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LEGISLATIVE ACTION

Senate . House
Floor: 1/AE/2R . Floor: SENAl/CA
05/03/2017 07:06 PM . 05/05/2017 01:11 PM

Senator Grimsley moved the following:

Senate Amendment (with title amendment)

Delete everything after the enacting clause
and insert:

Section 1. Effective October 1, 2018, paragraph (v) is
added to subsection (1) of section 400.141, Florida Statutes, to
read:

400.141 Administration and management of nursing home
facilities.—

(1) Every licensed facility shall comply with all
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applicable standards and rules of the agency and shall:

(v) Be prepared to confirm for the agency whether a nursing

home facility resident who is a Medicaid recipient, or whose

Medicaid eligibility is pending, is a candidate for home and

community-based services under s. 409.965(3) (c), no later than

the resident’s 50th consecutive day of residency in the nursing

home facility.

Section 2. Subsection (2) of section 409.912, Florida
Statutes, is amended to read:

409.912 Cost-effective purchasing of health care.—The
agency shall purchase goods and services for Medicaid recipients
in the most cost-effective manner consistent with the delivery
of quality medical care. To ensure that medical services are
effectively utilized, the agency may, in any case, require a
confirmation or second physician’s opinion of the correct
diagnosis for purposes of authorizing future services under the
Medicaid program. This section does not restrict access to
emergency services or poststabilization care services as defined
in 42 C.F.R. s. 438.114. Such confirmation or second opinion
shall be rendered in a manner approved by the agency. The agency
shall maximize the use of prepaid per capita and prepaid
aggregate fixed-sum basis services when appropriate and other
alternative service delivery and reimbursement methodologies,
including competitive bidding pursuant to s. 287.057, designed
to facilitate the cost-effective purchase of a case-managed
continuum of care. The agency shall also require providers to
minimize the exposure of recipients to the need for acute
inpatient, custodial, and other institutional care and the

inappropriate or unnecessary use of high-cost services. The
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agency shall contract with a vendor to monitor and evaluate the
clinical practice patterns of providers in order to identify
trends that are outside the normal practice patterns of a
provider’s professional peers or the national guidelines of a
provider’s professional association. The vendor must be able to
provide information and counseling to a provider whose practice
patterns are outside the norms, in consultation with the agency,
to improve patient care and reduce inappropriate utilization.
The agency may mandate prior authorization, drug therapy
management, or disease management participation for certain
populations of Medicaid beneficiaries, certain drug classes, or
particular drugs to prevent fraud, abuse, overuse, and possible
dangerous drug interactions. The Pharmaceutical and Therapeutics
Committee shall make recommendations to the agency on drugs for
which prior authorization is required. The agency shall inform
the Pharmaceutical and Therapeutics Committee of its decisions
regarding drugs subject to prior authorization. The agency is
authorized to limit the entities it contracts with or enrolls as
Medicaid providers by developing a provider network through
provider credentialing. The agency may competitively bid single-
source-provider contracts if procurement of goods or services
results in demonstrated cost savings to the state without
limiting access to care. The agency may limit its network based
on the assessment of beneficiary access to care, provider
availability, provider quality standards, time and distance
standards for access to care, the cultural competence of the
provider network, demographic characteristics of Medicaid
beneficiaries, practice and provider-to-beneficiary standards,

appointment wait times, beneficiary use of services, provider
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turnover, provider profiling, provider licensure history,
previous program integrity investigations and findings, peer
review, provider Medicaid policy and billing compliance records,
clinical and medical record audits, and other factors. Providers
are not entitled to enrollment in the Medicaid provider network.
The agency shall determine instances in which allowing Medicaid
beneficiaries to purchase durable medical equipment and other
goods is less expensive to the Medicaid program than long-term
rental of the equipment or goods. The agency may establish rules
to facilitate purchases in lieu of long-term rentals in order to
protect against fraud and abuse in the Medicaid program as
defined in s. 409.913. The agency may seek federal waivers
necessary to administer these policies.

(2) The agency may contract with a provider service

network—whiech—maybe—reimbursed—on—afee—for—service—orprepatd

basis. Prepaid provider service networks shall receive per-

member, per-month payments. A—preovider serviecenetwork—that—dees
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(a) A provider service network that whieh is reimbursed by

the agency on a prepaid basis shall be exempt from parts I and
IIT of chapter 641, but must comply with the solvency
requirements in s. 641.2261(2) and meet appropriate financial
reserve, quality assurance, and patient rights requirements as
established by the agency.

(b) A provider service network is a network established or
organized and operated by a health care provider, or group of
affiliated health care providers, which provides a substantial
proportion of the health care items and services under a
contract directly through the provider or affiliated group of
providers and may make arrangements with physicians or other
health care professionals, health care institutions, or any
combination of such individuals or institutions to assume all or
part of the financial risk on a prospective basis for the
provision of basic health services by the physicians, by other
health professionals, or through the institutions. The health
care providers must have a controlling interest in the governing

body of the provider service network organization.
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127 Section 3. Section 409.964, Florida Statutes, is amended to
128 read:
129 409.964 Managed care program; state plan; waivers.—The

130 Medicaid program is established as a statewide, integrated
131 |managed care program for all covered services, including long-

132 term care services as specified under this part. The agency

133 shall apply for and implement state plan amendments or waivers
134 of applicable federal laws and regulations necessary to

135 implement the program, including state plan amendments or

136 |waivers required to implement chapter 2016-109, Laws of Florida.

137 Before seeking a waiver, the agency shall provide public notice
138 and the opportunity for public comment and include public

139 feedback in the waiver application. The agency shall hold one
140 |public meeting in each of the regions described in s.

141 409.966(2), and the time period for public comment for each

142 region shall end no sooner than 30 days after the completion of
143 the public meeting in that region. Fhe—ageney shalt——submit—any
144 state—planr—amendments,—Rew wWalver—regges
145 |extensieons—eor—esxpansieons—ferewxisting wailvers;—needed—*to
146 | implement—the managed—eareprogram by August—1+—2041—

147 Section 4. Effective October 1, 2018, section 409.965,

148 Florida Statutes, 1s amended to read:

149 409.965 Mandatory enrollment.—All Medicaid recipients shall
150 receive covered services through the statewide managed care

151 program, except as provided by this part pursuant to an approved
152 federal waiver.

