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KANSAS FOUNDATION FOR MEDICAL CARE, INC.
General Medicaid/MediKan Review Plan
July 2007

I Introduction

The Kansas Foundation for Medical Care, Inc. (KFMC) has been designated by the Kansas
Health Policy Authority (KHPA) to provide utilization, DRG validation, and quality review
services for the State of Kansas.

KFMC is a physician-sponsored organization. Our primary functions will include the operation
of a review system to monitor the quality, diagnosis and procedure validation, medical
necessity, discharge appropriateness, and appropriateness of health care provided.

This Review Plan details KFMC's responsibilities as dictated by KHPA.

Il. Site and Timing of Review

A. Site of Review

All acute care hospitals in Kansas, including the state operated acute care hospital and
border city hospitals designated by KHPA will be subject to KFMC's review of Kansas
Medicaid/MediKan cases. The acute care hospitals have been categorized into three
hospital groups by KHPA for review purposes. The following definitions describe the
hospital groupings for Kansas and Border City hospitals:

Group 1:
¢ |ocated within a Metropolitan Statistical Area (MSA) in the state of Kansas and
have a minimum of 200 general hospital inpatient beds; or
e | ocated within the state of Kansas and within 10 miles of a general hospital meeting
this criteria.
¢ A general hospital shall be assigned to Group 1 if it meets the criteria for
assignment to both Group 1 and Group 2.

Group 2:
¢ |ocated within a MSA in the state of Kansas and have less than 200 general
hospital inpatient beds; or
* |ocated outside of a MSA in the state of Kansas, and have a minimum of 100
general hospital inpatient beds; or
¢ Located within the state of Kansas and within 10 miles of a general hospital meeting
this criteria.

Group 3; :
¢ A general hospital shall be assigned to group three if it does not meet the criteria
pursuant to Group 1 and Group 2 and is located within the state of Kansas.

Kansas Foundatlon for Medical Care, Inc. 1
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Group 4: Border City Hospitals
¢ Located outside of the state of Kansas, including border cities.

Cases reviewed onsite will include the initial review performed by a KFMC Review
Coordinator. KFMC will request the medical record from hospitals on referred cases for
initial physician review.

The cases that are not reviewed onsite must be mailed to the KFMC office for review.
KFMC will accept medical records in the following formats:

* Hard copy
* |mages of medical record in .pdf format, following specific KFMC naming convention
* Electronic access from KFMC Topeka office.

Reference the following address for determination of facility status:
https://www.kmap-state-ks.us/Documents/Content/Provider%20Manuals/
Hospital%2005292007%20761.pdf

Timing of the Review Process

Each month, KFMC will receive data from the fiscal agent identifying claims in the
preceding month. Cases eligible for selection will include original and adjusted claims.
KFMC will initiate review activities by selecting the cases to be reviewed during the next
monitoring period and notifying the hospitals to make available those medical records that
have been selected.

Hospitals must furnish KFMC with the complete medical record for cases to be reviewed,
whether review is performed onsite or at the KFMC Topeka office. A complete medical
record for a cost outlier selection includes the itemized bill with identified revenue codes
and UB-92/UB-04.

The hospitals will be given thirty (30) calendar days from the date of the request to supply
medical records to KFMC. If the information has not been received within twenty (20)
calendar days following the initial request, KFMC will issue a second request. If the
hospital is unable to provide the requested information by the close of business on the
thirtieth (30th) day, a Technical Denial (TD) will be issued regardless if the cases are
reviewed onsite, remotely, or at the KFMC Topeka office, and regardless if they are
delivered electronically or mailed.

If a hospital fails to provide KFMC with requested information, i.e., medical record, billing
information, etc., within the required time frames at any point during the review process, a
Technical Denial will be issued.

The "Technical Denial" is not eligible for reconsideration. However, KFMC is authorized to
reopen the case if the hospital supplies the information at a later date not to exceed 90
days following the date of the Technical Denial letter (Hospital Provider Manual, Section
8410, pg. 8-29).

Kansas Foundaticon for Medical Care, Inc. 2
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KFMC will initiate review activities immediately upon receipt of the medical records. KFMC
will complete the initial review activity within sixty (60) calendar days from KFMC selection
date on all cases where no concerns were identified. If the case has concerns identified by
the Review Coordinators or Physician Reviewers, the review will be completed within one
hundred (100) calendar days.

