
beyond the point of stabilization, that hospital must receive authorizetion from the racipient’s quelified heatth plen prior
to admitting the recipient. i

(8) BubzecHone (1) and (2) shell not be construed as a requirement to alter an existing agreement between a qualified
healch plan and their eontracting hospitals nor as & reguirement that e quelified health plan must re*mburse for ssrvies
that are npt ponsidered to be medically necegsary. . - )

{4) Effecive October 1, 2000, the department shall implement 2 2-tier case rate, not to excesd the earresponding
Medicare rates, for ell emergency physician professional cherges s recommended by the emergency sarvices
workgroup authordsed in section 1680 of 1998 PA 114. The easé rate shall be determined based upon the final disposition
of the patient. These patients who are trexted and sent back to their residence shall form 1 group (sreat and release).
The second group ghall be comprised of those patients who are treated and either transferred to another health facility
ar kept in the hospitel as admitied or obgerved patiants {{reat and admit/transfer).

Sec. 1691. (1) Ii is the intent of the legislature that & uniform Medicald billing form be developed by the depertment
7 consuliation with affected Medieaid providers. Every 2 months, she department shall provide reparts bo members of
‘he senate and house of FepiEséhitatives appropriations subcommittess on carmmunity health and the ssnate end hease
izea] agencies on the progredi of this initiative. . . -

{2) Untl such time es & unlforin billing form iz developed and implementad, or unleas otherwise provided in state
aw, the following shell zpply to Medicaid gualified health plana:

{a) I 2 billing form i= reesived by = gualified health plen with & noneorrectable error, the gualified health plan shall
esurn the form within 10 business deye to the billing provider with plain langusge ingtructions as to what items need
2 be carrected. i

(1) If a quelified health plan feils th provide reimbursement for at least 80% of itz clean claims within 30 days of
soeipt, the gualified heslth plans shall be subject to an interest charge besed on the value of the unpeid claims, Intersst
hall be paid zt the rate specified in section 8802(a) of titie 31 of the United States Code, 31 U.B.C. 3902. As usad in this
abdivision, “clean claim” rmeans a clalm thet has no defest or impropriety, {neledlng leek of required substantiating
ocumentation for noncontracting providers and suppliers, or particular circumstances requiring sperial treatment that
revents Hmely payment from being made on the cislm.

(o} I & qualified hemlth plan kas followed the procedure specified in subdivision (s), the reguired bme for
sdmbursement does not begin until & corrected billing form has heen received. :

() A Medicaid provider thet submits = duplicete of a claim thet has been denisd ox returned with notice that it is
eomplete or incorrest shall be subjact to & zervice charge for each duplicate claim, in &n amouni determined by the
spartment, if the duplicate claim is submitted without completion, correetion, or further informetion that addresses the
wnial or refdirn. . b .

(3) The department shall hold regular Medieald billing serminars targeted to both gualified health plans end Medicald
-oviders. The nurmber and locations of these seminars should be sufficient to provide reasonable arcess to qualified
:mlth plans and Medicaid providers throughout the state. The depertment shall pmrovide guerterly reports Lo the
emnbers of the serate and house of representatives appropriations subeommittess on communi€y health and the sensie
\d house fscel ageneies on the number of eeminzrs, their content end Tocetion, und the sumber of persons attending

eae geminare.

Bee. 1692, (1) The depar’trﬁent ghall do or demonstrate that it hes sceomphshed el of the following coneerning the
uviaion of esrly and periodic screening, diagnosis, and tleatment {EFSDT) and maternal and infant support ssrvices
[BE/IEE): . ) ’ ’

{(z) Explore the feasibility of developing a-uniform encountzr ferm for BPEDT services, MES/ISS referral, and
35/I88 sereening end serviess. . . - o S .

