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MANUAL LETTER # HEALTH AND HUMAN SERVICES 482 NAC 1-000

1-000 INTRODUCTION

1-001 SCOPE AND AUTHORITY: These regulations govern Nebraska’s Medicaid Managed
Care program.

1-001.01 Legal Basis: The Nebraska Medicaid Program is authorized by the State’s
Medical Assistance Act, Neb.Rev.Stat. Section 68-901 et seq. Nebraska’s Managed Care
Program is authorized under Section 1932 of the Social Security Act, which permits a
state to operate a managed care program through its State Plan. Nebraska operates a
1915(b) waiver to require special needs children and Native-Americans to participate in
the Physical Health Managed Care Program. The 1915 (b) waiver permits Nebraska
Medicaid to operate the Behavioral Health Managed Care Program.

1-001.02 Purpose: Managed Care was developed to improve the health and wellness of
Nebraska’s Medicaid clients by increasing their access to comprehensive health services
in a way that is cost effective to the-State Medicaid.

1-002 DEFINITIONS: The following definitions apply:

Action means the:

1. Denial or limited authorization of a requested service, including the type or level of
service;

Reduction, suspension, or termination of a previously authorized service;

Denial, in whole or in part, of payment for a service;

Failure to provide services in a timely manner, as defined by the State Medicaid;
Failure of the MCO to act within the timeframes; or

For a rural area resident with only one MCO to choose from, the denial of a
Medicaid enrollee’s request to obtain services outside the network:

28 IS Pl (ol A

a. From any other provider (in terms of training, experience, and specialization)
not available within the network;

b. From a provider not part of the network who is the main source of a service to
the recipient - provided that the provider is given the same opportunity to
become a patrticipating provider as other similar providers. If the provider
does not choose to join the network or does not meet the qualifications, the
enrollee is given a choice of participating providers and is transitioned to a
participating provider within 60 days;

c. Because the only plan or provider available does not provide the service
because of moral or religious objections;

d. Because the recipient’s provider determines that the recipient needs related
services that would subject the recipient to unnecessary risk if received
separately and not all related services are available within the network; or

e. Medicaid determines that other circumstances warrant out-of-network
treatment.

Advance Directive means a written instruction, such as a living will or durable power of
attorney for health care, recognized under State law, relating to the provision of healthcare
when the individual is incapacitated.
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Adverse Action means (In the case of a Managed Care Organization {MCO} health plan):

1.

arwd

Denial or limited authorization of a requested service, including the type or level
of service;

Reduction, suspension, or termination of a previously authorized service;

Denial, in whole or in part, of payment for a service;

Failure to provide services in a timely manner; and

Failure of an MCO health plan to act within grievance process timelines.

ADA means the Americans with Disabilities Act of 1990 as amended, 42 U.S.C. 12101 et

seq.

Appeal means request for review of or Administrative Hearing on an action .

Auto-Assignment means the process by which a client who does not select a physical

health plan and Primary Care Provider (PCP) within a predetermined length of time during
enrollment activities, is automatically assigned to a health plan and PCP. Also referred to
as Assignment or Default Assignment.

Basic Benefits Package for physical health means the following physical health services

that represent a minimum benefits package that must be provided by the health plan to
clients enrolled in Managed Care:

1.
2.

3.

Inpatient hospital services (see 471 NAC 10-889);

Outpatient hospital services (see 471 NAC 10-099, 21-099, 26-099, and 22-
009);

Clinical and anatomical laboratory services, including administration of blood
draws completed in the non-mental health physician office or non-mental
health outpatient clinic for Mental—Health/Substance —Abuse—(MH/SA}
Behavioral Health diagnoses (see 471 NAC 10-809 and 18-099);

Radiology services, excluding radiology services related to MH/SA (see 471
NAC 10-008 and 18-899);

HEALTH CHECK (Early Periodic Screening and Diagnosis and Treatment as
federally mandated) services (see 471 NAC 33-899 and 482 NAC 5-003.02);
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6. Physician services, including nurse practitioner services, certified nurse
midwife services, and physician assistant services, anesthesia services
including a Certified Registered Nurse Anesthetist, excluding anesthesia for
MH/SA (see 471 NAC 18-090 and 29-099);

7. Home health agency services (see 471 NAC 9-888). (This does not include
non-home health agency approved Personal Assistance Services under 471
NAC 15-0089);

8. Private duty nursing services (see 471 NAC 13-800);

9. Therapy services, including physical therapy, occupational therapy, and
speech pathology and audiology (see 471 NAC 14-009, 17-099, and 23-000);

10. Durable medical equipment and medical supplies, including hearing aids,
orthotics, prosthetics and nutritional supplements (see 471 NAC 7-880 and
8-666);

11. Podiatry services (see 471 NAC 19-090);

12. Chiropractic services (see 471 NAC 5-099);

13. Ambulance services (see 471 NAC 4-099);

14. Visual services (see 471 NAC 24-009);

15. Family Planning services (see 471 NAC 18-889 and 482 NAC 4-004.03);

16. Emergency and post stabilization services (see 471 NAC 10-0090 and 482
NAC 4-004.04);

17. Federally Qualified Health Center (FQHC), Rural Health or Tribal Clinic
services (see 471 NAC 11-8069, 29-009, 34-000 and 482 NAC 5-004.06);

18. Skilled/Rehabilitative and Transitional Nursing Facility services (see 471 NAC
12-099 and 482 NAC 2-004.04);

19. Transitional Hospitalization services (see 471 NAC 10-099, 482 NAC
2-002.04D, 2-003.03 and 2-004.01A); and

20. Transitional Transplantation services (see 471 NAC 10-000 and 482 NAC
2-004)._and

21. Free Standing Birth Center services (See 471 NAC Xx42).

Mental Health/Substance - Abuse {(MH/SA) Behavioral Health Network means the network
of MHISA behavioral health providers that constitutes the MH{SA behavioral health
services component of Managed Care.

Mental Health-and-Substance- Abuse {MH/SA)} Behavioral Health Benefits Package means
the following MH/SA behavioral health services:

Crisis Stabilization Services (see 471 NAC 20-009, 471 NAC 32-009)

Inpatient Services (see 471 NAC 20-000, 471 NAC 32-000)

Residential Services (see 471 NAC 32-000)

Outpatient Assessment and Treatment (see 471 NAC 20-099, 471 NAC 32-009)
Rehabilitation Services (see 471 NAC 35-000)

Support Services.

