59G-9.060 Utilization Control in Institutional Care Facilities.

(1) Purpose. This rule prescribes the requirements, methods and procedures to safeguard against unnecessary or inappropriate utilization of institutional care services.

(2) Definitions.

(a) Active Treatment Plan. An individually written plan of care setting forth measurable goals or objectives stated in terms of desirable behavior and prescribing an integrated program of activities, experiences, or therapies necessary for the individual to reach those goals or objectives. The overall purpose of the plan is to assist the individual to function at the greatest physical, intellectual, emotional, social, or vocational level he can presently or potentially achieve.

(b) Admission Review. The evaluation of the Medicaid applicant’s or recipient’s need for institutional care services in accordance with established medical care and related criteria, including a determination of whether community based care is a viable alternative to institutionalization.

(c) Adverse Continued Stay Decision. A decision based on level of care criteria, that terminates institutional care services or renders the facility unable to provide the services needed by the individual.

(d) Alternate Placement. Any setting other than an institution. Usually refers to a community placement, such as an adult congregate living facility (ACLF), adult foster home (AFH), a group home, a private home or a home for special services (HSS).

(e) Applicant. An individual who applies for Medicaid services under the institutional care program.

(f) Certification. A written statement by which a physician attests to an individual’s need for long term care facility services.

(g) Corrective Action Plan. A written plan of action developed by the facility for the purpose of correcting cited deficiencies in compliance with federal or state regulations, rules or policies.

(h) Agency for Health Care Administration (AHCA). The single state agency designated to administer the state’s Medicaid program. AHCA is responsible for the formulation of policy in conformance with state and federal requirements and for monitoring compliance with policy.

(i) Developmental Services Program Office. The office within HRS responsible for admission and continued stay review of Medicaid applicants’ or recipients’ need for services in an intermediate care facility for the mentally retarded (ICF/MR).

(j) Diagnosis and Evaluation (D & E) Team. An interdisciplinary team of professionals that evaluates an individual in order to determine his eligibility for developmental services, determine his habilitation needs and authorize the provision of needed services.

(k) Area Medicaid Office. The local AHCA office that is responsible for administering the Medicaid program and all related functions in the counties that comprise the area.

(l) Dually Certified Facility. An institutional care facility licensed under state law, and certified under federal regulations, to provide health related care and services to individuals at both the skilled and intermediate levels of care.

(m) Follow-up. Supplementary contact with an individual assessed by Comprehensive Assessment and Review for Long Term Care Services (CARES) for the purpose of reevaluating the individual’s medical and related needs, functional status, living arrangement and the type and frequency of services received.

(n) Habilitation Plan. A plan for providing programs and services to an individual based on a joint interdisciplinary professional diagnosis and evaluation, consisting of at least a complete medical, social, and psychological assessment. The habilitation plan identifies barriers to optimum independent functioning and target behaviors to be achieved by the individual over a 12-month period and also provides the basis for the development of the active treatment plan in an ICF/MR facility.

(o) Hearing. The opportunity afforded any Medicaid applicant or recipient for whom there has been a determination to deny or terminate assistance, to have an unbiased third party render a final decision based on information submitted for review pursuant to the hearing standards contained in federal regulations.

(p) Institutional Care Facility. A nursing home, state mental or tuberculosis hospital, or ICF/MR participating in the Medicaid program.

(q) Institutional Care Services. Medical, habilitative, and other health related services provided to an individual residing in an institutional care facility.

(r) Interdisciplinary Team. A group of persons consisting of representatives of all professional disciplines involved in the care of the institutional care facility resident and participating in the development and implementation of an individual medical, nursing, rehabilitative and active treatment plan to achieve a unified and integrated program for meeting the individual’s needs.

(s) Intermediate Care Facility for the Mentally Retarded, ICF/MR. A facility that has been licensed in accordance with state law and certified in accordance with federal regulations, pursuant to the Social Security Act, as a provider of Medicaid services to persons who are mentally retarded or who have related conditions.