(by Require gzch guslified health plan bo evaluate 100% of preghant Medicnid enrollees for possible MBS/ISE
seaning referra! during the initial pregnaney eervices viait, ueing uniform sereening and referral criteria,

() Require =ach qualified health plen to notify the deépertment and the sppropriate local health department of all
I8/IBS soreening referrals, and reguire all MISS/ISS screening and service providers to notify the dépertment and the
proprizte local heelth depsdvtrnent of Medicejd tlisnts whoe fail to keep MSS/1S8 nppnintmepts. ’ :

{d) Prohibit qualified heslih plans from requiring prior authorization for their contracted providers for any EPSDT
-sering end disgnestic servies, for MSS/ISS acreening referral, or for up to 3 M3S/I85 service visits, - :
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SECTTIONS 1690 & 1692 OF 5B 564 — DEFPARTMENT OF COMMUNITY HEAT.TH BUDGET

Sec. 1690. (1) Reimbursement for medical services to screen and stabilize a Medicaid recipient in
a hospital emergency room shall not be made contingent on obtaining prior authorization from the
recipient’s qualified health plan. If the recipisnt is discharged from the emergency room, the hospital shall
notify the recipient’s qualified health plan within 24 hours of the diagnosis and treatment received.

(2) If the treating hospital determines that the recipient will require further medical service or
hospitalization beyond the point of stabilization, that hospital must zeceive authorization from the
Tecipient's qualified health plan prior fo admitting the recipient.

(3) Subseciions (1) and (2) sball not be construed as & requiremnent to alter an existing agresment
between a qualified heslth plan and their contracting hospitals nor as a requirernent that a gualified health
plan must reimburse for services that are not considered to me medically necessary.

(4) Effective October 1, 2000, the department shall implement a 2-ter case rate, not to exceed the
corresponding Medicare rates, for all emergency physician professional charges as recommended by the
emergency services workgroup anthorized in section 1690 of 1999 PA 114. The case rate shall be
determined based upon the final disposition of the patient. Those patients who are treated and sent back to
their residence shall form 1 group (&reat and release). The second group shall be comprised of those
patients w ho are treated and either transferred to another health facility or kept in the hospital as admitted
or observed patients (treat and admit/transfer).

Sec. 1691. (1) Tt is the intent of the legislature that a uniform Medicaid billing form be developed
by the depariment in consultation with affected Medicaid providers. Every 2 months, the department shall
pravide reports to members of the senate and house of representatives appropriations subcommittees on
community health and the senate and house fiscal agencies on the progress of this initiative.

(2) Until such time as a uniform billing form is developed and implemented, or unless otherwise
provided in state law, the following shall apply to Medicaid qualified health plans:

(a) If a billing form is received by a qualified health plan with 8 noncorrectable error, the qualified
health plan shell retnrn the form within 10 business days to the billing provider with lain language
instruetions as to what fiems need to be corrected.

(b) If a qualified health plan fails to provide reimbursement for at least 90% of its clean claims
within 30 days of receipt, the qualified health plans shall be subject to an interest charge based on the value
of the unpaid clzims. Interest shall be paid at the rate specified in section 3902(a) of title 31 of the United
States Code, 31 U:8.C. 3902, As used in this subdivision, “clean claim™ means a claim that has no defect or
impropristy, including lack of required substantiating documentation for nopconiracting providers and
suppliers, or particular circumstances requiring special treatment that prevents timely payment from being
made on the claim. ’

(c) If a qualified health plan has followed the procedure specified in subdivision (a), the required
time for reimbursement does not begin until a corrected billing form has been received.

(8} A Medicaid provider that submits a duplicate of a claim that has been denied or returned with
notice that it is incomplete or incorrect shall be subject to 2 service charge for each duplicate claim, in an -
amount determined by the department, if the duplicate claim is submitted without completion, correction,
or further Information that addresses the denial or refurn.