If the Review Coordinators or Physician Reviewers are unable to complete the review due
to missing an essential component of the medical record, the provider will be asked to
submit the missing documentation within fifteen (15) calendar days of the date of the
written notification. Providers will be notified of the missing documentation verbally and in
writing. If the documentation is not submitted within the required timeframe, a technical
denial will be issued. Missing documentation wiil only be requested on records where the
review cannot be completed. Completion timeframes for cases pended for missing
documentation will extend 15 additional days.

C. Opportunity to Discuss

The following procedures will be used to give physicians and hospitals an opportunity to
discuss potential concerns.

A Review Coordinator will apply Miliman Care Guidelines®, DRG validation/coding
guidelines and coverage policies as applicable to selection categories. Decisions based on
coverage guidelines and/or coding guidelines may be finalized by the Review Coordinator
and generally are not reconsiderable.

If the case does not meet all guidelines, the Review Coordinator will summarize the
potential concerns and refer the case to a Physician Reviewer.

A Physician Reviewer will review the referred concern(s) and make a decision applying
his/her medical judgment. The Physician Reviewer will determine if each issue raised by
the Review Coordinator is indeed a potential concern and if there is any other potential
concern with the care provided which was not raised by the Review Coordinator.
Whenever possible, the Physician Reviewer will be from the same specialty as the
attending physician (or source of the potential concern if different from the attending
physician).

When a potential concern is identified by the initial Physician Reviewer, a Review
Coordinator will use the referral information to create an inquiry letter. KFMC's notification
process is designed to encourage the facility and physician(s) to discuss the concern and
to prepare a joint response to KFMC.

1. When the issue involves an adverse decision that may affect reimbursement, the
inquiry letters will be sent to the facility with a copy to the attending physician(s).

2. When the issue involves a quality of care decision, original inquiry letters will be sent
to the individual physician(s) providing the care and the facility.

Kansas Foundatlon for Medical Care, Inc. 3
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If a physician involved in providing the questioned care was a resident or intern, the
inquiry and final decision letters will be addressed to the attending physician and
facility where the services were provided.

If the hospital and/or physician{s) wish to discuss the cases with KFMC foliowing
receipt of an inquiry letter they may call KFMC’s toli-free number. A Review
Coordinator will be available to discuss the case any working day from 8:00 a.m. to
4:30 p.m. Arrangements will be made for the physician to discuss a case with a
KFMC physician, if requested.

The hospital and physician(s) will be allowed twenty (20) calendar days to provide a
response to an inquiry letter. The response may be provided by telephone or in writing.
If a telephone discussion takes place, a KFMC staff member and/or Physician Reviewer
will document the specifics of the telephone conversation for reference.

The hospital and/or physician(s) will be asked to follow-up the phone call with a letter
documenting the new information provided to KFMC during the phone call. They will
also be required to send a copy of the hospital's medical record, if not already in
KFMC's possession. This written documentation should be sent to:

Kansas Foundation for Medical Care
Attention: Case Review Assistant
2947 SW Wanamaker Drive / Topeka, Kansas 66614-4193

The letter should include a copy of the inquiry received or:
1. The patient's name;
2. Medicaid ID number;
3. Facility's name;
4. Dates of service;

Additional written information supplied by providers and/or physicians that do not desire
discussion with KFMC should be sent directly to the address listed above. The
information must be received within twenty (20) calendar days following the date of the
inquiry letter.

Physicians and hospitals have the option to fax additional information on potential
concerns to KFMC. The fax number is 785/273-0237. The faxed information should
include the same patient identification information as the written letter as noted above.
KFMC encourages all faxes to be followed by the original letter via mail.

If no response to an inquiry letter with a potential concern is received, the case will not
be sent to a second Reviewer. KFMC will consider the potential concern confirmed
without additional review.

Kansas Foundatlion for MedIcal Care, Inc. 4
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All additional information, including any written or telephone response received during
the comment period, and the medical record will be available for review by a second
Reviewer. The second Reviewer will determine if each potential concern is confirmed
or resolved.