(t) Intermediate Care Resident. A Medicaid applicant or recipient who requires intermediate care services as defined in Rule 59G-4.180 or 59G-4.170, F.A.C.

(u) Level of Care. The type of care required by a Medicaid applicant or recipient based on medical and related needs as defined by the criteria described in Rule 59G-4.290, 4.180, 4.300, or 4.170, F.A.C.

(v) Medicaid Quality of Care Review, MQCR. A periodic on-site review and evaluation by the Medicaid quality of care team of care and services provided to Medicaid residents by institutional care facilities.

(w) Medicaid Quality of Care Review Team. A group of health care and related professionals, organized at the area Medicaid office level, who perform the quality of care review.

(x) Medical Care Evaluation Study. Studies performed by the facility’s Utilization Review Committee, URC, that identify and analyze patterns of care provided to Medicaid residents residing in an institutional care facility and that, when indicated, result in changes that are beneficial to residents.

(y) Monitoring. The performance of on-site or desk reviews of resident records to determine if state and federal rules and regulations governing utilization control are being met.

(z) Nurse Practitioner. An individual certified by the State Board of Nursing pursuant to Section 464.012, F.S.

(aa) Nursing Home. An institutional care facility licensed under Chapter 395, F.S., or Chapter 400, F.S., that provides health related inpatient care and services to individuals needing such services.

(bb) Office of Health Facility Regulation. The agency office responsible for the licensing and certification of all institutional care facilities.

(cc) Physician. A doctor of medicine or osteopathy licensed pursuant to Chapter 458 or 459, F.S.

(dd) Physician Consultant. A doctor of medicine or osteopathy, licensed pursuant to Chapters 458 and 459, F.S., who is employed by AHCA to provide medical consulting services.

(ee) Physician’s Assistant. An individual currently licensed by the state of Florida to practice as a physician’s assistant.

(ff) Plan of Care. Plan of care is an individualized written program developed by health care professionals, based on the medical plan of care established by the attending physician and designed to meet the health and rehabilitation needs of each institutionalized resident.

(gg) Public Assistance Specialist, PAS. The economic services staff member responsible for determining eligibility for the institutional care program.

(hh) Qualified Mental Retardation Professional, QMRP. An individual who meets the requirements defined in 42 CFR 442.401.

(ii) Recertification. A process by which a physician, physician’s assistant or nurse practitioner attests to an individual’s continued need for institutional care facility services at a specific level of care.

(jj) Recipient. An individual for whom institutional care facility services or other health related services are or have been purchased or provided for wholly or in part with Medicaid funds.

(kk) Resident. An applicant or a recipient who resides in an institutional care facility.

(ll) Resident Record. Any file or record kept in the name of the individual Medicaid recipient and maintained in the facility.

(mm) Registered Nurse. An individual licensed to practice professional nursing pursuant to Chapter 464, FS. (nn) Skilled Care Resident. A Medicaid applicant or recipient who requires skilled nursing services as defined in Rule 59G-4.290, F.A.C.

(oo) State Medicaid Office. The office within the agency that has primary responsibility for administration of the Medicaid program.

(pp) State Mental Health or Tuberculosis Hospital. An institutional care facility that provides inpatient psychiatric or tuberculosis hospital services to individuals with a primary diagnosis of mental illness or active tuberculosis.

(qq) Utilization Review (UR). The periodic evaluation of an individual’s need for continued stay in an institutional care facility.

(rr) Utilization Review Committee (URC). A committee that is composed of one or more physicians for intermediate care facilities and two or more physicians for skilled facilities who may be assisted by other professional personnel, and that conducts the UR function in an institutional care facility.

(3) Certification and Recertification of Need for Care.

(a) The certification shall be:

1. Signed and dated on the day of admission or no more than 30 days before the day of admission; or

2. Signed and dated on or before the date of approval of institutional care program payments.

(b) The certification shall indicate the need for a specific level of care: mental hospital; nursing home care; skilled; intermediate I; intermediate II; or intermediate care for the mentally retarded, as defined in Chapter 10D-38, F.A.C.