153 (1) The following Medicaid recipients are exempt from

154 |participation in the statewide managed care program:

155 (a) 43> Women who are eligible only for family planning
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(b) 42> Women who are eligible only for breast and cervical

services

cancer services.
(c)43)> Persons who are eligible for emergency Medicaid for

aliens.

(2) (a) Persons who are assigned into level of care 1 under

s. 409.983(4) and have resided in a nursing facility for 60 or

more consecutive days are exempt from participation in the long-

term care managed care program. For a person who becomes exempt

under this paragraph while enrolled in the long-term care

managed care program, the exemption shall take effect on the

first day of the first month after the person meets the criteria

for the exemption. This paragraph does not affect a person’s

eligibility for the Medicaid managed medical assistance program.

(b) Persons receiving hospice care while residing in a

nursing facility are exempt from participation in the long-term

care managed care program. For a person who becomes exempt under

this paragraph while enrolled in the long-term care managed care

program, the exemption takes effect on the first day of the

first month after the person meets the criteria for the

exemption. This paragraph does not affect a person’s eligibility

for the Medicaid managed medical assistance program.

(3) Notwithstanding subsection (2):

(a) A Medicaid recipient who is otherwise eligible for the

long-term care managed care program, who is 18 years of age or

older, and who is eligible for Medicaid by reason of a

disability is not exempt from the long-term care managed care

program under subsection (2).

(b) A person who is afforded priority enrollment for home
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185 and community-based services under s. 409.979(3) (f) is not

186 exempt from the long-term care managed care program under

187 subsection (2).

188 (c) A nursing facility resident is not exempt from the

189 long-term care managed care program under paragraph (2) (a) if

190 the resident has been identified as a candidate for home and

191 community-based services by the nursing facility administrator

192 and any long-term care plan case manager assigned to the

193 resident. Such identification must be made in consultation with

194 the following persons:

195 1. The resident or the resident’s legal representative or

196 |designee;

197 2. The resident’s personal physician or, if the resident

198 does not have a personal physician, the facility’s medical

199 director; and

200 3. A registered nurse who has participated in developing,

201 |maintaining, or reviewing the individual’s resident care plan as

202 defined in s. 400.021.

203 (d) Before determining that a person is exempt from the

204 long-term care managed care program under paragraph (2) (a), the

205 agency shall confirm whether the person has been identified as a

206 candidate for home and community-based services under paragraph

207 (c). If a nursing facility resident who has been determined

208 |exempt is later identified as a candidate for home and

209 |community-based services, the nursing facility administrator

210 shall promptly notify the agency. If the agency receives such a

211 notification, the agency shall make a redetermination regarding

212 the resident’s exempt status pursuant to paragraph (c).

213 Section 5. Subsection (2) and paragraphs (a), (d), (e), and
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(f) of subsection (3) of section 409.966, Florida Statutes, are
amended to read:

409.966 Eligible plans; selection.—

(2) ELIGIBLE PLAN SELECTION.—The agency shall select a
limited number of eligible plans to participate in the Medicaid
program using invitations to negotiate in accordance with s.
287.057 (1) (c). At least 90 days before issuing an invitation to
negotiate, the agency shall compile and publish a databook
consisting of a comprehensive set of utilization and spending

data consistent with actuarial rate-setting practices and

standards fer—+the 3—most—reeent—eentract—years—eensistent—with

g £
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serviree—etaims—and validated data from the Medicaid Encounter
Data System. Fhe—report—must—beavailabtein-eleectronie—form—and

’ ’ ’
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SEFEF seere. Separate and
simultaneous procurements shall be conducted in each of the
following regions:

(a) Region A Regiern—=+, which consists of Bay, Calhoun,

Escambia, Franklin, Gadsden, Gulf, Holmes, Jackson, Jefferson,

Leon, Liberty, Madison, Okaloosa, Santa Rosa, Taylor, Wakulla,

aad Walton, and Washington Counties.
(b) Region B Regien—2, which consists of Alachua, Baker,

Bradford, Citrus, Clay, Columbia, Dixie, Duval, Flagler,

Gilchrist, Hamilton, Hernando, Lafayette, Lake, Levy, Marion,

Nassau, Putnam, St. Johns, Sumter, Suwannee, Union, and Volusia

’ ’ ’ ’ ’ ’ ’
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HWashingten Counties.
(c) Region C Regien—3, which consists of Hardee, Highlands,

Hillsborough, Manatee, Pasco, Pinellas, and Polk Atasehugesr

(d) Region D Regien—4, which consists of Brevard, Orange,
Osceola, and Seminole Baker;/—Ciayr—bPuval—Flagter—Nassau—St~
Jokhras——and—Yeltusia Counties.

(e) Region E Regien—5, which consists of Charlotte,
Collier, DeSoto, Glades, Hendry, Lee, and Sarasota Pasee—and
Pirelles Counties.

(f) Region F Regien—6, which consists of Indian River,

Martin, Okeechobee, Palm Beach, and St. Lucie Hardee;—Highlands+
Hitdsbereouvgh—Manatee—and—Petk Counties.

(g) Region G Regien—+, which consists of Broward County
Brevard—Oran o rad—Semineote—Counties

r oF = 1
7 TS ey o CCOoOTO 7 —tt

(h) Region H Regien—8, which consists of Miami-Dade and

1
M el NN += 1+ o 17 < r Dl 4+ 1 A o Haoarn s T ~ A
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(3) QUALITY SELECTION CRITERIA.-—
(a) The invitation to negotiate must specify the criteria

and the relative weight of the criteria that will be used for
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272 determining the acceptability of the reply and guiding the
273 selection of the organizations with which the agency negotiates.

274 The agency shall give preference to plans that propose

275 establishing a comprehensive long-term care plan. In addition to

276 criteria established by the agency, the agency shall consider
277 the following factors in the selection of eligible plans:

278 1. Accreditation by the National Committee for Quality
279 Assurance, the Joint Commission, or another nationally

280 recognized accrediting body.