(3) The department shall hold regular Medicaid billing seminars targeted to both gualified health
plans and Medjcaid providers. The mumber and locations of these seminars should be sufficient o provide
reasonable access to qualified health plans and Medicaid providers thromghout the state. The department
shall provide guarterly reports to the members of the senate and house of represeniatives appropriations
suhcommittees on community health and the senate and honse fiscal agencies on the nnmber of seminars,
their content and location, and the nuntber of persoms attending these seminars.§



MCEP SUCCESSFUL IN INCREASING MEDICAID FUNDING

The Michigan College of Emergency Physicians has scored a tremendous victory in their lobbying
efforts in Lansing this year, Commencing in September of 1999 with their involvement in a State
legislated Medicaid Worksroup, members of the Health Finance Committee worked diligently in
collecting and processing claims data from across the State. Their efforts culminated m the passage
of the FY 2000-2001 Department of Commumity Health budget which contains language that
endorses a funding increase for professional emergency medicine services for Medicaid.

Led by James M. Fox, MD, FACEP, the workgroup was able to increase funding by 67 %. This
8.5 million-dollar increase is the first increase in Medicaid funding for professional emergency
services since 1989. The new fimding levels are tied to a two-tiered payment system that
determines payment hased on the final disposition of the patient. The so-called “Disposition
Model” was developed by Dr. Fox o help eliminate the ongoing disputes between providers and
third party payers. The rates of $72.22 for treat/release and $165.51 for treat/admit
(observe)/transfer will be inclusive of both E/M and procedure services. This system will be in
place and enforced by the Department of Community Health on Oetober 1, 2000 for both fee-for-

service Medicaid and FIMO/QHP Medicaid.

Please note that the payment arrangement as well as the levels of payment will be enforced for all
Medicaid services in the absence of a contract. What this means is that every provider of
emergency services in the State should immediately review their current contracts with Medicaid
third party payers and determine if these contracts should be maintained or amended. Most
contracts have a 60 to 90 day termination clause; therefore, it would behoove everyone to do this
review immediately so that they might take advantage of the new rates on October 1.

Heartfelt thanks are extended to everyone who helped bring this to fruition: Vandervesn &
Associates; the MCEP Staff; Charlie Jessup, DO; John Wallcer, MD; Millard Dosster, MD; Tanya
Potter; Steve Rivera, DO and the members of the Health Finance Committee.

Additionally, special thanks and recognition to Sandy Steele, Billing and Coding Manager for
Romain Management, without whom this success could not have been achieved. Sandy and
Romain Management were tireless in providing and accwmulating the data necessary to reach this

victory.

If you bave auy questions, please contact the MCEP office at 517-327-5700 or Dr. Fox at 313-
343-7808. (See related siorv on page XAL)S
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STATE OF MICHIGAN
JENNIFER M. CRANHOLM, ATTORNEY GENERAL

HEALTH MAINTENANCE
ORGANIZATIONS: Reimbursement far emergency health
services provided to Medicaid patients

HOSPITALS:
PHYSICIANS AND SURGEONS:

PUBLIC HEALTH;

Under the Public Health Code and the Medicajd managed care program, where the
requirements of these statutes ara otherwise satsfied , & health maintenance
crganization must reimburse physicians for emergency health services provided to
Medicaid patients, including instances when the physiclan has not obtained prior
authorization from the patient's heplth maintenance organization.

Opinion No. 7036 October 18, 1999

Honorable Michael D. Bishop
State Representative
The Capitol :
Lansing, Michigan
You have asked whether health maintenance organizations may deny
reimbursement for emergency health services provided to Medicaid patients on

grounds that the providing physician failed to obtain prior authorization from the

health maintenance organization,

Congress, through adoption of section 4701(a) of the Balanced Budget Act of
1957, Fub. L. 105-33, gave to the states the option of utilizing managed care
organizations as a method of providing Medicaid funded health care services. The

State of Michigan chose this option and entered int® contracts with managed care
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crganizations establishing qualified health plans. These plans ublize health
maintenance organizations {(HMOQs), which are required to provide care to Michigan
Medleaid recipients pursuant to 42 JSC 1396u-2. Subsection (b)(2) of this statute,

which requires the provision of emergency services without prior anthorization,

states;
{A) In general
Each contract with 2 medicaid :ﬁanaged care
organization undet section 1396b(m) of this title and each

coniract with a primary care case manager under section
1396d(1)(3) of this title shall require the ergofiizriion or

manager —

(1) to provide coverage far eémergency services (as
defined in subparagraph (B) without regard to prior
authorization or the emergency care provider's

contracttial relationship with the arganization or
manager , , ., .