(c) The certification shall be signed and dated by a physician. “M.D.”, Medical Doctor, or “D.O.”, Doctor of Osteopathy, shall be written after the signature. A rubber stamped signature is acceptable only if initialed by the physician.

(d) Recertification.

1. Subsequent to certification, recertification at a specific level of care shall be performed.

2. Recertification shall be made at least every 60 days following certification for residents receiving mental or tuberculosis hospital services or skilled or intermediate nursing home services.

3. Recertification shall be made at least within every 12 months following certification for recipients receiving intermediate care facility services for the mentally retarded.

4. The recertification shall indicate the need for a specific level of care: mental hospital; skilled or nursing; intermediate; or intermediate care services for the mentally retarded.

(e) The recertification shall be signed and dated by the person completing the recertification and shall clearly identify the individual as a physician, physician’s assistant, or advanced registered nurse practitioner; M.D., Medical Doctor, D.O., Doctor of Osteopathy, P.A., Physician’s Assistant, or A.R.N.P., Advanced Registered Nurse Practitioner. A rubber stamped signature is acceptable only if initialed by the person whose name appears on the stamp.

(f) Any document that satisfies all of the above requirements shall be considered valid for certification or recertification purposes.

(g) Each institutional care provider shall ensure that:

1. Valid and timely recertifications are made; and

2. Certifications and recertifications are maintained in the resident’s medical record or in a central file.

(4) Plan of Care.

(a) Medicaid institutional care services shall be provided in accordance with an individualized written plan of care that is developed by a physician and based on a medical evaluation of each individual’s need for institutional care services. In an ICF/MR the physician’s plan of care shall be included as all or part of the medical section of the habilitation plan.

(b) The plan of care shall be established no more than 30 days prior to an individual’s admission to a mental hospital or nursing home and no more than 90 days before admission to an intermediate care facility for the mentally retarded.

(c) The plan of care shall include, at a minimum, the following components:

1. A medical plan of care, that is the physician’s plan of care which shall include:

a. Diagnoses, symptoms, complaints, and complications indicating the need for admission;

b. A description of the functional level of the individual;

c. Treatment objectives;

d. Any orders for medications, treatments, restorative and rehabilitative services, activities, therapies, social services, diet, and special procedures designed to meet the objectives of the plan of care;

e. Plans for continuing care, including review and modification of the plan; and

f. A discharge plan.

2. A nursing plan of care that is based on both the medical plan of care and a nursing assessment.

3. A social and activity plan of care that is based on both the medical plan of care and a social and activity assessment.

4. A dietary plan of care that is based on both the medical plan of care and a dietary assessment.

(d) The written medical evaluation and medical plan of care shall be entered into the resident’s record before or at the time of approval of Medicaid institutional care program.

(e) If the individual is residing in the facility at the time of application, the evaluation and plan of care shall be entered into the resident’s record immediately upon completion of the evaluation and plan.

(f) A physician and other personnel involved in the recipient’s care shall review each plan of care at least within every 60 days for individuals receiving skilled care services and within every 90 days for individuals receiving intermediate care services and mental or tuberculosis hospital services.

(g) Physician’s orders given orally in person or by telephone shall be signed and dated by the physician within 10 days.

(h) The medical plan of care shall be implemented upon admission.

(i) Each plan of care shall be kept current by a member of each discipline involved in the resident’s care and shall be consistent with the observed condition of the resident, and shall be appropriate to meet the medical, psychiatric, social, and psychological needs of the resident.

(j) Each resident’s record shall provide evidence that the plan of care was reviewed and revised as required and as necessary by each professional discipline involved in the care of the resident.

(5) Admission Review.

(a) Pre-admission evaluation requirements. Prior to each admission or approval for the Institutional Care Program (ICP) a medical evaluation shall be performed.

1. A physician shall make a medical evaluation of the need for each applicant’s admission to or continued placement in an institutional care facility.