281 2. Experience serving similar populations, including the
282 organization’s record in achieving specific quality standards
283 |with similar populations.

284 3. Availability and accessibility of primary care and
285 specialty physicians in the provider network.

286 4. Establishment of community partnerships with providers
287 that create opportunities for reinvestment in community-based
288 services.

289 5. Organization commitment to quality improvement and
290 documentation of achievements in specific quality improvement
291 |projects, including active involvement by organization

292 leadership.

293 6. Provision of additional benefits+—particutarty—dentat
294 | eare—anddiseasemanagements and other initiatives that improve
295 |health outcomes.

296 7. Evidence that an eligible plan has obtained signed

297 contracts or written agreements er—sigred—eontracts or has made
298 substantial progress in establishing relationships with

299 |providers before the plan submits submitting a response.

300 8. Comments submitted in writing by any enrolled Medicaid
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provider relating to a specifically identified plan
participating in the procurement in the same region as the
submitting provider.

9. Documentation of policies and procedures for preventing
fraud and abuse.

10. The business relationship an eligible plan has with any

other eligible plan that responds to the invitation to

negotiate.

r
AR @ g =y

-
(d)4e> To ensure managed care plan participation in Regions

A and E Regiens—3—and—2, the agency shall award an additional
contract to each plan with a contract award in Region A Regien—=+

or Region E Regiem—2. Such contract shall be in any other region

in which the plan submitted a responsive bid and negotiates a
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rate acceptable to the agency. If a plan that is awarded an
additional contract pursuant to this paragraph is subject to
penalties pursuant to s. 409.967(2) (i) for activities in Region
A Regien—+ or Region E Regien—2, the additional contract is
automatically terminated 180 days after the imposition of the
penalties. The plan must reimburse the agency for the cost of
enrollment changes and other transition activities.

(e)+4#£r The agency may not execute contracts with managed
care plans at payment rates not supported by the General
Appropriations Act.

Section 6. Paragraphs (c) and (j) of subsection (2) of
section 409.967, Florida Statutes, are amended to read:

409.967 Managed care plan accountability.—

(2) The agency shall establish such contract requirements
as are necessary for the operation of the statewide managed care
program. In addition to any other provisions the agency may deem
necessary, the contract must require:

(c) Access.—

1. The agency shall establish specific standards for the
number, type, and regional distribution of providers in managed
care plan networks to ensure access to care for both adults and
children. Each plan must maintain a regionwide network of
providers in sufficient numbers to meet the access standards for
specific medical services for all recipients enrolled in the
plan. The exclusive use of mail-order pharmacies may not be
sufficient to meet network access standards. Consistent with the
standards established by the agency, provider networks may
include providers located outside the region. A plan may

contract with a new hospital facility before the date the
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359 hospital becomes operational if the hospital has commenced

360 construction, will be licensed and operational by January 1,
361 2013, and a final order has issued in any civil or

362 administrative challenge. Each plan shall establish and maintain
363 an accurate and complete electronic database of contracted

364 providers, including information about licensure or

365 registration, locations and hours of operation, specialty

366 credentials and other certifications, specific performance

367 indicators, and such other information as the agency deems

368 necessary. The database must be available online to both the
369 |agency and the public and have the capability to compare the
370 availability of providers to network adequacy standards and to
371 accept and display feedback from each provider’s patients. Each
372 |plan shall submit quarterly reports to the agency identifying
373 the number of enrollees assigned to each primary care provider.

374 The agency shall conduct, or contract with a third party to

375 conduct, systematic and ongoing testing of the provider network

376 databases maintained by each plan to confirm database accuracy,

377 to confirm that network providers are accepting enrollees, and

378 to confirm that such enrollees have access to care.

379 2. Each managed care plan must publish any prescribed drug
380 formulary or preferred drug list on the plan’s website in a

381 |manner that is accessible to and searchable by enrollees and

382 |providers. The plan must update the list within 24 hours after
383 making a change. Each plan must ensure that the prior

384 authorization process for prescribed drugs is readily accessible
385 to health care providers, including posting appropriate contact

386 information on its website and providing timely responses to

387 |providers. For Medicaid recipients diagnosed with hemophilia who
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have been prescribed anti-hemophilic-factor replacement
products, the agency shall provide for those products and
hemophilia overlay services through the agency’s hemophilia
disease management program.

3. Managed care plans, and their fiscal agents or
intermediaries, must accept prior authorization requests for any
service electronically.

4. Managed care plans serving children in the care and
custody of the Department of Children and Families must maintain
complete medical, dental, and behavioral health encounter
information and participate in making such information available
to the department or the applicable contracted community-based
care lead agency for use in providing comprehensive and
coordinated case management. The agency and the department shall
establish an interagency agreement to provide guidance for the
format, confidentiality, recipient, scope, and method of
information to be made available and the deadlines for
submission of the data. The scope of information available to
the department shall be the data that managed care plans are
required to submit to the agency. The agency shall determine the
plan’s compliance with standards for access to medical, dental,
and behavioral health services; the use of medications; and
followup on all medically necessary services recommended as a
result of early and periodic screening, diagnosis, and
treatment.

() Prompt payment.—Managed care plans shall comply with
ss. 641.315, 641.3155, and 641.513, and the agency shall impose

fines, and may impose other sanctions, on a plan that willfully

fails to comply with ss. 641.315, 641.3155, and 641.513 or s.
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Section 7. Effective January 1, 2018, paragraph (p) 1is

409.982(5) .

added to subsection (2) of section 409.967, Florida Statutes, to
read:

409.967 Managed care plan accountability.—

(2) The agency shall establish such contract requirements
as are necessary for the operation of the statewide managed care
program. In addition to any other provisions the agency may deem
necessary, the contract must require:

(p) Robust primary care networks.—A health insurer or

health maintenance organization selected as a managed care plan

under this part may not, directly or indirectly, purchase, own,

or otherwise have a controlling interest in any primary care

group or practice in this state.