KFMC will send a final decision letter within ten (10) working days following the
determination on every case for which an initial inquiry letter was sent. The hospital
and all involved physicians will be notified of resclved issues as well as notified of
confirmed concerns.

Review Functions

The following review functions will be performed on cases, as applicable to selection category
selected for review (unless otherwise directed by KHPA) as well as specific case referrais as
requested by KHPA. The purpose for each review function is identified below.
Criteria/Guidelines for case review are listed in Appendix 1.

A.

Admission Review

Admission Review is to determine if the admission was medically necessary and if the
medical services were provided in the most appropriate setting. The medical record will be
reviewed by a KFMC Review Coordinator using appropriate guidelines. If the admission
cannot be approved using the guidelines, the case will be referred to a Physician Reviewer
for a decision regarding the medical necessity of the admission.

Discharge Review

Discharge Review is to determine if the patient was medically stable on discharge from all
settings or if the discharge was initiated prematurely. The medical record will be reviewed
retrospectively by a Review Coordinator using the appropriate guidelines and his/her own
clinical expertise. If the discharge cannot be approved using the guidelines, the case will be
referred to a Physician Reviewer for a decision regarding the appropriateness of the
discharge.

DRG Validation Review

DRG Validation Review is to determine if the diagnostic and procedural information that led
to the DRG assignment is correct and substantiated in the medical record. Coding
validation will include a review for:

Correct ICD-9-CM diagnosis and procedure codes;

Correct sequencing of principal diagnosis/procedure code;

Validation of principal diagnosis by comparison to approved criteria; and

Information comparison from the claim to the medical record documentation to validate
the correct sex, age, patient disposition, diagnoses, and procedures.

Kansas Foundatlon for Medical Cars, Inc. 5
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Whenever the diagnoses/procedures, as shown on the claim, are not supported by the
clinical information in the medical record, the information will be further analyzed by a
Reviewer/Physician Reviewer.

If the diagnosis is not reported on the claim but clearly documented in the medical record
by the physician, the Review Coordinator may add the diagnosis without a referral to a
Physician Reviewer.

Whenever the principal diagnosis/procedure codes are incorrectly coded or sequenced, a
Review Coordinator will revise the codes following standard ICD-9-CM coding conventions.
In the case where a medical issue is present, the issue will be referred to a Physician
Reviewer,

If the diagnosis and/or procedure information changed during the initial review is
determined to be incorrect by the second Reviewer, the diagnoses/procedures will be
revised to a new DRG.

An RHIT, RHIA, or CCS with extensive coding experience and several years’ experience
with the DRG reimbursement system will be responsible for the overall DRG validation
process.

D. CPT Validation Review

CPT Validation Review is to determine if the diagnosis/procedure information submitted on
the claim is supported by the documentation in the medical record and to determine if the
correct CPT code was assigned.

E. Coverage Review

Coverage Review is to determine if the services provided are in compliance with the KHPA
coverage guidelines. The medical record will be reviewed by a Review Coordinator
applying the appropriate KHPA coverage guidelines. If a medical decision is indicated prior
to making a coverage determination, the case will be referred to a Physician Reviewer.
Whenever the treatment provided is not included as a covered service, notification of
coverage denials will be issued.

F. Invasive Procedure Review

Invasive Procedure Review is to determine if the procedures that were performed were
reasonable and medically necessary. An invasive procedure may have an impact on the
DRG assignment. Any denied procedures will be considered a confirmed quality of care
issue because of the risk to the patient.

G. Quality Review

Quality Review is to determine if professionally recognized standards of care are met.
Those cases requiring quality review failing a guideline or determined by the Review

Kansas Foundatlon for Madlcal Care, Inc. 6
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Iv.

Coordinator to contain a potentially gross and flagrant quality problem will be referred to a
Physician Reviewer for a determination.

KFMC will also utilize two primary indicator systems:

1. CareWeb QI® - this is a web-based tool that tracks variances from evidence-based
care standards. Tracking these variances from the basis of a scoring system for
superior and inferior care. This information will be collected on inpatient cases
undergoing retrospective review that meets the indications for ad mission.