(Emphasis added.)
Subsection (b){2) of the federal statute defines "emargency services" as

follows;
(B) "Emergenc;r-services" defined
In subparagraph (A)(1), the term "emergency services" means,

with respecl to an individual enrolied with an organization, covered
inpatient and outpatient services that —

(1) Are furnished by a provider that is gualified to
furnish such services under this subchapter, and

(i) are needed to evaluate or stabilize an
emergency medical conditlon (as defined in subparagraph

(C).
(C) "Emergency medical condition defined"

R ]
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In subparagraph (B)(ii), the fterm “emergency medical condition®
means a medieal condition manifesting jtself by acute symptoms of
sufficient severity (including severe pain) such that a Prudent
layperson, who possesses an average knowledge of health and
medicine, could reasonably expsct the absence of immediate medical
attention to result in -

(i) placing the health of the individual (or, with respect to
# pregnant woman, the health of the woman or her
unborn child) in serious jeopardy,

(i) serlous impgirment to bodily functions, or
(iii} serious dysfunction of any bodily organ er part.

Moreover, HMOs doing business in Michigan are governed by the Public
Health Code (Code), 1978 PA 368, MCL 333.1101 et seq; MSA 14,15(1101) et seg, which
s "AN ACT to protect and promaote the public health; . _ . to regulate health

maintenance organizations and certaln third party adminis{rators and insurers,”

Section 21005(2) of the Code deflnes “health maintenance organization" as a

_health facllity or agency thak

{(a) Delivers health maintenance services which are
medieally indieated to enrollees undet the terms of its health
maintenance contract, directly or through contracts with affiliated
providers, in exchange for a fixed prepaid sum or per capita
prepayment, without regard to the frequency, extent, or kind of health
services. '

(b) Is responsible for the availability, accessibility, and quality of
the health maintenance services provided.

Section 21004 of the Code defines “emergency health services” as follows:

(1) “"Emergency health services" means medically necessary
services provided to an enrollee for the sudden onset of a medical
concition that manifests iiself by signs and symptoms of sufficient
severity, including severe pain, such that the absence of immediate
medical attention could reasonably be expected to result in serious

3
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jeopardy to the individual's health or to a Pregnancy in the case of a
pregnant womnan, serious impairment to bodily functions, or serious
dysfunction of any bodijly organ or part, A health maintenance
organization shall ot deny payment for emergency health servicgs g
to the paint of stabilization provided to an enroller wynder His
subsection because of either of the following:

(a) The final diagriosis,

(b) Prior authorization was not given by the health
maintenance organization before emergency health
services were provided.

(2) "Enrclee" meang an individual who is entitled to tecejve
health maintenance services under a health maintenance contract.

(3) "Stabilization" means the point at which no material
deterioration of a condition is likely, within reasonable medical
probability, to result from or occur during trangfer of the patent,

(Emphazis added.)

Similarly, section 21077(2) of the Code requires that:

In case of an emergency ¢pisode of illness or infury which requires
imrnediate treatment before it can be secured through the health
maintenance organization, or for an out-of-area service specifically
authorized by the health maintenance organization, an enrgllee may
utilize a provider within or without this state not normally engaged by
the health maintenance organlzation to render service to its enrcllees.
The arganization shall pay reasonable expenses or fees Lo the provider
or enrollee as appropriate in an individual case! :

(Emphasis added.)

" Michigan's Legislature has adopted essentlally jdentical provisions with regard to
emergency health services in section 418 of the Nonprofit Health Care Corporation
Reform Act, 1980 PA 350, MCL 550.1101 et seq; MSA 24,660(101) ef seg, which
provides, inler alin, fot the regulation and supervision of nonprofit healith care
corporations by the commissioner of insurance, and in section 3406k of the
Insurance Code of 1956, 1956 PA 218, MCL 500,100 ef seq; MSA 24.1100 et seq, which
revises and consolidates the laws relating to the insirance and surety business.