Section 8. Subsection (2) of section 409.968, Florida
Statutes, is amended to read:

409.968 Managed care plan payments.-—

(2) Provider service networks shall may be prepaid plans
and receive per-member, per-month payments negotiated pursuant

to the procurement process described in s. 409.966. Previder
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Section 9. Section 409.971, Florida Statutes, is amended to
read:
409.971 Managed medical assistance program.—The agency

shall make payments for primary and acute medical assistance and

related services using a managed care model. By Japvary—+—>204+3+
+ 1 Syonosz ol 17 oot 3] maoant 4+ o n £ + 1 at N+ 2 A man-a oy
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Section 10. Subsections (1) and (2) of section 409.974,
Florida Statutes, are amended to read:

409.974 Eligible plans.—

(1) ELIGIBLE PLAN SELECTION.—The agency shall select

eligible plans for the managed medical assistance program

through the procurement process described in s. 409.966. Fke
e . D . . 1 ]

| 2012
v mrw

1
T

-
(a) The agency shall procure at least three £we plans and
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up to four plans for Region A Regiern—3F. At least one plan shall

be a provider service network if any provider service networks
submit a responsive bid.
(b) The agency shall procure at least four plans and up to

eight £we plans for Region B Regien—2. At least one plan shall

be a provider service network if any provider service networks
submit a responsive bid.

(c) The agency shall procure at least five +h¥ee plans and
up to 10 $£4we plans for Region C Regien—3. At least one plan

must be a provider service network i1if any provider service
networks submit a responsive bid.

(d) The agency shall procure at least three plans and up to
six £+ve plans for Region D Regien—4. At least one plan must be
a provider service network if any provider service networks
submit a responsive bid.

(e) The agency shall procure at least three £#we plans and
up to four plans for Region E Regien—5. At least one plan must
be a provider service network if any provider service networks
submit a responsive bid.

(f) The agency shall procure at least three fewr plans and

up to five sewen plans for Region F Regieon—6. At least one plan
must be a provider service network if any provider service
networks submit a responsive bid.

(g) The agency shall procure at least three plans and up to
five s#x plans for Region G Region—+. At least one plan must be
a provider service network if any provider service networks
submit a responsive bid.

(h) The agency shall procure at least five #we plans and up
to 10 fewr plans for Region H Regien—-&. At least one plan must
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504 |be a provider service network if any provider service networks

505 submit a responsive bid.
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516 |servieceretwork +f any provider Service networks —submit—a
517 | resporsive—Pid-

518
519 | FH—roprovider—servicenetwork submits o responsive Pbid—the
520 | agerey—shallpreocure o more—thanonetess—than—the mostimum
521 aramber—of—eligible—plans—perms:
522 |menpthsafterthe initial invitation to negotiate;—the ageney
523 | shadt—attempt—toPprocure—a provider serviecernetwork—Theageney

524 shalt—retice—ancther Tavitation o regotiaote oty with provider
525 serviee—rmetworks—n—thoseregieons—where—ro—Pprovider serviee

526 retwork—has—beenr——selecteds

527 (2) QUALITY SELECTION CRITERIA.—In addition to the criteria

528 established in s. 409.966, the agency shall consider evidence
529 that an eligible plan has obtained signed contracts or written
530 agreements er—sigred—eentracts or has made substantial progress
531 in establishing relationships with providers before the plan

532 submits sukmitting a response. The agency shall evaluate and
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give special weight to evidence of signed contracts with
essential providers as defined by the agency pursuant to s.
409.975(1). The agency shall exercise a preference for plans
with a provider network in which more than ewexr 10 percent of

the providers use electronic health records, as defined in s.

408 051 han 11 e £ NN = T + 1 aoanasz o171
. . W OtnCTr TrTaotTtoTrsoaorc Yooty crrCc—a gttty —SttaT =

Section 11. Subsection (1) of section 409.978, Florida
Statutes, 1is amended to read:

409.978 Long-term care managed care program.-—

(1) Pursuant to s. 409.963, the agency shall administer the
long-term care managed care program described in ss. 409.978-
409.985, but may delegate specific duties and responsibilities

for the program to the Department of Elderly Affairs and other

state agencies. By—Futy 202 —Fhe—ageneyshalt—Peegin

3] maoant o+ o n £ + 1 at N+ Az A ul PN e N o mamrm o~ Al o~ s
_LJ.I.ILJ_L\_,J.I.I\_,J.J.L_,(_A.L_,_L\JJ.J. L CIIC o T U T W LA £ J.l\:j o L ITT Ay @ i J.I.I.u].lu\_j A — L
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Section 12. Subsection (1) of section 409.979, Florida
Statutes, is amended to read:

409.979 Eligibility.—

(1) PREREQUISITE CRITERIA FOR ELIGIBILITY.—Medicaid
recipients who meet all of the following criteria are eligible

to receive long-term care services and, unless exempt under s.

409.965, must receive long-term care services by participating
in the long-term care managed care program. The recipient must

be:
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(a) Sixty-five years of age or older, or age 18 or older
and eligible for Medicaid by reason of a disability.

(b) Determined by the Comprehensive Assessment Review and
Evaluation for Long-Term Care Services (CARES) preadmission
screening program to require nursing facility care as defined in
s. 409.985(3).

Section 13. Subsection (2) and paragraphs (c), (d), and (e)
of subsection (3) of section 409.981, Florida Statutes, are
amended, present subsections (4) and (5) are redesignated as
subsections (6) and (7), respectively, and new subsections (4)
and (5) are added to that section, to read:

409.981 Eligible long-term care plans.—

(2) ELIGIBLE PLAN SELECTION.—The agency shall select

eligible plans for the long-term care managed care program

through the procurement process described in s. 409.966. The
agency shall procure:

(a) At least three £#we plans and up to four plans for

Region A Regien—3+. At least one plan must be a provider service
network i1f any provider service networks submit a responsive
bid.

(b) At least three Twe plans and up to six plans for Region

B Regien—2. At least one plan must be a provider service network
if any provider service networks submit a responsive bid.