2. Each medical evaluation shall include:

a. A diagnosis;

b. A summary of present medical findings;

c. A medical history;

d. An evaluation of the mental and physical functional capacity of the individual;

e. A recommendation regarding admission to or continued placement in an institutional care facility; and

f. A recommendation regarding the length of time the individual will need institutional care.

3. Each medical evaluation shall include identification of significant physiological, social, and related functional problems contributing to the recipient’s or applicant’s need for institutional care services, and if applicable, the need for the psychiatric care being recommended.

4. Each medical evaluation shall also include an evaluation of the individual’s immediate potential for improvement and transfer to alternate care or whether continuation of institutional care at the present level should be continued for an extended period.

(b) HRS’s review of the need for admission:

1. An admission review shall be performed by HRS for each applicant or recipient requesting services under the institutional care program.

a. Admission review shall be performed prior to admission of the individual to the institutional care facility or prior to Medicaid reimbursement for institutional care services.

b. Each admission review decision rendered by HRS staff shall be considered valid for 45 days from the determination for nursing home, mental hospital and tuberculosis hospital applicants and 90 days from the determination for intermediate care facility for the mentally retarded applicants.

2. Admission review shall include a determination of need for institutional care services; a specific level of care and an alternate placement decision as appropriate.

3. The level of care shall be determined by comparing the medical and related needs of each applicant to the medical care criteria established in rule Rules 59G-4.290, 59G-4.180, 59G-4.300 and 59G-4.170, F.A.C.

4. Once a Medicaid admission decision and level of care determination has been made and the individual is placed in an institutional care facility, the individual shall be considered a Medicaid eligible institutional care resident as long as the individual remains in the facility and is covered by either Medicare or Medicaid and there is no break in Medicaid institutional care payments due to loss of eligibility.

(6) Utilization Review (UR).

(a) Each institutional care facility participating in the Medicaid program shall have in effect a UR plan.

(b) Each UR plan shall:

1. Provide for a committee or group to be responsible for performing utilization review for each Medicaid recipient in the facility;

2. Describe the organization, composition, and functions of the committee;

3. Specify the frequency of committee meetings;

4. Describe the type of records to be kept;

5. Outline the methods and criteria to be used to assign subsequent dates for continued stay reviews;

6. Describe the methods for selecting and conducting medical care evaluation studies;

7. State the arrangements for committee reports and their dissemination; and

8. Outline the responsibilities of the facility’s administrative staff.

(c) For Medicare and Medicaid facilities, the Medicare UR committee shall serve as the UR committee for Medicaid purposes.

(d) The UR committee shall not include any individual who:

1. Is employed by the facility for which review responsibility is assumed;

2. Is directly responsible for the care of residents whose care is being reviewed; or

3. Has financial interest in any facility of the type for which review responsibility is assumed.

(e) No facility UR plan shall be implemented until the agency’s Office of Health Facility Regulation has determined that the plan is in compliance with current federal and state rules and regulations.

(f) Each UR committee shall obtain information from the resident’s medical record and use the approved level of care criteria in making determinations regarding level of care and need for continued institutional placement.

(g) Each UR committee shall perform medical care evaluation studies except in facilities that provide only intermediate levels of institutional care.

(h) HRS delegates to the UR committee, for each institution, the responsibility of determining the medical necessity of continued placement for each resident and the determination of the level of care. HRS shall overrule a determination of the UR committee of the facility regarding continued stay and level of care should HRS find that the committee’s decision is not supported by the medical and social information contained in the individual’s record or provided by the facility staff or attending physician. The individual may appeal HRS’s decision regarding continued stay in the facility in accordance with Chapter 10-2, Part VI HEARINGS, F.A.C.

(i) HRS shall review all adverse continued stay decisions.

(j) Reimbursement by Medicaid shall be available for utilization review functions performed for Medicaid applicants and recipients residing in participating facilities.