4
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Thus, both the Congress and the Michigan T'_.egislature have adopted similar
legislative provisions requiring HMOs to provide for emergency health services
without the necessity of prior authorization, To delermine the Legislature's intent
in adopting statutes, one must look to their plain meaning. In Dussin ¢ Monroe
County Employee Rebiremeni Sysigm, 386 Mich 244, 248, 181 N'W2d 207 (1971), the
court stated: ™It is a cardinal rule that the Legislah.ire must ke held to intend the
meaning which it has plainiy expressed,. and in such cases there is no room for
construction, or attempted interpretation to vary such meaning."

Federal Medicaid and Michigan HMO statutory provisions, by their plain
language, require that HMQs include emergency medical services within their
coverage. Thai coverage miust include medical services for a condition of acute or
sudden onset unti! the condition is stabilized. To qualify for coverage, the insured's
condition must be characterized by signs and symptoms of sufficient severity,
inclnding severe pain, such that the absence of immediate medical attention could
result in: (1) serious jeopardy to the individual's health; (2) serious jeopardy to a
pregnancy; (3) serious impairment to a bodily function; pr (4) serious dysfunction of
any organ or body part. FHIMOs must make payment {or emergency medical services
without regard to prior authorization. Indeed, section 21027t1)(a) of the Cnde
provides that the Michigan Department of Community Health, with the

concurrence of the Michigan Insurance Bureau, may sanction an HMO for

noncompliance with the Code,

It is my opinion, therefore, that under the Public Health Code and the

Medicald managed care program, where the requirements of these statutes are

olherivise satisfied, a health maintenance organization mugt reimburse physicians

5.
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for emergency health services provided to Medicaid patients, inclluulirtg instances
when the physician hag not obtained prior ruthorization from the patient's health

maintenance organization.

JENNIFER M. GRANHOLM
Attorney General



. Act Mo. 136
Public Acts of 1897
Approved by the Governor
November 17, 1887

Filed with the Secretary of State
November 17, 1897

EFFECTIVE DATE: 91st day after adjournment of 1987 Regular Session '

STATE OF MICHIGAN
29TH LEGISLATURE
REGULAR SESSION OF 1887

Inirodneced by Reps. Crissman, BMcBryde and Goschla
Reps. Baade, Baivd, Basham, Birlcholz, Begardus, Cassis, Onrtis, Dalman, BeEart, Dobb, Dobronsid,
Freeman, Gagliardi, Gernaat, Gubow, Jelinek, Kukuk, LaForge, Law, Martinez, Middleion, Nye,
Oxender, Profit, Quaries, Richner, Rison, Rocca, Schauner, Schroer, Scoti, Thomas, Vaughn, Voorhees
and Wallaee named co-sponsors

ENROLLED HOUSE BILL No. 4080

AN ACT to amend 1978 PA 868, entitled “An act to protect and promote the publie health; to codify, revise,
consalidate, classify, and add to the laws relating to publie health; to provide for the prevention and contro] of diseases
and disabilities; to provide for the classifieation, sdministration, regulation, financing, and maintenance of personal,
environmental, and other health serviees and activities; to create or continue, and preseribe the powers and duties of,
departments, boards, eommissions, councils, committees, task forees, and other agencies; to preseribe the powers and
duties of governmental entities and officials; to regulate pceupations; facilities, and agencies affecting the public health;
to regulaie health maintenance organizations and certain third party adminisirators and insurers; to provide for the
imposition of a regulatory fee; to promote the efficient and economica] delivery of health care services, to provide for
the appropriate utilization of health care facilifies and services, and to provide for the closure of hospitals or
eonsolidation of hospitals or services; to provide for the collection and use of data and information; to provide for the
transfar of property; to provide eartain immunity from Hahility; to ragulate and probibit the sale and offering for sale
of drug paraphernalia under certain cirenmstances; to provide for penalties and remedies; to provide for sanctions for
viclations of this act and local ordinances; to repeal certain acts and parts of acts; to repeal certain parts of this act; and
to repeal certain parts of this act on specific dates,” by amending section 21004 (MCL 333:21004), as amended by 1982
PA 354, ) . : :