1.
2.
3.
4.
5.
6.
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Capitation Payment means the fee paid by the-Department Medicaid to an MCO on a
monthly basis for each client enrolled with the physical health_or behavioral health plan.
The fee covers all services required to be provided by the MCO to the client, regardless of

whether the client receives services or not.
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Carve-Out means those services not included in beneflt packaqes for manaqed care. that

CER means Code of Federal Regulations.

Claim means a request for payment for services rendered or supplies provided by the
provider to a client.

Clean claim means a claim that has no defect or impropriety, including any lack of
required substantiating documentation, or particular circumstances requiring special
treatment that otherwise prevents timely payment being made on the claim.

CMS means the Centers for Medicare and Medicaid Services - the division within the
federal Department of Health and Human Services responsible for administering the
Medicare, Medicaid, and Children's Health Insurance programs.

Choice means the client's freedom to choose a health plan and Primary Care Provider
(PCP) within the health plan network. Enrollment for the Mental-Health-and-Substance
Abuse Behavioral Health Package is "automatic" and does not require a choice of
provider or plan.

Client means any individual entitled to benefits under Title XIX or XXI of the Social
Security Act, and under Medicaid as defined in the Nebraska Administrative Code. This
term is used interchangeably with member and enrollee.

Cold Call Marketing means any unsolicited personal contact by a MCO with a potential
enrollee for the purpose of marketing.

Contract means the legal and binding agreement between the Nebraska Department of
Health and Human Services Division of Medicaid and Long-Term Care and any of the
vendors participating in Managed Care.

Cutoff means_the last day in which 5:00—p-m—Meuntain—Standard—Time—on-thefourth
working—night—before—the—end-—of the—month. Ddata must be entered en_into the
Department’'s Medicaid computer system by-this—deadline in order for changes to be

effective the first of the next month.
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Designated Specialty Care Physician means a specialty care physician who has
enhanced responsibilities for clients with special health care needs, designated upon
review and concurrence by the Primary Care Physician (PCP) and the physical health
plan providing the Basic Benefits Package. The designation of the specialty care
physician allows for greater continuity of care between the PCP and specialty care
physician, such as open referrals, shared PCP responsibilities, etc.

Disenrollment means a change of a client’s enroliment from one physical health plan to
another (i.e. transfer).

Emergency Medical Condition means a medical condition, the onset of which is sudden,
that manifests itself by symptoms of sufficient severity, (including severe pain) that a
prudent layperson, who possesses an average knowledge of medicine and health, could
reasonably expect the absence of immediate medical attention to result in:

1. Placing the health of the individual (or with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy;

2. Serious impairment to bodily functions; or

3. Serious dysfunction of any bodily organ or part.

Emergency Services means covered inpatient and outpatient services that are either
furnished by a provider that is_qualified to furnish these services under 42 CFR or the

services needed to gualified-Medicaid-providerand-are-needed-to-evaluate or stabilize an

emergency medical condition.

Encounter Data means line-level utlllzatlon and expendlture data for services furnished to
- to enrollees

throuqh the MCO.

Enrollee means a Medicaid recipient who is currently enrolled in a MCO in a given
managed care program. This term is used interchangeably with member.

Enroliment means completion by the client of all requirements of the enrollment process in
the coverage areas for purposes of the physical health managed care, including receiving
managed care information, and selecting a physical health plan and Primary Care
Provider (PCP). In some cases, if a client does not complete enrollment, s/he is auto-
assigned to a physical health plan and PCP.

Enroliment Broker Services (EBS) means a contracted entity that is responsible for
enrollment activities and choice counseling.

Enroliment Month means enrollment period for a client effective the first of the month
through the end of the month.

Enroliment Report means a data file provided by the-Department Medicaid to the MCO
health plan and the MH/SA behavioral health plans that lists all clients enrolled and
disenrolled/waived for the enroliment month in that plan. The enroliment report is used as
the basis for the monthly capitation payment to the plan.

Entity means a generic term used to reference any of the contracted vendors participating
in Managed Care.
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Established Only Client means a Primary Care Provider's (PCP) intent to only provide a
medical home to a client with whom the PCP has a previous physician-patient
relationship.

External Quality Review Organization (EQRO) means an organization that meets the
competence and independence requirements to perform analysis and evaluation of
aggregated information on quality, timeliness, and access to the health care services that
a health plan furnishes to Medicaid clients.

Family Planning Services means services to prevent or delay pregnancy, including
counseling services and patient education, examination and treatment by medical
professionals, laboratory examinations and tests, medically approved methods,
procedures, pharmaceutical supplies and devices to prevent conception. This includes
tubal ligations, vasectomies, and treatment for sexually transmitted diseases (STD). This
does not include hysterectomies or other procedures performed for a medical reason,
such as removal of an intrauterine device due to infection, or abortions

Fee-for-Service means payment of a fee for each service provided to a client who is not
enrolled in Managed Care or for services excluded from the Basic Benefits Packages.

Grievance means an expression of dissatisfaction about any matter other than an action
as defined above. The term is also used to refer to the overall system that includes
grievances and appeals handled at the health-ptar MCO level and access to the State fair
administrative hearing process.

Healthcare Effectiveness Data and Information Set (HEDIS) means the most widely used
set of standardized performance measures used in the managed care industry, designed
to allow reliable comparison of the performance of managed health care plans. HEDIS is
sponsored, supported, and maintained by the National committee of Quality Assurance

(NCQA).

Health Care Practitioner means a health care professional who is licensed, certified, or
registered with Nebraska Department of Health and Human Services Division of Public
Health or with the comparable agency in the state in which s/he practices his/her

profession.

Health Maintenance Organization (HMO) means a type of managed care organization that
has a Certificate of Authority to do business in Nebraska as an HMO through the
Nebraska Department of Insurance.

Interim PCP means a Primary Care Provider (PCP) designated by the physical health plan
when the client’s chosen or assigned PCP is not available and the duration is only
applicable until the client requests a different PCP.
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Lock-In._ means a method used by Medicaid to limit the medical services and
pharmaceuticals provided to NE Medicaid clients who have been determined to be
abusing or inappropriately utilizing services provided by Medicaid. In some complex health
conditions, a second treating provider may be added to the member’s “locked-in” profile
for medication prescription. This usually occurs with psychiatry or pain management once
confirmation is received from both providers.

Managed Care Plan (Health Plan) means a contracted managed care entity that provides
behavioral or physical health services to members enrolled in Managed Care.