2. Agency for Healthcare Research and Quality (AHRQ) — this is a claims-based
quality indicator. Operating from claims information, this indicator system goes
beyond retrospective review using administrative data. It is not dependent on any
action taken at the review level. It uses ICD-9-CM diagnoses and other information
from claims data to identify occurrences that should not happen in superior quality
facilities, and formulates a rate for those occurrences. This system will allow KFMC
to determine which facilities have low rates on this type of indicator, representing
superior quality, or high rates, potentially indicating inferior quality.

H. Documentation Review

Documenation Review is to determine if the documentation present in the medical record is
sufficient to complete a review. The medical record will be reviewed by a Review
Coordinator applying the documentation guidelines. If documentation is missing,
incomplete, or illegible, the Review Coordinator will determine if she/he is able to proceed
with the review due to missing an essential component of the medical record.

If the Review Coordinator or Physician Reviewers are unable to complete the review due to
missing an essential component of the medical record, the provider will be asked to submit
the missing documentation within fifteen (15) calendar days of the date of the written
notification. Providers will be notified of the missing documentation verbally and in writing.
If the documentation is not submitted within the required timeframe, a technical denial will
be issued. Missing documentation will only be requested on records where the review
cannot be completed. Completion timeframes for cases pended for missing
documentation will extend 15 additional days.

If able to proceed, the documented issue may be addressed in an inquiry letter to the
facility. KFMC Documentation Guidelines are listed in Appendix |I.

Required Case Selection Categories

The monthly case selection will be completed using the following selection categories:

State-operated Hospital (KUMC)
Cost Outliers

Day Outliers

Higher-weighted DRGs
Readmissions

Single Comorbidity Complications

Kansas Foundation for Medical Care, Inc. 7




General Madicald/MediKan Review Plan July 1, 2007

Short Stays
e Ambulatory Surgery Centers

A. State-operated Hospital (KUMC)

KFMC will retrospectively review fee-for-service claims submitted by the University of
Kansas Hospital. KFMC will exclude review of normal deliveries and newborns from the
University of Kansas Hospital selection totals and conduct review on the remainder of the
paid claims.

B. Cost Quitliers

KFMC will review cost outlier claims. A cost outlier is defined as an acute hospital
admission where total charges have exceeded the Medicaid/MediKan defined trim point for
the assigned DRG.

For those cases selected for cost outlier review, the hospital must provide a copy of the
medical record, a copy of the itemized bill sufficiently detailed for KFMC to identify each
single item or service billed, and the UB-92/UB-04 within thirty (30) calendar days of the
request.

The required review functions will be performed on each case selected for cost outlier
review.

Each record will also be reviewed to determine if all services provided were medically
hecessary and appropriate. Cases will be referred to a Physician Reviewer if they cannot
be approved by the Review Coordinator using established clinical and coverage guidelines.

If the admission was medically necessary, but individual items/services were found to be
unnecessary or non-covered, costs for these items/services will be subtracted from total
costs.

C. Day Qutliers

KFMC will review day outlier claims. A day outlier is defined as an acute hospital
admission in which the length of stay exceeds the Medicaid/Medikan defined trim point for
the assigned DRG exceeding outlier status as defined by the Fiscal Agent. The purpose
for review of day outliers is to determine if care is provided at the appropriate level of care
for each day of hospitalization. Cases that are both day and cost outliers are identified as
day outliers by the Fiscal Agent and will be reviewed as such.

D. Higher-weighted DRGs

KFMC will retrospectively review provider requests for higher-weighted DRGs. Claims will
be identified through analysis of adjusted claims and the sequential change in the assigned
DRG weights. If a claim showed a change to a higher weight from the originally assigned
DRG, the case will be identified for review.

Kansas Foundation for Medical Care, inc. 8
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E. Readmissions

KFMC will retrospectively review hospital readmissions that occur within five calendar days
after discharge from the same or another hospital. When calculating the readmission time
frame, the day of admission and the day of discharge will not be counted. This selection
category is specifically identified in the Medicaid Hospital Provider Manual, which states
that readmissions will be reviewed on a post-payment basis.