The People of the Siate of Michigan enaci:

See. 21004, (1) “Imergency health services” means medically necessary services provided to an enrollee for the
sudden anset of 2 medieal condition that manifests itself by signs and symptoms of suffieient severity, inclnding severe
pain, snch that the absence of immediate medical attention could reasonably be expected to result in serious jeopardy
to the individual's health or to a pregnancy in the ease of 2 pregnant woman, serious impairment to bodily functions, or
serious dysfimetion of any bodily organ or part. A health maintenance organization shall not deny payment for
emergency health services up to the point of stahilization provided to an enrclles under this subsection because of either
of the follawing:

(1) The final diagnosis.
. (b) Prior authorization was not given by the health maintenance organization before emergency health services were
provided.

(2) “Enrollee” means &an individieal who is entitled to receive health maintenance services under a health
maintenanece eontrach,

(78)



(8) “Stabilization” means the point at which no material deterioration of a condition is likely, within reasonable
medical probahility, to result from or eceur during transfer of the patient. )

Clerk of the House of Representatives.

Secretary of the Senate.

Approved

Governor.

Recycled
Papar
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Act No. 124
Public Acts of 1998
Approved by the Governor
June 8, 1998

Filed with the Secretary of State
June 10, 1983

EFFECTIVE DATE: June 10, 1998

STATE OF MICHIGAN
8STH LEGISLATURE
REGULAR SESSION OF 1998

Iniroduced by Rep. Gubow

ENROLLED HOUSE BILL No. 5076

AN ACT to amend 1980 PA 350; entitled “An aet to provide for the incorporation of nonprofit health care
carparations; to provide their rights, powers, and immunities; to preseribe the powers and duties of certain state oificers
relative to the exercise of those rights, powers, and immunities; to preseribe certain eonditions for the transaction of
bnsiness by those corporations in this state; to define the relationship of health care providers to nonprofit health care
corporations and fo specify their rights, powers, and immunities with respect thereto; to provide far a Michigan caring
program; to provide for the regulation and supervision of nonprofit health care corporations by the commissioner of
insurance; to preseribe powers and duties of certain other state officers with respect to the regulation and supervision
of nonprofit health care corporations; to provide for the imposition of a regulatory fee; to regulate the MErger ar
eonsolidation of eertain eorporations; to yreseribe an expeditions and effective procedure for the maintenance and
conduet of eertain administrative appeals relative to provider class plans; to provide for certain administrative hearings
relative to rates for health care benefits; to provide for certain causes of action; to presexibe penalties and to provide
civil fines for violatians of this act; and to repeal certain acts and parts of aets,” (MCL 550.1101 to 550.1704) by adding
section 418.

The People of the Slate of Michigan enact:

Sec. 418. (1) A health care corporation certifieate that provides coverage for emergency heslth services shall provide
coverage for medieally necessary services provided to a member for the sudden onset of 2 medieal condition that
manifests ftself by signs and symptoms of sufficient severity, including severe pain, such that the absenice of immediate
medical attention could reasonably be expected to result in serions jeopardy to the individual's health or to a Dpregnancy
in the ease of 2 pregnant woman, serious impairment to bodity functions, or seriovs dysfunction of any bodily organ or
part. A health care corporation shall not deny payment for emergency health services up to the point of stabilization
provided to 2 member under this subsection becanse of either of the following:

(a) The final diapnosis. :
(b) Prior aunthorization was not given by the health care carporation before emerpency health services were
pravided,

(2) As nsed in this section, “stabilization” means the point at which no material deterjoration of 2 eondition is likely,
within reasonable medical probability, te result from or ocenr during transfer of the patient,

(54)



This act i3 ordered to take immediate effect.

Approved

Clerk of the House of Representatives.

Governor. .

Seeratary of the Senate.