Managed Care Organization (MCO) means an organization that has or is seeking to
qualify for a comprehensive risk contract to provide services to Medicaid managed care
enrollees. An entity that has, or is seeking to qualify for a comprehensive risk contract that
is:

1. A Federally qualified HMO that meets the advance directives requirements of 42 CFR

489.100 et seq.-Subpartt; or
2. Any public or private entity that meets the advance directives requirements and is

determined to also meet the following conditions:

a. Makes the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
recipients within the area served by the entity; and

b. Meets the solvency standards of 42 CFR 438.116.

Medicaid means the Department of Health and Human Services Division of Medicaid and
Long-Term Care.

Medical Home means a community-based primary care setting which provides and
coordinates high quality, planned, family-centered: health promotion, acute illness care
and chronic condition management.

Medical Necessity means health care services and supplies which are medically
appropriate and

1. Necessary to meet the basic health needs of the client;

2. Rendered in the most cost-efficient manner and type of setting appropriate for
the delivery of the covered service;

3. Consistent in type, frequency, duration of treatment with scientifically based
guidelines of national medical, research, or health care coverage organizations
or governmental agencies;
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4. Consistent with the diagnosis of the condition;

5. Required for means other than convenience of the client or his or her physician;

6. No more intrusive or restrictive than necessary to provide a proper balance of
safety, effectiveness, and efficiency;

7. Of demonstrated value; and

8. No more intense level of service than can be safely provided.

The fact that the physician has performed or prescribed a procedure or treatment or the
fact that it may be the only treatment for a particular injury, sickness, or mental illness does
not mean that it is covered by Medicaid. Services and supplies which do not meet the
definition of medical necessity set out above are not covered.

Member means a Medicaid recipient who is enrolled in a MCO in a given managed care
program. This term is used interchangeably with enrollee.

NAC means the Nebraska Administrative Code.

NMES means the Nebraska Medicaid Eligibility System, which is an automated eligibility
verification system for use by Medicaid service providers oefservice.

NMMCP means the Nebraska Medicaid Managed Care Program.

Patient-Centered Medical Home means an enhanced model of primary care in which a
patient establishes an ongoing relationship with a Primary Care Provider (PCP) and a
PCP-directed team of health care providers. This team coordinates all aspects of a
patient's physical and mental health care needs, including prevention and wellness, acute
care and chronic care, across the health care system in order to improve access and
health outcomes in a cost effective manner.

PCP Transfer means a change in a client's assignment from one Primary Care Provider
(PCP) to another PCP.

Peer Review Organization means an organization under contract with the State Medicaid
to perform a review of health care practitioners of services ordered or furnished by other
practitioners in the same professional fields.

Per Member Per Month (PMPM) means the basis of capitation payment for a Managed
Care Organization (MCO).

Physician Extender means a nurse practitioner, physician assistant, certified nurse
midwife, or second-year and third-year resident who meet the requirements for practicing
in Nebraska, and who is enrolled with Medicaid.-

Prepaid Inpatient Health Plan (PIHP) as defined by 42 CFR 438.2, is an entity that
(1) Provides medical services to enrollees under contract with the State agency, and on
the basis of prepaid capitation payments, or other payment arrangements that do
not use State plan payment rates;
(2) Provides, arranges for, or otherwise has responsibility for the provision of any
inpatient hospital or institutional services for its enrollees; and
(3) Does not have a comprehensive risk contract.
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Plan means a generic term used to reference any of the contracted health plans
participating in Managed Care. This is a healthcare entity that meets the definition of a
Managed Care Organization for the provision of the Basic Benefits Package and
referenced in the Title as the "physical health plan." For purposes of the Mental-Health
and-Substance—Abuse Behavioral Health Package, this is referenced as the "MH/SA
behavioral health plan.”

Primary Care Provider (PCP) means a medical professional chosen by the member or

assigned to provide primary care services. Provider types that can be PCPs are licensed
Medical Doctors (MDs) or Doctors of Osteopathy (DOs) from any of the following practice
areas: General Practice, Family Practice, Internal Medicine, Pediatrics, and
Obstetrics/Gynecology (OB/GYN). PCPs may also include Advanced Practice Registered
Nurses (APRNs) and Physician Assistants (PAs) when APRNs and PAs are practicing
under _the supervision of a physician specializing in Family Practice, Internal Medicine,
Pediatrics or Obstetrics/Gynecology who also qualifies as a PCP under the managed care

contracts).

Primary Care Services means all health services and laboratory services customarily
furnished by or through a general practitioner, family physician, internal medicine
physician, ©B/GYN obstetrician/gynecologist, or pediatrician, to the extent the furnishing
of those services is legally authorized in the State in which the practitioner furnishes them.

Provider means any individual or entity that is engaged in the delivery of health care
services under agreement with the Medicaid agency and is legally authorized to do so by
the State in which it delivers the services.

Provider Agreement means any written agreement between the provider and the
Department Medicaid, for the purpose of enrolling as a Medicaid provider, or between the
physical health or MH{SA behavioral health plan and the provider for the purpose of
participating in Managed Care.

Returned Claim means a claim that has not been adjudicated because it has a material
defect or impropriety.
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Risk Contract means a contract under which the contractor:

1. Assumes risk for the cost of the services covered under the contract; and

2. Incurs loss if the cost of furnishing the services exceeds the payments under
the contract.

Slots means a designated number of clients for whom a Primary Care Provider agrees to
provide a medical home under Managed Care.

Subcontract means any written agreement between the Physical Health or MH{SA
behavioral health plan and another party to fulfill the requirements of 482 NAC except
Provider Agreements as defined above.

Substitute Health Services means those services a health plan uses as a replacement for
or in lieu of a services covered in the Basic Benefits package because the health plan has
determined: (1) the health plan reimbursement for the Substitute Health Service is less
than the MCO reimbursement for the covered service would have been had the covered
service been provided; and (2) that the health status and quality of life for the client is
expected to be the same or better using the Substitute Health Services as it would be
using the covered service.

TPLR (Third Party Liability Resource) means any individual, entity, or program that is, or

may be liable to pay all or part of the cost of medical services furnished to a ehent
member.

Waiver of Enrollment means a change in the status of a member from being considered

mandatory for participation in Managed Care to being not mandatory for participation in
Managed Care.
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2-000 CLIENT PARTICIPATION AND ENROLLMENT - PHYSIGALHEALTH-MANAGED

CARE

2-001 MANDATORY AND EXCLUDED CLIENTS

2-001.01 Mandatory for Physical- Health Managed Care: The following Medicaid-eligible

clients are required to participate in Physical-Health Managed Care unless excluded i
482 NAGC2-001.03.