(k) The utilization review reimbursement procedures contained in paragraphs (l) through (o) below do not apply to ICFs/MR or to state owned and operated facilities.

(l) Reimbursement shall be a fixed rate for each continued stay review completed in accordance with state and federal rules and regulations. The rate shall be set by the agency’s Office of the Director of Medicaid based on the appropriation for utilization review.

(m) Payments for UR shall be made directly to the facility. The facility is responsible for any reimbursement of the UR committee members. Payment for reviews performed after the assigned review date is the responsibility of the facility.

(n) Overpayments shall be recouped. When overpayments are discovered, the facility shall be given 30 days from date of notification to submit repayment. If the repayment is not forwarded to the agency by the facility within 30 days, the amount of overpayment will be automatically deducted from the facility’s next utilization review invoice.

(o) Claims for UR reimbursement submitted in excess of 6 months from the date of completion of the continued stay review will be denied Medicaid payment.

(7) Medicaid Quality of Care Review (MQCR).

(a) MQCRs shall be performed in all Medicaid participating nursing homes, state mental hospitals and intermediate care facilities for the mentally retarded in which there are one or more residents approved for Medicaid payments.

(b) MQCRs shall be performed by the end of the anniversary quarter of the facility’s entry into the Medicaid program or by the end of the quarter in which the previous Medicaid quality of care review was performed.

(c) MQCR teams shall be composed of at least two members; one shall be a physician or a registered nurse and the other member may be a social worker or QMRP.

(d) MQCR team members shall have no financial interest in or be employed by any facility of the type for which review responsibility is assumed.

(e) MQCR teams shall determine whether the services provided or made available are:

1. Adequate to meet the health needs of each resident;

2. Adequate to meet the rehabilitative and social needs of each resident; and

3. Adequate to promote optimal physical, mental and psychosocial functioning of each resident.

(f) MQCR teams shall evaluate whether it is feasible to meet the resident’s needs through alternative institutional or non-institutional services.

(g) An exit conference shall be conducted at the conclusion of the MQCR, on the last day of the MQCR if time permits, but no later than 2 working days following the MQCR.

(h) Corrective action shall be required, when non-compliance or deficiencies are identified during the MQCR of any facility.

(i) Area Medicaid staff shall monitor to determine whether corrective action has been taken.

(j) Failure to correct deficiencies may result in termination of facility’s Medicaid provider agreement or the application of administrative sanctions.

(k) Referrals shall be made to headquarters by the Agency’s Office of Medicaid Program Development (PDMD) when Office of Health Facility Regulation (PDRL) follow-up is required.

(l) PDRL will be notified immediately by the area Medicaid office if MQCR findings indicate there is an imminent threat or danger to the life, health or safety of any resident.

(m) Each facility shall be provided with a written report of Medicaid quality of care review findings.

(8) Physician Visits. Regular physician visits shall be an integral part of each resident’s care.

(a) Each resident receiving skilled level of care services shall be seen by a physician at least once every 30 days for the first 90 days following admission or readmission. Subsequent to the 90th day, an alternate schedule may be adopted. Alternate schedules shall not exceed 60 days between visits and shall not apply to residents who require specialized rehabilitative services.

(b) Each resident receiving intermediate level of care services shall be seen by a physician at least once every 60 days following admission or readmission. An alternate schedule may be adopted; but at no time may the alternate schedule exceed 120 days between visits.

(c) Each resident receiving mental or tuberculosis hospital services shall be seen by the attending or staff physician in accordance with acceptable medical hospital practice.

(9) Responsibilities.

(a) The facility shall:

1. Perform utilization review for each Medicaid applicant and recipient in accordance with applicable Medicaid policies as provided by federal and state regulations.

2. Maintain utilization review records.

(b) The Medicaid program office shall:

1. Develop, implement, maintain and monitor the statewide utilization control program for Medicaid institutional care services;

2. Develop, implement and monitor the statewide quality of care and medical review system for SNFs, ICFs, ICFs/MR, and mental hospitals.
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