Reeyelad
Poper



Act No. 125
Fublic Acts of 1998
Approved by the Governor
June 8, 1998

Filed with the Secretary of State
June 10, 1958

EFFECTIVE DATE: June 10, 1998

' STATE OF MICHIGAN
89TH LEGISLATURE
REGULAR SESSION OF 1958

Introduced by Rep. Crissman

ENROLLED HOUSE BILL No. 5135

AN ACT to amend 1956 PA 218, eniitled “An act to revise, consolidate, and elassify the laws relating to the
insurance and surety business; to regulate the ineorporation or formation of domestic insurance and surety companies
and associations and the admiesion of foreign and alien companies and associations; to provide their rights, pawers, and
Immunities and to preseribe the conditions on which cornpanies and ussociations organized, existing, or anthorized mder
thie act may exercise their powers; ta provide the rights, powers, and fmmunities angd to preseribe the eonditions on
which other persons, firms, corparations, associations, rislk retention groups, and purchasing groups engaged in an
Insirance or surety business may exercise their powers; to provide for the imposition of a privilege fee on domestic
insurance eompanies and associations and the state accident fund; to provide for the imposition of a tax on the business
of foreign and alien ecompanies and associations; to provide for the imposition of a tax on Tisk retention grovps and
purchasing groups; to provide for the imposition of a tax on the business of surplus line agents; to provide for the
imposition of repulatory fees on certain imsurers; to modify tort Hahility arising out of certain accidents; to provide for
limited actions with respect to that modified tort liability and to prescribe certain procedures for maintaining those
actions; to require seeurity for losses arising out of cerfain accidents; to provide for the eontinned availability and
affordability of sutomobile insurance and homeowners insuranee in this state and to facilitate the purchase of that
insurance by all residents of this state at fair and reasonable rates; to provide for certain reporting with respect to
insurance and with respeet to certain claims against uninsured or self-insured persons; to prescribe duoties for ecertain
state deparfments and officers with respect to that reporting; to provide for certain assessments; to establish and
continue certain state insnrance funds; to'modify and elarify the status, rights, powers, duties, and operations of the
nonprofit malpractice insurance fund; to provide for the departmental supervision and regulation of the insurance and
surety business within this state; to provide for the conservation, rehahilitation, or lignidation of unsound or insolvant
insurers; to provide for the protection of policyholders, claimants, and ereditors of wnsonnd or insolvent insurers; to
provide for associations of insurers to protect policyholders and claimants in the event of insnrer insclvencies; to
preseribe educational requirements for insurance agents and soliclfors; to provide for the regulation of mnliipls
employer welfare arrangements; o ereate an antomobile theft prevention anthority to reduce the number of antomohile
thefts in this state; to preseribe the powers #nd duties of the antomobile theft prevention authority; to provide certain
powers and duties upon certain officials, departments, and anthorities of this state; to repeal certain acts and parts of
acts; to repeal certain acts and parts of aets on speeifie dates; to repeal eertain parts of this act on specific dates; and to
brovide penalties for the violation of this act,” (MCL 500.100 to 500.8802) by adding section 84061,

The People of the State of Michigan enact:

See. 3406lc. (1) An expense-ineumred hospital, medical, or surgieal poliey or certificate delivered, jssued for delivery,
or renewed in this state that provides coverage for emergeney health services shall provide coverage for medically
necessary services provided to an insured for the sudden onset of a medical condition that manifests itself by signs and
symptoms of sufficlent severity, including severe pain, sueh that the absence of immeadiate medical attention canld

e CrEm



reasonably be expected to result in serious jeopardy to the individual's health or to a pregnaney in the case of 2.
pregnant woman, serious impairmment to bodily functions, or serious dysfunction of any bodily organ or part. An insurer
shall not deny payment for emergency health services up to the point of stabilization provided to an insured under this
subsection hecause of either of the following: ‘ '

(a) The final diagnosis.

(b) Prior authorization was not given by the insurer before emergency health services were provided.