1.

Clients participating in the Aid to Dependent Children Program - Grant/Medical
(see Title 468 NAC). For purposes of Managed Care, this includes clients
participating in the Medical Assistance Programs for Children (i.e., Ribicoff),
Medical Assistance for Children (MAC), School Age Medical (SAM) and Kids
Connection (see Title 477 NAC);

Clients patrticipating in the Aid to Aged, Blind, and Disabled Program -
Grant/Medical (see Title 469 NAC); and

Clients participating in the Child Welfare Payments and Medical Services
Program (i.e., IV-E, Non-IV-E, Former Wards, Subsidized Guardianship
cases) (see Title 479).

The client’'s managed care status (mandatory or excluded) is determined by an automated
interface between the-Department’s Medicaid’s eligibility system and the Managed Care

system,

and is based on information entered on the Medicaid eligibility system by-the

Department of Health-and Human Senvices staff, and known at the time of the-time—of the

interface. Clients mandatory for managed care cannot voluntarily waive enroliment unless
excluded under 482 NAC 2-001.032 or 2-001.03.

2-001.02 {Reserved)} Excluded Clients for Behavioral Health: The following clients are

excluded from Behavioral Health Managed Care (based on the information known to the

DHHS eligibility system):

N[

|

o7 [

|©

Medicaid clients for the period of retroactive eligibility;

Aliens who are eligible for Medicaid for an emergency condition only (see Titles
468, 469, 477, 479 NAC);

Medicaid clients who have excess income or who are designated to have a
Premium Due;

Medicaid clients eligible during the period of presumptive eligibility;

Participants in an approved Program for All-inclusive Care for the Elderly (PACE)
program;

Clients with Medicare coverage where Medicaid only pays co-insurance and
deductibles; and

Unborn children of otherwise ineligible pregnant women.

2-001.03 Excluded Clients for Physical Health: The following clients are excluded from
Physical Health Managed Care (based on the information known to the DHHS eligibility

system):

1.

2.

Medicaid clients who have Medicare—Fhis—exemption—does—rotapply-to-the

Medicaid clients who reside in Nursing Facilities (NF) at custodial levels of
care or in Intermediate Care Facilities for Mental Retardation (ICF/MR) or in
Psychiatric Residential Treatment Facilities (PRTF) (see 471 NAC 12-099,
471 NAC 31-009, 471 NAC 32, and 482 NAC 2-004.04);
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3. Medicaid clients who participate in a Home and Community Based Waiver
(HCBS). This includes adults with mental retardation or related conditions,
aged persons or adults or children with disabilities (AD waiver), children with
mental retardation and their families, clients receiving Developmental
Disability Targeted Case Management Services, adults with traumatic brain
injury (TBI waiver), and any other group for whom the State has received
approval of the 1915 (c) waiver of the Social Security Act;

4, Medicaid clients for any period of retroactive eligibility—Managed—Care

" " . Iy

5.  Clients residing out-of-state or those who are considered to be out-of-state
(i.e., children who are placed with relatives out-of-state, and who are
designated as such by DHHS personnel);

6. Aliens who are eligible for Medicaid for an emergency condition only (see
Titles 468, 469, 477, 479 NAC);

7. Clients participating in the Refugee Resettlement Program - Grant/Medical
(see Title 470 NAC);

8. Clients who have excess income (i.e., spenddown - met or unmet) or who are
designated to have a premium due ;

9. Clients participating in the State Disability Program (see Title 469 NAC);

10. Clients eligible during a period of presumptive eligibility (see 471 NAC 28-00);

11. Organ transplant recipients from the day of transplant forward (see 471 NAC
10-000 and 482 NAC 2-004);

12. Clients who have received a disenrollment/waiver of enroliment (see 482 NAC
2-004);

13. Clients who are participating in the Breast and Cervical Cancer Prevention
and Treatment Act of 2000 (Every Woman Matters Program);

14. Clients receiving Medicaid Hospice Services;

15. Individuals who are patients in Institutions of Mental Disease (IMD) who are
between the ages 21-64; and

16. Clients participating in the Subsidized Adoption Program, including those who
receive a maintenance subsidy from another state (see 469 NAC)z;

17. Participants in_an approved Program for All-inclusive Care for the Elderly
(PACE) program; and

18. Unborn children of otherwise ineligible pregnant women.

2-001.04 Coverage Rules

2-001.03A

Coverage before enrollment: Medicaid coverage for clients excluded from

Managed C

are participation remains on a fee-for-service basis. Clients who are excluded

cannot voluntarily enroll.

2-001.03B Coverage during enrollment: Due to changes in a client’s Medicaid eligibility

and/or man
periodically
provision of

datory for managed care status, a client’s enrollment in managed care may
change. The physical-health managed care plan(s) is responsible for the
the BasicBenefits Package services covered by managed care for the client

as long as s/he is identified as a member of that health managed care plan.
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2-002 ENROLLMENT

2-002.01  Purpose of Enrollment Process: Fhe—Department Medicaid maintains
responsibility for the enrollment of clients into a—Physical-Health Managed Care Plan<{
health—plan), through departmental and contractual arrangements. The use of an
enrollment broker precludes any direct enrollment activities by the health managed care
plan. The role of the enrollment broker services (EBS) is the enroliment of the mandatory
managed care clients into a physical health plan and assignment of a Primary Care
Provider (PCP).

The enrollment broker services are intended to assist the client in understanding
enrollment requirements and patrticipation in Managed Care. To facilitate this effort, the
health managed care plans is are required to have an understanding of the client
population and the enrollment process, and to assist the-Bepattment Medicaid and the
enrollment broker in providing adequate information to the client. The health managed
care plans is are also required to work cooperatively with the-Department Medicaid and
EBS to resolve issues relating to client participation and enrollment, and to have the
technological capability and resources available to interface with the—Departments
Medicaid’s support systems.

2-002.02  (Reserved} Enrollment Activities in the Behavioral Health Managed Care
Organization: Clients are enrolled in Behavioral Health Managed Care (behavioral health
plan) by virtue of their eligibility for Medicaid in the categories listed in 482 NAC 2-001.01.
There is no separate enrollment process for these services. The Behavioral Health plan
shall agree to accept Medicaid clients in the order in which they are enrolled

2-002.02A Changes in Eligibility: Changes in the client's eligibility may affect
his/her managed care status, e.g., mandatory or excluded. The client receives a
notice with a change in managed care coverage.