(c) At least five #h¥ree plans and up to eight $£+v¥e plans
for Region C Regien—=3. At least one plan must be a provider
service network if any provider service networks submit a
responsive bid.

(d) At least three plans and up to six #iwe plans for
Region D Regien—4. At least one plan must be a provider service
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591 network 1f any provider service network submits a responsive
592 |bid.

593 (e) At least three #we plans and up to four plans for

594 Region E Regien—5. At least one plan must be a provider service
595 network i1f any provider service networks submit a responsive
596 |bid.

597 (f) At least three fewr plans and up to five sewven plans
598 for Region F Regien—6. At least one plan must be a provider

599 service network if any provider service networks submit a

600 responsive bid.

601 (g) At least three plans and up to four six plans for

602 |Region G Regien—+. At least one plan must be a provider service
603 network 1f any provider service networks submit a responsive
604 |bid.

605 (h) At least five #we plans and up to 10 fewr plans for
606 Region H Regien—_8. At least one plan must be a provider service
607 network i1f any provider service networks submit a responsive

608 |bid.

609 (2 N+ 1 ENPE S Nl armea S g
T/ Zrc TSt CWOoO praoito oitar opP

610 |At—Feast—one—pltanrmastbe o provider servicernetwork 3+ —any
611 |previder—service networks—submita responsive bid-
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o oot Ot —pTrairmaotc oo provOtT ST v rCC—TICTwoTT T ity
615 oAt —Feastfive plons—andop—to 0 plonsfeor Regron 1=
616 yANE S o o I Bl an waas ot N N A T B PENE S NS 0 T natiga el 3£ S
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617 | provider—service—networks—submit—a—responsive—bids
618

619 | I —rmopreovider service network submits a responsivebidin—a
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(3) QUALITY SELECTION CRITERIA.—In addition to the criteria
established in s. 409.966, the agency shall consider the

following factors in the selection of eligible plans:

(c)+4e Whether a plan offers consumer-directed care

services to enrollees pursuant to s. 409.221.

(d) ey Whether a plan is proposing to provide home and
community-based services in addition to the minimum benefits
required by s. 409.98.

(4) PLAN REQUIREMENTS.—An eligible plan must disclose any

business relationship that it has with any other eligible plan

that responds to the invitation to negotiate. The agency may not

select plans in the same region for the same managed care

program which have a business relationship with each other. The

agency may not select a provider service network authorized

under s. 409.912(2) in any region that has a business

relationship with a health maintenance organization licensed

under chapter 641, and may not select a provider service network

in any region that has a business relationship with any entity
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649 that has an ownership or controlling interest in a health

650 |maintenance organization licensed under chapter 641 or a common

651 |parent of a health maintenance organization licensed under

652 chapter 641. An eligible plan that fails to comply with this

653 subsection is disqualified from participation in any region for

654 the first full contract period after the discovery of the

655 business relationship by the agency. For the purpose of this

656 section, the term “business relationship” means an ownership or

657 controlling interest, an affiliate or subsidiary relationship, a

658 common parent, or any mutual interest in any limited

659 |partnership, limited liability partnership, limited liability

660 company, or other entity or business association, including all

661 |wholly or partially owned subsidiaries, majority-owned

662 subsidiaries, parent companies, or affiliates of such entities,

663 business associations, or other enterprises, which exists for

664 the purpose of making a profit. The term does not include

665 subcontract arrangements, unless the subcontract is between a

666 |plan and an entity that is a parent, affiliate or subsidiary of
667 the plan.
668 (5) PLAN REQUIREMENTS.—An eligible plan must disclose any

669 |business relationship that it has with any other eligible plan

670 that responds to the invitation to negotiate. The agency may not

671 select plans in the same region for the same managed care

672 |program which have a business relationship with each other. The

673 agency may not select a long-term care provider service network

674 authorized under s. 409.912(2) in any region that has a business

675 |relationship with a health maintenance organization licensed

676 |under chapter 641, and may not select a long-term care provider

677 service network in any region that has a business relationship
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with any entity that has a controlling interest in a health

maintenance organization licensed under chapter 641 or a common

parent of a health maintenance organization licensed under

chapter 641. An eligible plan that fails to comply with this

subsection is disqualified from participation in any region for

the first full contract period after the agency discovers the

business relationship. For the purpose of this section, the term

“business relationship” means a controlling interest, an

affiliate or subsidiary relationship, a common parent, or any

mutual interest in any limited partnership, limited liability

partnership, limited liability company, or other entity or

business association, including all wholly or partially owned

subsidiaries, parent companies, or affiliates of such entities,

business associations, or other enterprises, which exists for

the purpose of making a profit. The term does not include

subcontract arrangements unless the subcontract is between a

plan and an entity that is a parent, affiliate, or subsidiary of

the plan.

Section 14. Subsections (1) and (2) of section 409.982,
Florida Statutes, are amended to read:

409.982 Long-term care managed care plan accountability.—In
addition to the requirements of s. 409.967, plans and providers
participating in the long-term care managed care program must
comply with the requirements of this section.

(1) PROVIDER NETWORKS.—Managed care plans may limit the
providers in their networks based on credentials, quality

indicators, and price. For the first 12 months of a contract

period following a procurement for the long-term care managed

care program under s. 409.981, if a plan has been periodbetween
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Seteber1—20137——and—September 30—28+47—cach selected for a

region encompassing a county that the plan was not serving

immediately prior to the procurement, the plan must offer a

network contract to all nursing homes in that county which meet

the recredentialing requirements and to all hospices in that

county which meet the credentialing requirements specified in

the plan’s contract with the agency he—fellewingproviders—in

the—region+

EldertyAffairs. After a provider specified in this subsection

has actively participated in a managed care plan’s network for

12 months ef—etiveparticipationin o managed—ecare—planls
Aretwerk, the plan may exclude the provider amy—ef—the providers

=+
-

namad
o™

a—Ehis—subseetiorn from the plan’s network for failure to
meet quality or performance criteria. If a #he plan excludes a

provider from its network under this subsection £he—ptar, the

plan must provide written notice to all recipients who have
chosen that provider for care. The notice must be provided at
least 30 days before the effective date of the exclusion. The
agency shall establish contract provisions governing the
transfer of recipients from excluded residential providers. The

agency shall require a plan that excludes a provider from its

network or that fails to renew the plan’s contract with a

provider under this subsection to report to the agency the

quality or performance criteria the plan used in deciding to
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exclude the provider and to demonstrate how the provider failed

to meet those criteria.