The readmission pairs will be reviewed to determine if a patient was medically stable on
discharge or prematurely discharged resulting in a readmission. If the readmission was to
the same hospital and the physician reviewer determined it was the direct result of a
premature discharge, the readmission will be denied. If a premature discharge resulted in
an admission to a different hospital, a denial of payment for the first admission will occur. If
the first stay of the readmission pair is determined to be an appropriate discharge and the
physician reviewer determined the second stay was medically unnecessary, the
readmission will be denied.

F. Single Comorbidities/Complications

KFMC will review claims for appropriate code assignment where there is a single
comorbid/complication code identified on the claim that impacts the DRG assignment.

G. Short Stays

KFMC will review one and two day stays (excluding normal obstetrics and newborn cases)
to determine if the admission was medically necessary. To identify a short-stay admission,
the length of stay is calculated including the day of admission and excluding the day of
discharge.

The required review functions will be performed on each case selected for short stay
admission review.

If the case cannot be approved by the Review Coordinator using established guidelines, it
will be referred to a Physician Reviewer.

H. Ambulatory Surgery

KFMC will retrospectively review a sample of cases involving ambulatory surgery
performed in ambulatory surgery centers. This random sample (stratified by month) would
be determined by drawing a simple random sample of 40 cases each month from a pool of
eligible ambulatory surgery center cases.

The purpose of the review will be ensure that surgical procedures performed in an
ambulatory setting are medically necessary, meet professionally recognized standards of
care, and are billed in compliance with KHPA policies and coverage guidelines.

Kansas Foundation for Medical Care, Inc. 9
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The required review functions, excluding discharge review, will be performed on cases
selected in this category. Procedural coding validation will be conducted to ensure the
accuracy of CPT procedure codes appearing on the claim.

V. Reconsideration, Appeals and Administrative Hearings and Support

A. Reconsideration/Re-review

The purpose of the KFMC reconsideration process is to allow the hospital or attending
physician an opportunity for a reconsideration/re-review when dissatisfied with an adverse
review determination. If a response to an inquiry letter is received by KFMC after the final
determination letter has been sent to the involved parties, the response will be considered
a request for reconsideration. The reconsideration process applies when the admission or
invasive procedure is reduced or denied. The re-review process applies when the DRG is
revised and resulted in a lower paying DRG or there is a confirmed quality of care issue.
Requests based on eligibility or coverage issues are not eligible for reconsideration. A
reconsideration/re-review determination will be based upon:

e The information and documentation that led to the initial adverse determination.

e The information and documentation found in the medical record.

e Additional medical information and documentation submitted by the involved
parties.

Physician Reviewers who have not had previous involvement with the case in question will
reconsider the adverse decision. When a DRG re-review is initiated, a Physician Reviewer
will complete the re-review on cases when a Physician Reviewer made the original
determination. KFMC continues to match the specialty and setting of the physician whose
issue is under review. When a Review Coordinator initiated the DRG revision, a Review
Coordinator not previously involved in the case will complete the re-review.

Process Timeframes
A request for reconsideration must be submitted in writing to KFMC within thirty (30)
calendar days from the date of the notice of the adverse determination. All
reconsiderations will be completed by KFMC within sixty (60) calendar days from the
date of the receipt of the written request unless otherwise specified.

Content of a Request
A request for reconsideration can be made by any party notified of the adverse
determination and must be submitted in writing to KFMC and include the following
information.

a) Patient's name and Medicaid |D number;
b) Facility name and dates of service; and
c) Reason for the request.

Kansas Foundatlon for Medical Care, Inc. 10
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Notification
Following completion of reconsideration activity, a written notice of the determination
will be sent to all involved parties. The written notice will contain the rationale for the
reconsidered determination and a statement informing the parties of their appeal rights.

KFMC's reconsidered utilization and DRG determinations are final and binding upen all
parties unless an appeal is filed with the State of Kansas, Department of
Administration, Office of Administrative Hearings or the reconsidered determination is
later reopened and revised by KFMC. KFMC's reconsidered determinations for quality
are final and binding upon all parties. There is no further appeal mechanism unless the
re-reviewed determination is later reopened and revised by KFMC.