2-002.02B Effective Date of Behavioral Health Coverage: The effective date of
coverage is the first day of the month of mandatory status determination and
enrollment into the behavioral health plan.

The behavioral health plan is responsible for the client effective with the date of
managed care coverage under Nebraska Medicaid regardless of the client's level of
care at the time of enrollment. The first payment to the plan begins the first month
of Behavioral Health enrollment.

2-002.02C Behavioral Health Services Before Enrollment in Nebraska Medicaid:_If
eligibility for Nebraska Medicaid is determined, Medicaid-coverable Behavioral
Health services received before the month of Nebraska Medicaid coverage in the
benefits package will be paid on a fee-for-service basis under the rules and
regulations of Nebraska Medicaid in 471 NAC.

2-002.03D Client Notification of Managed Care Coverage: The client or the client's
legal representative will be notified of managed care coverage and will be issued a
notice of enrollment.
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2-002.03E MCO Notification of Managed Care Coverage: The behavioral health
plan will be notified of enrolled clients via an enroliment report (in the form of a data
file). The Department Medicaid electronically transmits the enrollment report to the
behavioral health plan on or before the first day of each enrollment month. The
enrollment report provides the behavioral health plan with ongoing information about
its clients and will be used as the basis for the monthly capitation.

The behavioral health plan is responsible for providing the Behavioral Health
Benefits Package to clients listed on the enrollment report generated for the month
of enrollment. Any discrepancies between the client notification and the enrollment
report will be reported to the Department Medicaid for resolution. The behavioral
health plan shall continue to provide and authorize services until the discrepancy is
resolved.

2-002.03 _Enrollment Activities in_the Physical Health MCO: The client must, after
receiving Managed Care information, choose a Physical Health Managed Care plan
(health plan) and Primary Care Provider (PCP) (i.e. voluntary choice). Note: Family
members may select different PCP and health plans but will be encouraged to choose the
same health plan.

Voluntary choice and all enrollment activities must be completed and entered on the
Managed Care system by the EBS within fifteen calendar days following the date of the
notice sent to the client informing of the need to enroll. After fifteen calendar days, if a
choice has not been made (i.e. voluntary choice), automatic assignment (see 482 NAC 2-
002.06) will be completed by the-Department Medicaid and-willbecome-active-the-firstof
the-next-meonth-pessible,—given-system-eutoff. Enrollment activities may be completed via,

telephone call, or by mail.

The health plan must agree to accept Medicaid clients in the order in which they are
enrolled through the EBS and the-Department’'s Medicaid’s auto-assignment process.

The client must have the opportunity to choose the health plan and PCP of his/her choice,
to the extent possible and appropriate.

Enroliment in Physical Health Managed Care is prospective, and is activated the first of
the next month, given system cutoff.

2-002.03A Reenrollment: If the client is identified as mandatory for enroliment in
the Managed Care within two months of loss of Medicaid eligibility, the client will
automatically be enrolled with the previous health plan effective the first of the next
month possible given system cutoff. Fhe-Department Medicaid will send the client
notification of the re-enrollment.
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The client is free to choose a different health plan only in these circumstances: (a) if
the reenrollment is during the initial ninety (90) day period; (b) during the open
enrollment period; or (c) for cause (see 482 NAC 2-003.02) by contacting the EBS
and completing enrollment activities.

2-002.03B {Reserved)

2-002.03B2 Departmental Wards/Foster Care Clients: The EBS must

coordinate enrollment activities with the Child and Family Services Specialist
(CFS Specialist) responsible for the case management of the ward/foster
child. The CFES Specialist must work-with the client and the client’'s family or

2-002.03C _Enrollment of a _Newborn Child: During the enrollment process for the
newborn, an eligible woman is required to choose the same health plan, but not
necessarily the same PCP, for herself and her eligible newborn child. Enrollment
changes (i.e., to a different health plan) may be made as allowed for any other client
participating in the Managed Care. (see 482 NAC 2-003.02)

2-002.03E___Changes in_Enrollment Status: The client will be notified by the
Department Medicaid if the client’s Managed Care status changes, e.g., mandatory
to excluded. Depending on the status change, the client may be required to contact
the EBS and complete an enroliment, unless reenroliment rules apply (see 482 NAC
2-002.03A).

2-002.03F Follow-Up Contact by the EBS: The EBS must conduct follow-up until
enrollment occurs or the client is automatically assigned to a health plan and PCP.
The EBS must make reasonable efforts to contact those clients who have been
automatically assigned but who have not had the benefit of an explanation of
Managed Care.

Follow-up contact may include, but is not limited to, the following:

1. Telephone calls; and
2. Informational mailings.
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2-002.04 Enrollment Rules: The client or the client’s legal representative must complete
the enrollment process. For purposes of completing the enroliment process, the following
rules apply:

1. A friend or relative of the client, who does not have legal authority, may
complete the informational portion of the enrollment process if the individual is
determined to have sufficient knowledge of the client’s health status;

2. The client or his/her legal representative (i.e., guardian, conservator, or
Durable Power of Attorney (DPOA) if the DPOA has this level of authority)
must make the choice of the health plan and PCP; and

3. The CFS Specialist must-aet on a Department ward’s behalf. The child’s

The MEO health plan must not have any direct contact with the client or the client’s legal
representative, family or friends prior to the client becoming enrolled with the MEOs health
plan, unless the contact is initiated by the EBS in an effort to facilitate the choice of health
plan and PCP and as it relates to continuity of care issues.

2-002.05 Effective Date of Physical Health Managed Care Coverage: The effective date
of Physical Health Managed Care coverage is the first day of the month following the
month during which enrollment is completed in the system, given system cutoff.
Exception: Hospitalization at the time of enrollment (see 482 NAC 2-002.05D).

2-002.05A  Services Before Enrollment in Physical Health Managed Care:
Medicaid-coverable services received before the month of physical health managed
care coverage becomes effective will be paid on a fee-for-service basis under the
rules and regulations of Medicaid Title 471 NAC.
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2-002.05B Notification of Managed Care Coverage: The client or the client’s legal
representative will be notified of Managed Care coverage.