(2) SELECT PROVIDER PARTICIPATION.—Except as provided in
this subsection, providers may limit the managed care plans they
join. Nursing homes and hospices that are enrolled Medicaid
providers must participate in all eligible plans selected by the

agency in the region in which the provider is located, with the

exception of plans from which the provider has been excluded

under subsection (1).

Section 15. Section 456.0625, Florida Statutes, 1is created
to read:

456.0625 Direct primary care agreements.-—

(1) As used in this section, the term:

(a) “Direct primary care agreement” means a contract

between a primary care provider and a patient, the patient’s

legal representative, or an employer which meets the

requirements specified under subsection (3) and which does not

indemnify for services provided by a third party.

(b) “Primary care provider” means a health care

practitioner licensed under chapter 458, chapter 459, chapter

460, or chapter 464 or a primary care group practice that

provides medical services to patients which are commonly

provided without referral from another health care provider.

(c) “Primary care service” means the screening, assessment,

diagnosis, and treatment of a patient for the purpose of

promoting health or detecting and managing disease or injury

within the competency and training of the primary care provider.

(2) A primary care provider or an agent of the primary care

provider may enter into a direct primary care agreement for
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providing primary care services. Section 624.27 applies to a

direct primary care agreement.

(3) A direct primary care agreement must:

(a) Be in writing.

(b) Be signed by the primary care provider or an agent of

the primary care provider and the patient, the patient’s legal

representative, or an employer.

(c) Allow a party to terminate the agreement by giving the

other party at least 30 days’ advance written notice. The

agreement may provide for immediate termination due to a

violation of the physician-patient relationship or a breach of

the terms of the agreement.

(d) Describe the scope of primary care services that are

covered by the monthly fee.

(e) Specify the monthly fee and any fees for primary care

services not covered by the monthly fee.

(f) Specify the duration of the agreement and any automatic

renewal provisions.

(g) Offer a refund to the patient of monthly fees paid in

advance if the primary care provider ceases to offer primary

care services for any reason.

(h) Contain, in contrasting color and in not less than 12-

point type, the following statements on the same page as the

applicant’s signature:

1. This agreement is not health insurance, and the primary

care provider will not file any claims against the patient’s

health insurance policy or plan for reimbursement of any primary

care services covered by this agreement.

2. This agreement does not qualify as minimum essential
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coverage to satisfy the individual shared responsibility

provision of the federal Patient Protection and Affordable Care

Act, Pub. L. No. 111-148.

3. This agreement is not workers’ compensation insurance

and may not replace the employer’s obligations under chapter

440, Florida Statutes.

Section 16. Section ©624.27, Florida Statutes, is created to
read:

624.2°7 Application of code as to direct primary care

agreements.—

(1) A direct primary care agreement, as defined in s.

456.0625, does not constitute insurance and is not subject to

any chapter of the Florida Insurance Code. The act of entering

into a direct primary care agreement does not constitute the

business of insurance and is not subject to any chapter of the

Florida Insurance Code.

(2) A primary care provider or an agent of a primary care

provider is not required to obtain a certificate of authority or

license under any chapter of the Florida Insurance Code to

market, sell, or offer to sell a direct primary care agreement

pursuant to s. 456.0625.

Section 17. Subsection (11) of section 627.6131, Florida
Statutes, is amended to read:

627.6131 Payment of claims.—

(11) A health insurer may not retroactively deny a claim
because of insured ineligibility:

(a) At any time, if the health insurer verified the

eligibility of an insured at the time of treatment and provided

an authorization number. This paragraph applies to policies
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entered into or renewed on or after January 1, 2018.

(b) More than 1 year after the date of payment of the
claim.

Section 18. Subsection (10) of section 641.3155, Florida
Statutes, is amended to read:

641.3155 Prompt payment of claims.—

(10) A health maintenance organization may not
retroactively deny a claim because of subscriber ineligibility:

(a) At any time, if the health maintenance organization

verified the eligibility of a subscriber at the time of

treatment and provided an authorization number. This paragraph

applies to contracts entered into or renewed on or after January

1, 2018. This paragraph does not apply to Medicaid managed care

plans pursuant to part IV of chapter 4009.

(b) More than 1 year after the date of payment of the
claim.

Section 19. Section 627.42392, Florida Statutes, is amended
to read:

627.42392 Prior authorization.—

(1) As used in this section, the term:

(a) “Health insurer” means an authorized insurer offering
an individual or group insurance policy that provides major
medical or similar comprehensive coverage healtth—insurance—as
gefinead—in——s5+—624-663, a managed care plan as defined in s.
409.962(10) 8+—469-962{9), or a health maintenance organization
as defined in s. 641.19(12).

(b) “Urgent care situation” has the same meaning as in s.
627.42393.

(2) Notwithstanding any other provision of law, effective
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852 January 1, 2017, or six (6) months after the effective date of
853 the rule adopting the prior authorization form, whichever is

854 later, a health insurer, or a pharmacy benefits manager on

855 behalf of the health insurer, which does not provide an

856 |electronic prior authorization process for use by its contracted
857 providers, shall only use the prior authorization form that has
858 been approved by the Financial Services Commission for granting
859 a prior authorization for a medical procedure, course of

860 treatment, or prescription drug benefit. Such form may not

861 exceed two pages in length, excluding any instructions or

862 guiding documentation, and must include all clinical

863 documentation necessary for the health insurer to make a

864 decision. At a minimum, the form must include: (1) sufficient
865 patient information to identify the member, date of birth, full
866 name, and Health Plan ID number; (2) provider name, address and
867 phone number; (3) the medical procedure, course of treatment, or
868 |prescription drug benefit being requested, including the medical
869 reason therefor, and all services tried and failed; (4) any

870 laboratory documentation required; and (5) an attestation that

871 all information provided is true and accurate. The form, whether

872 in electronic or paper format, may not require information that

873 is not necessary for the determination of medical necessity of,

874 or coverage for, the requested medical procedure, course of

875 treatment, or prescription drug.

