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Senat or (s) Ross To: Insurance

SENATE BI LL NO. 2740

AN ACT TO PROVI DE FOR THE APPEAL OF ADVERSE DETERM NATI ONS BY
UTI LI ZATI ON REVI EW ENTI TI ES, HEALTH | NSURERS OR MANAGED CARE
ORGANI ZATI ONS NOT' TO CERTI FY CERTAI N MEDI CAL TREATMENTS OR
SERVI CES, BASED ON DETERM NATI ONS THAT SUCH SERVI CES OR TREATMENT
ARE NOT MEDI CALLY NECESSARY OR APPROPRI ATE;, TO PROVI DE THAT SUCH
APPEALS MAY BE MADE TO THE COWMM SSI ONER OF | NSURANCE; TO DEFI NE
CERTAI N TERMS; TO PROVI DE THAT THE COWMM SSI ONER OF | NSURANCE SHALL
ENGAGE | MPARTI AL HEALTH ENTI TI ES TO REVI EW SUCH APPEALS; AND FOR
RELATED PURPCSES

BE | T ENACTED BY THE LEG SLATURE OF THE STATE OF M SSI SSI PPI

SECTION 1. The followi ng words and phrases have the neani ngs

ascribed in this section unless the context clearly indicates
ot herw se:

(a) "Adverse determ nation"” neans a determi nation by a
utilization review entity, health insurer or managed care
organi zation not to certify an adm ssion, service, procedure or
extensi on of stay because, based upon the information provided,

t he request does not neet the utilization review entity, health

i nsurer or nmanaged care organi zation's requirenents for medica
necessity, appropriateness, health care setting, |evel of care or
ef fecti veness.

(b) "Business day" neans a day during which the
government al agencies of the State of M ssissippi conducts regul ar
busi ness.

(c) "Comm ssioner" neans the Comm ssioner of Insurance.

(d) "Departnent” neans the Departnent of Insurance.

(e) "Enrollee" neans a person who has contracted for or
who participates in a nanaged care plan or health insurance plan
for hinself or his eligible dependents who participate in a

managed care plan.
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(f) "Health insurer" nmeans any entity authorized in
this state to wite health insurance or that provides health
insurance in this state and is subject to the state insurance
| aws.

(g) "Indigent individual" neans an individual whose
adj usted gross incone for the individual and spouse, as certified
by the individual on a form provided by the conm ssioner, fromthe
nost recent federal tax return filed is less than two hundred
percent (200% of the applicable federal poverty |evel.

(h) "Internal nmechani sm' nmeans the procedures provided
by a utilization review entity, health insurer or managed care
organi zation in which either an enrollee, or provider acting on
behal f of an enrollee, may seek review of decisions not to certify
an adm ssion, procedure, service or extension of stay.

(i) "Provider" neans a physician, optonetrist,
chiropractor, dentist, podiatrist, psychol ogist or hospital
licensed by the State of M ssissippi.

(j) "Uilization review entity" means an entity
performng utilization review. However, the follow ng are not
utilization review entities:

(i) An agency of the federal governnent;

(1i) An agent acting on behalf of the federal
governnment, but only to the extent that the agent is providing
services to the federal governnent;

(ti1) An agency of the State of M ssissippi, or

(tv) A hospital's internal quality assurance
program

(k) "Utilization review' means a system for review ng
the appropriate and efficient allocation of hospital resources and
nmedi cal services given or proposed to be given to a patient or
group of patients as to necessity for the purpose of determ ning
whet her such service should be covered or provided by a managed

care organi zation or health insurer
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SECTION 2. (1) An enrollee, or a provider acting on behal f

of an enrollee with the enrollee's consent, may appeal an adverse
determnation if the enrollee or provider, as applicable, has
exhausted the internal nechani sns provided by a managed care
organi zation, health insurer or utilization reviewentity to
appeal the denial of a claimbased on nedical necessity or a
determ nation not to certify an adm ssion, service or procedure or
extensi on of stay, regardl ess of whether such determ nation was
made before, during or after the adm ssion, service procedure or
extensi on of stay.

(2) (a) To appeal a denial or determ nation under this
section, an enrollee or any provider acting on behalf of an
enrollee shall file, not later than thirty (30) days after
receiving final witten notice of the denial or determnation from
the enroll ee's managed care organi zation, health insurer or
utilization review entity, a witten request with the
comm ssioner. The appeal nust be on forns prescribed by the
conmm ssioner and nust include the filing fee set forth in
paragraph (b) of this subsection and a general release executed by
the enrollee for all nedical records pertinent to the appeal. The
managed care organi zation, health insurer or utilization review
entity named in the appeal also nust pay to the comm ssioner the
filing fee set forth in paragraph (b) of this subsection. |If the
comm ssi oner receives three (3) or nore appeals of denials or
determ nations by the sanme managed care organi zation, health
insurer or utilization review entity with respect to the sane
procedural or diagnostic coding, the comm ssioner, in his
di scretion, may issue an order specifying how such managed care
organi zation, health insurer or utilization review entity shal
make determ nations about such procedural or diagnostic coding.