The client's status must be verified by the medical provider through:

1. Fhe Department's Medicaid’s Internet Access for Enrolled Providers
http://dhhs.ne.gov/medicaid/Pages/med_internetaccess.aspx
2. The Nebraska Medicaid Eligibility System (NMES) at 800-642-6092 (in
Lincoln 471-9580);
3. The Medicaid Inquiry Line at 877-255-3092 (in Lincoln 471-9128); or
4. The standard electronic Health Care Eligibility Benefit Inquiry and Response
transaction (ASC X12N 270/271).
Through the EBS functions, and written materials and notice, the client will be kept
informed of his/her right to change health plans and/or PCP.

The health plan will be notified of clients enrolled with their plan via an enroliment
report (in the form of a data file). The-Department Medicaid electronically transmits
the enroliment report to the health plan before the first day of each enrollment
month. The enrollment report provides the plan with ongoing information about its
clients and will be used as the basis for the monthly capitation payments.

If the client does not voluntarily enroll, the enroliment report will not list a Primary
Care Provider. The health plan is responsible for the assignment of the PCP for
clients who do not voluntarily enroll.

The health plan is responsible for providing the services in the Basic Benefits
Package to clients listed on the enroliment report generated for the month of
enrollment. Any discrepancies between the client notification and the enrollment
report must be reported to the-Department Medicaid for resolution. The plan must

continue to prowde and authorlze services until the dlscrepancy is resolved IFhe

The Department's Eligibility and Enrollment databases used to build the Enrollment
File is the official source of validation in the case of a discrepancy. Once the cause
for the discrepancy is identified, the-Department Medicaid will work cooperatively
with the health plan to identify responsibility for the client’s services until the cause

for the dlscrepancy is corrected. Ln—reeeneMng—meLmseFepaney—amadjustmem—wm
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2-002.05C Transition Period: Within the first month of enrollment, the health plan is
responsible for providing each member general information about the plan, e.g.,
member handbook, etc.

The health plan must work cooperatively with a client who is experiencing difficulty
in transitioning to a managed care environment during the first sixty days of
enrollment.

The health plan must continue all services that have been authorized by the
Department Medicaid fee-for-service or the Bepartment's-Medicaid’s Peer Review
Organization (PRO) prior to the client becoming enrolled in Managed Care. These
services must be continued until the health plan determines that the service no
longer meets the definition of medical necessity.

2-002.05D Hospitalization: When a Medicaid client is an inpatient in an acute care

medical or rehabilitation facility on the day that the client’s participation in Physical
Health managed care is effective, the-Department Medicaid fee-for-service remains

responsible for the hospitalization until the client is discharged from the facility or
transferred to a lower level of care. Authorization for inpatient hospitalizations for
rehabilitation services must be obtained from the—Department's Medicaid’s
contracted peer review organization (PRO).

2-002.06 Automatic Assignment for the Physical Health Managed Care: All enrollment
activities must be concluded within fifteen calendar days. If a choice of health plan and
PCP, is not made, the client will be automatically assigned to a health plan based on
criteria established by the—Department Medicaid (see 482-000-32, Auto-Assignment
Procedure Guide).

The Department Medicaid provides a report to the EBS prior to the effective date of the
auto-assignment enrollment. The EBS must complete any necessary transfers if an
incorrect assignment is identified.

Auto-assignment of a client is indicated on the health plan’s Enrollment Report.

The Department’s Medicaid’s auto-assignment algorithm gives—priority-to—provider-client
proximity-and will attempt to maintain family members with the same health plan as much
as possible.

Fhe Department Medicaid attempts, but does not guarantee, an equal distribution of
clients to available health plans during auto-assignment.
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2-003 PHYSICAL HEALTH MANAGED CARE DISENROLLMENT/TRANSFERS:

Disenrollment for the purposes of this section is a change in a client’s enrollment from one
Physical Health Managed Care plan (health plan) to another.

A transfer is a change in a client's assignment from one PCP to another PCP. A
disenroliment/transfer may be made at the client’s request (482 NAC 2-003.01) or at the PCP
and/or health plan’s request (482 NAC 2-003.03). A transfer may also be made because the
client requires an Interim PCP (482 NAC 2-003.03E).

2-003.01 Client Transfer Requests: The client must contact the health plan to request a
PCP transfer. A client may request a transfer from one PCP to another PCP at any time.

. The health plan must assist the client in selecting a new PCP by:

1.

2.
3.
4.

Discussing the reasons for transfer with the client and attempting to resolve
any conflicts when in the client’s best interest;

Reviewing the client’s needs to facilitate the client’s choice of PCP;

Processing the client request; and

Notifying the-Department Medicaid of the PCP transfer via the PCP Transfer
file. The PCP transfer will be updated on the client's Managed Care File.

If a client is requesting a PCP transfer, the health plan should carefully document the
reason. Any transfer for a client under a "lock-in" provision must be completed per lock-in
procedures (see 482-000-7).

2-003.02 Client Disenrollment Requests: A client may request a change from one health

plan to another by contacting the EBS as follows:

1.
2.

With cause, at any time;

During the 90 days following the date of the client’s initial enroliment with the
MCO, or the date the—Department Medicaid sends the client's notice of
enrollment, whichever is later;

Without cause once every 12 months thereafter;

Upon automatic reenrollment if the temporary loss of Medicaid eligibility has
caused the client to miss the annual disenrollment opportunity; or

When the-Department Medicaid imposes the Department-Medicaid-established
intermediate sanctions on the health plan.

2-003.02A Cause for Disenrollment: The following are cause for disenrollment:

a. The client moves out of the MCO designated coverage area,;

b. The health plan does not, because of moral or religious objections, cover
the service the client seeks;

c. The client needs related services (for example a cesarean section and a
tubal ligation) to be performed at the same time; not all related services
are available within the network; and the client's PCP or another provider
determines that receiving the services separately would subject the client
to unnecessary risk; or
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d. Other reasons, including but not limited to, poor quality of care, lack of
access to providers experienced in dealing with the client's health care
needs or lack of access to services covered under the contract.

The disenrollment will be effective the first of the month following the request
but no later than the second month following the request, given system cutoff.

2-003.02B Determination of Disenrollment for Cause: When the client
disenroliment request is for cause, the EBS must complete Form MS-25, “Plan
Disenrollment Client Request Form,” (see 482-000-3) with the client and forward
the request to Departmental Medicaid staff for a decision. Departmental
Medicaid staff will take action to approve or deny the request based on the
following:

1. Reasons cited in the request;

2. Information provided by the health plan at the Departments Medicaid’s
request; and

3. Any of the reasons cited in 482 NAC 2-003.02A.

The effective date of an approved disenrollment will be no later than the first day
of the second month following the month in which the request was filed. If
Departmental Medicaid staff fail to make a disenrollment determination within
this timeframe, the disenroliment is considered approved.