Reopening/Revisions to a Reconsidered Determination
KFMC's reconsideration determinations may be reopened and revised within one year
from the date of the reconsideration determination notice if:

KFMC receives new evidence, sufficient to reopen the case.
There is a clerical error in the statement of the reconsideration
determination that directly affects the outcome of the reconsideration.

e There is an apparent error in the evidence on which the reconsideration
determination was based; or

e KFMC is directed by the Kansas Health Policy Authority.

B. Administrative Fair Hearing

The State of Kansas provides Administrative Fair Hearings as an appeal mechanism for
utilization and DRG determinations for hospitals and physicians if KFMC's adverse
determinations are questioned by either of these parties.

KFMC will participate in the Administrative Fair Hearing process as requested by the
Kansas Health Policy Authority. KFMC will provide the necessary medical record
documentation, overview of the review process, the initial determination letter,
provider/practitioner reconsideration request and outcome of the KFMC reconsideration
process. Participation will include live testimony at the administrative fair hearings and
presentation of the case in accordance with any applicable Kansas Administrative
Regulations.

V. Optional Review Intervention

Kansas Health Policy Authority may select an isolated case(s) for review. At thattime, KFMC
will modify selection totals to include the requested case for review.

Vil. Confidentiality and Disclosure of Information

KFMC has developed policies and guidelines that ensure KFMC compliance with all security
and confidentiality regulations. If you desire additional details, please contact KFMC.

Kansas Foundation for Medical Care, Inc. 1
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APPENDIX |

Hospital Groups
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Hospital Rates Effective 3/01/06

Cost to Rate
Hospital Charge
Ratio

Poor Group 1
Kansas City - Providence Medical Center 0.4001 4,016
Kansas City - Kaw Valley 0.4301 4,016
Lawrence Memorial Hospital 0.5307 4,016
Leawood - Doctors Specialty Hospital LLC 0.5346 4,016
Leawood - Kansas City Orthopedic 0.4301 4,016
Olathe Medical Center 0.4302 4,016
Overland Park - Children's Mercy Hospital South 1.0000 4,016
Overland Park - Heartland Surgical 0.4301 4,016
Overland Park - Menorah Medical Center 0.3851 4,016
Overland Park - Mid-America Rehab Hospital 0.4289 4,016
Overland Park - Saint Lukes South Hospital, Inc. 0.3033 4,016
Overland Park - Select Specialty 0.4301 4,016
Overland Park - Specialty Hospital of Mid America 0.4363 4,016
Overland Park Regional Medical Cente 0.2698 4,016
Shawnee Mission Medical Center, Inc. 0.2639 4,016
Topeka - Capper Foundation 0.4301 4,016
Topeka - Kansas Rehabilitation Hospital 0.4444 4,016
Topeka - Saint Francis Health Center 0.4394 4,016
Topeka - Select Specialty 0.4301 4,016
Topeka - Stormont Vail Regional Health Center 0.3945 4,016
Wichita - Galichia Heart Hospital LLC 0.4013 4,016
Wichita - Kansas Heart Hospital LLC 0.3391 4,016
Wichita - Kansas Spine Hospital 0.4301 4,016
Wichita - Kansas Surgery & Recovery Center 0.6867 4,016
Wichita - Select Specialty Hospital 0.2985 4,016
Wichita - Via Christi Regional Medical Center 0.2891 4,016
Wichita - Via Christi Rehabilitation Center 0.4720 4,018
Wichita - Via Christi Riverside Medical Center 0.3849 4,016
Wichita - Wesley Medical Center 0.2729 4,016
Wichita - Wesley Rehabilitation Center 0.4761 4,018
Wichita Specialty Hospital 0.4643 4,016

Average Peer Group 1 0.4301 4,016
Peer Group 2
Dodge City - Western Plains Regional Hospital 0.4855 4,012
El Dorado - Susan B. Allen Memorial Hospital 0.5452 4,012
Emporia - Newman Memorial County Hospital 0.7633 4,012
Emporia Surgical Hospital LLC 0.5078 4,012
Ft Scott - Mercy Health Systems of Kansas 0.4608 4,012
Garden City - Saint Catherine Hospital 0.5157 4,012
Great Bend - Central Kansas Medical Center 0.5427 4,012
Great Bend - Surgical & Diagnostic Center 1.0000 4,012
Hays Medical Center, Inc. 0.4800 4,012

Hospital Rates 1