(2) Asused in this section, “stabilization” means the point at which no material deterioration of a condition is likely, -

within reasonable medicel probability, to result from or pecur during transfer of the patient. o

This act is ordered to take immediate effect.

Clerk of the House of Representatives.

. Betrstary of the Senate. .

Approved .

.(Sovernor.

: : fieeycled
-2 _.,,?q,,,_, 8 - . . ar Paper
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LIFE AFTER PRUDENT LAYPERSON

PA. 136 of 1997 became the law of the
Swate of Micligan on April 1, 1998. With
much deserved fanfare, the MCEP cele-
brated this legislative triumph and waited
amdously for the billing discrepancies of
the MCO's io come to an end. Well, we are
still waidngft!

While waiting, we have not been resting on
our laurels. Representative David Gubow,
co-sponsor of P.A. 134, was a keynote speak-
er at the MCEP Scientific Assembly in July
of 1998. At that meering, he invited MCEP
to address the House of Representatives
Insurance Cominittee concerning Man-
aged Care Organization reimbursement is-
sues. The preseniation was very well re-
ceived and MCEP was invited to forward
supporting data to Mr. Gubow's office. The
next siep was Lo acquire more data and to
bring Representative Penny Crissman, the
other co-sponsor of P.A. 136, into the loop.
While collecting this data, we would peri-
odically notfy the Managed Care Organi-
zatons of the problems we were experi-
encing and ask that they reconsider claims,
With one MCO, Representative Crissman
went 50 far as to visit the headquariers with
MCEP to see if she could facilirate a reso-
lution to the problem. This unfortunately
was to no avail.

The next move was again through State
Representative’s Crissman and Gubow.
They pulled together members of the
HMO lobby, MCEP, MSMS, as well as Rick
Murdock and Carol Issacs of the

Department of Commumity Health. This
meeting was foll of very frank discussion
and problemn identificadon. The end
result of this dialogue was a letter dated

December 17, 1998 from Jim Havemen,
Jr., Director of the Department of Com-
munity Health, stating to the Managed
Care Organizations that claims should be
resolved by Jamuary 22. If oustanding
emergency claims are not resolved by that
date, the Medical Services Administration
was directed to arbitrate these claims.

While the above was ongoing, members of
MCEP had the good formne of meeting and
supporting Ms. Jennifer Granholm. She
supported our position with regard to pay-
ment. for appropriate emergency medical
services and has publicly stated that the cur-
rent climate of retrospective denial and
prior authorization for emergency services
must sop. Foroumately, the majority of the
didzens of the State of Michigan agreed with
her views and she was elecied Aftorney
General of the state in Movember of 1998,
MCEP is anxiously awaiting her acrive par-
ticipation in this ongoing dialogue. We were
encouraged to learn that she has accepied
pur invitation to be the keynowe speaker ac
the 26th Annual Scientific Assembly on
Mackinac Island on July 25-28, 1959,

Currently, the discussions continue. What
tan the membership of MCEP do o help
16 continue to focus the attention of our
legislatures on the problems of the Man-
aged Care Organization industry? Contact
your hilling company and review chares
that are rejected or downcoded for pay-
ment. If you feel the claim met the pru-
dent layperson standard, resubmit it
Compile a list of the problems and carriers
involved and send a copy to the MCEP
office. You may wish to notify your legisla-
tor of your concerns as well.

The future will hopefully be brighter. The
Attorney General has targeted thisasa pri-
ority in her administration. However, she
will need all of our help in order o be suc-
cessful (i.e., send your problems to
MCEP). Also, we need to consider pursu-
ing a legislative agenda that would put
some ieeth in the current prudent layper-
son laws. Currently, there is no incentive
for MCO's to play by the rules. That needs
to change. Lastly, we need to continue to
do what we have always done, provide
exemplary emergency medical care to all
who seek it. We have been the safety net of
the nations’ health care system since our
inception. Nothing, not even unfair reim-
hursement, should cause us to alter that
course, § (Fox)

In This Issus . ..
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Submissipns o the March Newsletter should
be received by the Chapter office no later
then Felmuary 15, 1999,