876 (3) The Financial Services Commission in consultation with
877 the Agency for Health Care Administration shall adopt by rule
878 guidelines for all prior authorization forms which ensure the
879 general uniformity of such forms.

880 (4) Electronic prior authorization approvals do not
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preclude benefit verification or medical review by the insurer
under either the medical or pharmacy benefits.

(5) A health insurer or a pharmacy benefits manager on

behalf of the health insurer must provide the following

information in writing or in an electronic format upon request,

and on a publicly accessible Internet website:

(a) Detailed descriptions of requirements and restrictions

to obtain prior authorization for coverage of a medical

procedure, course of treatment, or prescription drug in clear,

easily understandable language. Clinical criteria must be

described in language easily understandable by a health care

provider.

(b) Prior authorization forms.

(6) A health insurer or a pharmacy benefits manager on

behalf of the health insurer may not implement any new

requirements or restrictions or make changes to existing

requirements or restrictions to obtain prior authorization

unless:

(a) The changes have been available on a publicly

accessible Internet website at least 60 days before the

implementation of the changes.

(b) Policyholders and health care providers who are

affected by the new requirements and restrictions or changes to

the requirements and restrictions are provided with a written

notice of the changes at least 60 days before the changes are

implemented. Such notice may be delivered electronically or by

other means as agreed to by the insured or health care provider.

This subsection does not apply to expansion of health care
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(7) A health insurer or a pharmacy benefits manager on

services coverage.

behalf of the health insurer must authorize or deny a prior

authorization request and notify the patient and the patient’s

treating health care provider of the decision within:

(a) Seventy-two hours of obtaining a completed prior

authorization form for nonurgent care situations.

(b) Twenty-four hours of obtaining a completed prior

authorization form for urgent care situations.

Section 20. Section 627.42393, Florida Statutes, is created
to read:

627.42393 Fail-first protocols.—

(1) As used in this section, the term:

(a) “Fail-first protocol” means a written protocol that

specifies the order in which a certain medical procedure, course

of treatment, or prescription drug must be used to treat an

insured’s condition.

(b) “Health insurer” has the same meaning as provided in s.
627.42392.

(c) “Preceding prescription drug or medical treatment”

means a medical procedure, course of treatment, or prescription

drug that must be used pursuant to a health insurer’s fail-first

protocol as a condition of coverage under a health insurance

policy or a health maintenance contract to treat an insured’s

condition.

(d) “Protocol exception” means a determination by a health

insurer that a fail-first protocol is not medically appropriate

or indicated for treatment of an insured’s condition and the

health insurer authorizes the use of another medical procedure,
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course of treatment, or prescription drug prescribed or

recommended by the treating health care provider for the

insured’s condition.

(e) “Urgent care situation” means an injury or condition of

an insured which, if medical care and treatment is not provided

earlier than the time generally considered by the medical

profession to be reasonable for a nonurgent situation, in the

opinion of the insured’s treating physician, would:

1. Seriously jeopardize the insured’s life, health, or

ability to regain maximum function; or

2. Subject the insured to severe pain that cannot be

adequately managed.

(2) A health insurer must publish on its website, and

provide to an insured in writing, a procedure for an insured and

health care provider to request a protocol exception. The

procedure must include:

(a) A description of the manner in which an insured or

health care provider may request a protocol exception.

(b) The manner and timeframe in which the health insurer 1is

required to authorize or deny a protocol exception request or

respond to an appeal to a health insurer’s authorization or

denial of a request.

(c) The conditions in which the protocol exception request

must be granted.

(3) (a) The health insurer must authorize or deny a protocol

exception request or respond to an appeal to a health insurer’s

authorization or denial of a request within:

1. Seventy-two hours of obtaining a completed prior

authorization form for nonurgent care situations.
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2. Twenty-four hours of obtaining a completed prior

authorization form for urgent care situations.

(b) An authorization of the request must specify the

approved medical procedure, course of treatment, or prescription

drug benefits.

(c) A denial of the request must include a detailed,

written explanation of the reason for the denial, the clinical

rationale that supports the denial, and the procedure to appeal

the health insurer’s determination.

(4) A health insurer must grant a protocol exception

request if:

(a) A preceding prescription drug or medical treatment is

contraindicated or will likely cause an adverse reaction or

physical or mental harm to the insured;

(b) A preceding prescription drug is expected to be

ineffective, based on the medical history of the insured and the

clinical evidence of the characteristics of the preceding

prescription drug or medical treatment;

(c) The insured has previously received a preceding

prescription drug or medical treatment that is in the same

pharmacologic class or has the same mechanism of action, and

such drug or treatment lacked efficacy or effectiveness or

adversely affected the insured; or

(d) A preceding prescription drug or medical treatment is

not in the best interest of the insured because the insured’s

use of such drug or treatment is expected to:

1. Cause a significant barrier to the insured’s adherence

to or compliance with the insured’s plan of care;

2. Worsen an insured’s medical condition that exists
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simultaneously but independently with the condition under

treatment; or

3. Decrease the insured’s ability to achieve or maintain

his or her ability to perform daily activities.

(5) The health insurer may request a copy of relevant

documentation from the insured’s medical record in support of a

protocol exception request.

Section 21. Except as otherwise provided in this act, this

act shall take effect July 1, 2017.