Departmental—Medicaid staff will process the disenrollment and enter the
information in the Managed Care system. A notice is issued by the-Department
Medicaid to the client or his/her legal representative when the disenrollment is
completed. The health plan will be notified via the Enroliment Report.

The health plan may work with the EBS to resolve any issues raised by the
client at the time of request for disenrollment but may not coerce or entice the
client to remain with them as a member.

2-003.02C EBS Responsibilities: The EBS must also discuss with the client
when processing a disenrollment request the following:

1. The importance of maintaining a medical home;

2. How the client's medical care may be affected by the transfer and what
the client's responsibility is in obtaining new referrals or authorizations;

3. That outstanding services may require additional referrals/authorizations
in order to maintain the continuation of medical care; and

4. That services approved or authorized by one PCP and/or health plan is
no guarantee of approval/authorization of the same services with the
new PCP and/or health plan.

Any disenrollment for a client under a "lock-in" provision must be completed per lock-in
procedures (see 482-000-7).
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2-003.03 Primary Care Provider(PCP) Transfer Requests: The PCP may request that the

client be transferred to another PCP, based on the following situations:

1.

2.

The PCP has sufficient documentation to establish that the client’s condition
or illness would be better treated by another PCP;

The PCP has sufficient documentation to establish that the client/provider
relationship is not mutually acceptable, e.g., the client is uncooperative,
disruptive, does not follow medical treatment, does not keep appointments,

etc.;

The individual provider retired, left the practice, died, etc.; or
Travel distance substantially limits the client’s ability to follow through the PCP
services/referrals.

The PCP must maintain responsibility for providing the services in the Basic Benefits
Package to the client until a transfer is completed.

The health plan must assist its PCPs and specialists in their efforts to provide reasonable
accommodations, e.g., provide additional funding and support to obtain the services of
consultative physicians, etc., for clients with special needs, e.g., HIV/AIDS.

2-003.03A Procedure for PCP Transfer Requests: The following procedure applies

when a PCP requests a transfer:

1.

The PCP must contact the health plan for which the client is enrolled
and provide documentation of the reason(s) for the transfer. The health
plan is responsible for investigating and documenting the reason for the
request. Where possible, the health plan must provide the PCP with
assistance to try to maintain the medical home;

The health plan must review the documentation and conduct any
additional inquiry to clearly establish the reason(s) for transfer;

The health plan must submit the request to the-Department Medicaid for
approval within ten (10) working days of the request;

If a PCP transfer is approved, the health plan will contact the client and
assist the client in choosing a new PCP;

If the client does not select a PCP within fifteen (15) calendar days after
the decision, the health plan will automatically assign a PCP.

The health plan must enter the approved transfer of PCP on the PCP
file for the information to be reflected in the Managed Care system;

The criteria for terminating a Medicaid client from a practice must not be more
restrictive than the PCP's general office policy regarding terminations for non-
Medicaid clients.

The health plan must provide documentation to the-Department Medicaid prior to
submitting the PCP transfer request that attempts were made to resolve the PCP-
client issues (see 482-000-3 Health Plan Disenroliment/Primary Care Provider
(PCP) Transfer Procedure Guide).
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Interim PCP_Assignment: The health plan will be responsible for

assigning an Interim PCP in the following situations:

1. The PCP has terminated his/her participation with the health plan, e.g.,
PCP retires, leaves practice, dies, no longer participates in managed

care;

2. The PCP is still participating with the health plan but is not participating
at a specific location and the client requests a new PCP (i.e., change in
location only); or

3. A PCP/health plan initiated transfer has been approved (see 482 NAC
2-003.03A) but the client does not select a new PCP.

The health plan must immediately notify the client, by mail or by telephone, that the
client is being temporarily assigned to another PCP within the same health plan and
that the new PCP will be responsible for meeting the client's health care needs until
a transfer can be completed.

2-003.03B1 Client Notification: The natification sent to client by the health

plan must include the following information:

PwbNPE

5.

Client name, address and Medicaid number;

Reason for the change;

Name, address and telephone number of the new PCP;
Notification that the client has fifteen calendar days to contact the
health plan if s/he wishes to change the temporary PCP
assignment. If the client does not contact the health plan to effect
a change, the temporary PCP will automatically become
permanent; and

Information on how to contact the health plan.

2-003.03B2 (Reserved)

2-003.04 Physical Health Plan Disenroliment Requests: The Physical Health Managed

Care plan (health plan) may request that the client be disenrolled from the plan and re-
enrolled in another plan, based on the following situations:

1. The health plan has sufficient documentation to establish that the client’s
condition or illness would be better treated by another health plan; or

2.  The health plan has sufficient documentation to establish fraud, forgery, or
evidence of unauthorized use/abuse of services by the client.

The health plan must provide documentation showing attempts were made to resolve the
reason for the disenroliment request through contact with the client or his/her legal
representative, the PCP, or other appropriate sources.

The health plan must maintain responsibility for providing the services in the Basic
Benefits Package to the client until a disenrollment is completed.
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The health plan is prohibited from requesting disenroliment because of a change in the
client’'s health status or because of the client’s utilization of medical services, diminished
mental capacity, or uncooperative or disruptive behavior resulting from his/her special
needs.

2-003.04A Procedure for Physical Health Managed Care Plan Disenrollment
Requests: The following procedure applies when the health plan requests a client
disenroliment:

1. The health plan for which the client is enrolled must provide
documentation to the—Department Medicaid which clearly establishes
the reason(s) for the disenrolliment request;

2. The health plan must submit the request to the-Bepartment Medicaid via
Form NHC-5 (see 482-000-3);

3. The health plan must send notification of the disenroliment request to
the client at the same time the request is made to theDepartment
Medicaid. The client notification must include the client’s grievance and
appeal rights;

4, The client, PCP and health plan are notified of the approval or denial of
the disenrollment request and information will be made available
electronically.

5. If approved, the disenrollment will become effective the first day of the
following month, given system cut-off.

2-003.05 Hospitalization During Transfer: When a Managed Care client is hospitalized as
an inpatient for acute or rehabilitation services on the first day of the month a transfer to
another physical health plan is effective, the physical health plan which admitted the client
to the hospital is responsible for the client (i.e., hospitalization and the related services in
the Basic Benefits Package) until an appropriate discharge from the hospital or for sixty
days, whichever is earlier. The physical health plan the client is transferring to is
responsible for the client (i.e., hospitalization and the related services in the Basic Benefits
Package) beginning the day of discharge or on the 61st day of hospitalization following
the transfer, whichever is earlier. The physical health plan must work cooperatively with
the EBS and the-Bepartment Medicaid to coordinate the client’s transfer.