(b) The filing fee is Twenty-five Dollars ($25.00). |If
the conmm ssioner finds that an enrollee is indigent or unable to

pay the fee, the conm ssioner nmust waive the enrollee's fee. The
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conm ssioner shall refund any paid filing fee to: the nmanaged
care organi zation, health insurer or utilization reviewentity if
the appeal is not accepted for full review, or to the prevailing
party upon conpletion of a full review under this section.

(c) Upon receipt of the appeal together with the
executed rel ease and appropriate fee, the comm ssioner shal
assign the appeal for reviewto an entity descri bed under
subsection (3) of this section.

(d) Upon receipt of the request for an appeal fromthe
comm ssioner, the entity conducting the appeal shall conduct a
prelimnary review of the appeal and accept the appeal if the
entity determines: (i) the individual was or is an enrollee of
t he managed care organi zation or health insurer; (ii) the benefit
or service that is the subject of the conplaint or appeal
reasonably appears to be a covered service, benefit or service
under the agreenent provided by contract to the enrollee; (iii)
the enroll ee has exhausted all internal nmechanisnms provided; and
(iv) the enrollee has provided all information required by the
comm ssioner to nake a prelimnary determ nation, including the
appeal form a copy of the final decision of denial and a fully
executed rel ease to obtain any necessary nedical records fromthe
managed care organi zation or health insurer, and any ot her
rel evant provider.

(e) Upon conpletion of the prelimnary review, the
entity conducting such review shall imrediately notify the
enroll ee or provider, as applicable, in witing as to whether the
appeal has been accepted for full review and, if not so accepted,
the reasons why the appeal was not accepted for full review

(f) If accepted for full review, the entity shal
conduct the review in accordance with the regul ati ons adopted by
the conm ssioner, after consultation with the State Health

Oficer.
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(3) To provide for an appeal, the conm ssioner, after
consultation with the State Health O ficer, shall engage inparti al
health entities to provide for nedical review under this section.
The review entities nust include: nedical peer review
organi zati ons; independent utilization review entities, provided
such entities or conpanies are not related to or associated with
any nmanaged care organi zation or health insurer; and nationally
recogni zed health experts or institutions approved by the
comm ssi oner.

(4) (a) Not later than five (5) business days after
receiving a witten request fromthe comm ssioner, enrollee or any
provi der acting on behalf of an enrollee with the enrollee's
consent, a nmanaged care organi zati on or health insurer whose
enrollee is the subject of an appeal shall provide to the
conmm ssioner, enrollee or any provider acting on behalf of an
enrollee with the enrollee's consent, witten verification of
whet her the enrollee's managed care plan or health insurer is
fully insured, self-funded or otherwi se funded. |If the planis a
fully insured plan, the managed care organi zation or health
insurer shall send: (i) witten certification to the comm ssioner
or reviewing entity, as determ ned by the comm ssioner, that the
benefit or service subject to the appeal is a covered benefit or
service; (ii) a copy of the entire policy or contract between the
enrol |l ee and the managed care organi zati on or health insurer; or
(i) witten certification that the policy or contract is
accessible to the reviewentity electronically and clear and
sinple instructions on how to electronically access the policy.

(b) Failure of the managed care organi zation or health
insurer to provide information in accordance wth paragraph (a) of
this subsection within the period of five (5) business days or
before the expiration of the thirty-day period for appeals
prescribed in subsection (2)(a) of this section, whichever is

| ater as determ ned by the conm ssioner, creates a presunption on
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the reviewentity, solely for purposes of accepting an appeal and
conducting the review pursuant to subsection (2)(d) of this
section, that the benefit or service is a covered benefit under
the applicable policy or contract; however, the presunption may
not be construed as creating or authorizing benefits or services
in excess of those that are provided for in the enrollee's policy
or contract. Further, such failure entitles the conm ssioner to
requi re the managed care organi zation or health insurer from whom
the enrollee is appealing an adverse determ nation to reinburse
the departnent for the expenses related to the appeal, including,
but not limted to, expenses incurred by the review entity.

(5) The comm ssioner nust accept the decision of the review
entity, and the decision of the conm ssioner is binding.

(6) Not later than January 1, 2008, the conm ssioner shal
devel op a conprehensi ve public education outreach programto
educate health insurance consuners of the existence of the appeals
procedure established in this section. The program nust maxi m ze
public information concerning the appeal s procedure and nust
include, but is not limted to: (a) the dissem nation of
informati on through mass nedia, interactive approaches and witten
materials; (b) involvenent of community-based organi zations in
devel opi ng nessages and in devising and inpl enenting education
strategies; and (c) periodic evaluations of the effectiveness of
educational efforts.

SECTION 3. This act shall take effect and be in force from

and after July 1, 2007.
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