================= T ] T L E A MENDMEN T ================

And the title is amended as follows:
Delete everything before the enacting clause

and insert:

A bill to be entitled

An act relating to health care services; amending s.
400.141, F.S.; requiring that nursing home facilities
be prepared to provide confirmation within a specified
timeframe to the Agency for Health Care Administration
as to whether certain nursing home facility residents
are candidates for certain services; amending s.
409.912, F.S.; deleting the fee-for-service option as
a basis for the reimbursement of Medicaid provider
service networks; amending s. 409.964, F.S.; providing
that covered services for long-term care under the
Medicaid managed care program are those specified in
part IV of ch. 409, F.S.; requiring the agency to
apply for and implement state plan amendments or

waivers of applicable federal laws in order to
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1026 implement specified Florida law; deleting an obsolete
1027 provision; amending s. 409.965, F.S.; providing that
1028 certain residents of nursing facilities are exempt
1029 from participation in the long-term care managed care
1030 program; providing for application of the exemption;
1031 providing that eligibility for the Medicaid managed
1032 medical assistance program is not affected by such
1033 provisions; providing conditions under which the
1034 exemption does not apply; requiring the agency to
1035 confirm whether certain persons have been identified
1036 as candidates for home and community-based services;
1037 requiring a certain notice to the agency by nursing
1038 facility administrators; amending s. 409.966, F.S.;
1039 requiring that a required databook consist of data
1040 that is consistent with actuarial rate-setting
1041 practices and standards; requiring that the source of
1042 such data include the 24 most recent months of
1043 validated data from the Medicaid Encounter Data
1044 System; deleting provisions relating to a report and
1045 report requirements; revising the designation and
1046 county makeup of regions of the state for purposes of
1047 procuring health plans that may participate in the
1048 Medicaid program; adding a factor that the agency must
1049 consider in the selection of eligible plans; deleting
1050 a provision for certain additional benefits to receive
1051 particular consideration; deleting an obsolete
1052 provision; amending s. 409.967, F.S.; requiring the
1053 agency to test provider network databases maintained
1054 by Medicaid managed care plans; requiring the agency

Page 37 of 41
5/3/2017 7:04:39 PM 26-05006-17seqgl




Florida Senate - 2017 SENATOR AMENDMENT
Bill No. HB 7117, 1lst Eng.

R ===
1055 to impose fines, and authorizing the agency to impose
1056 other sanctions, on plans that fail to comply with
1057 certain claim payment requirements; prohibiting

1058 certain health insurers or health maintenance

1059 organizations from owning or having a controlling

1060 interest in any primary care group or practice in the
1061 state; amending s. 409.968, F.S.; requiring provider
1062 service networks to be prepaid plans; deleting a fee-
1063 for-service option for Medicaid reimbursement for

1064 provider service networks; amending s. 409.971, F.S.;
1065 deleting an obsolete provision; amending s. 409.974,
1066 F.S.; revising the number of eligible Medicaid health
1067 care plans the agency must procure for certain regions
1068 in the state; deleting provisions that require the
1069 agency to issue an invitation to negotiate under

1070 certain circumstances; deleting preference for certain
1071 plans; deleting an obsolete provision; amending s.
1072 409.978, F.S.; deleting an obsolete provision;

1073 amending s. 409.979, F.S.; providing that certain

1074 exempt Medicaid recipients are not required to receive
1075 long-term care services through the long-term care
1076 managed care program; amending s. 409.981, F.S.;

1077 revising the number of eligible Medicaid health care
1078 plans the agency must procure for certain regions in
1079 the state; deleting provisions that require the agency
1080 to issue an invitation to negotiate under certain

1081 circumstances; deleting a requirement that the agency
1082 consider a specific factor relating to the selection
1083 of managed medical assistance plans; requiring a plan
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1084 to disclose any business relationships it has with
1085 other eligible plans that respond to an invitation to
1086 negotiate; prohibiting the agency from selecting plans
1087 under certain circumstances; providing for

1088 disqualification from participation in any region

1089 under certain circumstances; defining the term

1090 “business relationship”; requiring an eligible plan to
1091 disclose any business relationships it has with other
1092 eligible plans that respond to an invitation to

1093 negotiate; prohibiting the agency from selecting plans
1094 under certain circumstances; providing for

1095 disqualification of an eligible plan from

1096 participation in any region under certain

1097 circumstances; defining the term “business

1098 relationship”; amending s. 409.982, F.S.; revising
1099 parameters under which a long-term care managed care
1100 plan must contract with nursing homes and hospices;
1101 specifying that the agency must require certain plans
1102 to report information on the quality or performance
1103 criteria used in making a certain determination;

1104 creating s. 456.0625, F.S.; defining terms;

1105 authorizing primary care providers or their agents to
1106 enter into direct primary care agreements for

1107 providing primary care services; providing

1108 applicability; specifying requirements for direct

1109 primary care agreements; creating s. 624.27, F.S.;
1110 providing construction and applicability of the

1111 Florida Insurance Code as to direct primary care

1112 agreements; providing an exception for primary care
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1113 providers or their agents from certain requirements
1114 under the code under certain circumstances; amending
1115 Ss. 627.6131, F.S.; prohibiting a health insurer from
1116 retroactively denying a claim under specified
1117 circumstances; providing applicability; amending s.
1118 641.3155, F.S.; prohibiting a health maintenance
1119 organization from retroactively denying a claim under
1120 specified circumstances; providing applicability;
1121 exempting certain Medicaid managed care plans;
1122 amending s. 627.42392, F.S.; revising and providing
1123 definitions; revising criteria for prior authorization
1124 forms; requiring health insurers and pharmacy benefits
1125 managers on behalf of health insurers to provide
1126 certain information relating to prior authorization in
1127 a specified manner; prohibiting such insurers and
1128 pharmacy benefits managers from implementing or making
1129 changes to requirements or restrictions to obtain
1130 prior authorization, except under certain
1131 circumstances; providing applicability; requiring such
1132 insurers and pharmacy benefits managers to authorize
1133 or deny prior authorization requests and provide
1134 certain notices within specified timeframes; creating
1135 S. 627.42393, F.S.; providing definitions; requiring
1136 health insurers to publish on their websites and
1137 provide in writing to insureds a specified procedure
1138 to obtain protocol exceptions; specifying timeframes
1139 in which health insurers must authorize or deny
1140 protocol exception requests and respond to an appeal
1141 to a health insurer’s authorization or denial of a
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request; requiring authorizations or denials to

specify certain information; providing circumstances

in which health insurers must grant a protocol

exception request; authorizing health insurers to

request documentation in support of a protocol

exception request; providing effective dates.
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