2-004 WAIVER OF ENROLLMENT: Waiver of enrollment is the determination that a client is
not mandatory for physical health and/or behavioral health managed care.

2-004.01 Waiver of Enrollment Due to Eligibility Changes: Waiver of enrollment will occur

adtomatieally in the following situations:

1. The client’s Medicaid case is closed or suspended; or
2. The client is no longer mandatory for Managed Care (see 482 NAC 2-001.02
and 2-001.03).

Fhe Department Medicaid will notify the client and health managed care plans of the
waiver of enrollment. Waiver of enrollment is prospective and is effective the first of the
next month possible, given system cutoff.
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2-004.01A Hospitalization-Related Waivers of Enrollment: Waiver of enrollment

from Managed Care will occur automatically in the following situations due to a
change in mandatory status for Managed Care. |If the client is receiving inpatient
hospital services at the time of waiver, the following rules apply:

1.

Waiver of enrollment due to loss of Medicaid eligibility: When a
Managed Care client is receiving inpatient acute or rehabilitation
hospital services on the first day of a month that the client is no longer
eligible for Medicaid benefits, the health plan is not responsible for
services effective the first day of the month the client is no longer
Medicaid eligible.
Waiver of enroliment due to Medicare eligibility: When an NHC client is
receiving inpatient acute or rehabilitation hospital services on the first
day of the month that the client's Medicare coverage has been entered
on the Department's Medicaid eligibility system and is effective, the
health plan is no longer responsible for the hospitalization effective with
the client’s waiver of enroliment from Managed Care.
The health plan is responsible for coordinating benefits with Medicare
and is responsible for all applicable coinsurance/copayments until the
client’s disenroliment from Managed Care is effective.
Waiver of enrollment due to transplant: All services provided to the
Managed Care client from the day of the transplant or the day that
preparatory treatment (chemotherapy or radiation therapy) for bone
marrow/stem cell transplants begins, the health plan is no longer
responsible for the hospitalization and the provider will be reimbursed
on a fee-for-service basis by the-Department Medicaid. The transplant
procedure must be prior authorized by Bepartment Medicaid staff. The
health plan must notify the—DBepartment Medicaid of the date of the
transplant.
Fhe Department Medicaid will initiate the waiver of enrollment of the
client from Managed Care. The Department's Medicaid eligibility system
will reflect the client’s waiver of enroliment from Managed Care the first
month possible, given system cutoff. TFransplantrecipienis—are
I luded £ I cination.
Waiver of enroliment due to Level of Care Change: When a Managed
Care client is receiving inpatient acute or rehabilitation hospital services
and the client’s enrolliment from Managed Care is waived due to a level
of care change, e.g., the level of care the client requires changes from
acute care services to custodial care, the health plan is responsible for
the hospitalization and all services provided in the Basic Benefits
Package until waiver of enrollment occurs.
Waiver of enrollment due to eligibility category change: When Managed
Care client is receiving inpatient for acute medical/surgical or
rehabilitation hospital services and has enrollment waived from
Managed Care due to an eligibility status change, e.g., the client is no
longer in a mandatory group for Managed Care patrticipation, the health
plan is responsible for the hospitalization and services provided in the
Basic Benefits Package until waiver of enrollment occurs.
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2-004.02 -Reserved Waiver-of Enroliment Due-to-Special Circumstance—Fhe Department

2-004.03 Admission to Nursing Facility Care: Admission to a nursing facility may affect

the client’s enrollment in Physical Health Managed Care. The following rules apply:

1. When a Managed Care client is admitted to a nursing facility, the physical
health plan must determine the level of care the client requires -
skilled/rehabilitative or custodial/maintenance - using Medicare’s definition of
skilled care.

When the level of care the client requires is skilled/rehabilitative, the physical
health plan is responsible for payment of services for the client while receiving
skilled level of care services.

2. When the client is admitted to a nursing facility for custodial care (i.e., long
term care), the client will be waived from enrollment. FThe Department
Medicaid fee-for _service will assume financial responsibility for the facility
charges beginning on the date the custodial level of care determination is
made. Payment for all services included in the Basic Benefits Package will be
the responsibility of the health plan until the waiver of enrollment from
Managed Care is effective.

3. Waiver of enrollment from Managed Care will be effective the first of the next
month possible, given system cutoff.

4.  When the client is admitted to a nursing facility for custodial care and the
client's PCP does not see patients at the facility, the health plan must work
cooperatively with the client and the nursing facility to locate a PCP for the
client. The health plan must make arrangements to ensure reimbursement of
PCP services provided by the client’s nursing facility physician, for referrals,
and for all services included in the Basic Benefits Package until the client’s
waiver of enrollment from Physical Health Managed Care is effective.

For purposes of Physical Health Managed Care, skilled nursing services are those
nursing facility services provided to eligible clients which are skilled/rehabilitative in
nature as defined by Medicare and the nursing facility admission is expected to be
short term. Custodial services are those nursing facility services as defined in 471
NAC and the nursing facility admission is expected to be of long term or permanent
duration.

(See 482-000-6, Nursing Facility Procedure Guide.)
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5-000 The MentalHealth-and-Substance-Abuse-(MH/SAY Behavioral Health Benefits Package

5-001 Introduction: 482 NAC 5-000 sets forth the responsibilities of the MH{SA Behavioral
Health provider—and-MH/SA-—plan Managed Care Organization (behavioral health plan) in
delivering the MH/SA Behavioral Health Benefits Package to the NebraskaHealth-Connection
NHCS) managed care client. While the provider is responsible for providing services to the
client, the MH/SA-plan behavioral health plan, as the contracting entity with the-Department
Medicaid , assumes primary administrative and operational responsibility for the development
and implementation of the NHC—pregrammatic managed care requirements. In developing its
program for the delivery of the MH/SA Behavioral Health Benefits Package, and-all+elated
aspects-of-the NHC the MH/SA-plan-the behavioral health plan shall incorporate the information
contained in this Title, as well as 471 NAC, which defines in detail the minimum service
provisions required for the—NHC behavioral health services under the—Nebraska—Medical
Assistance-Program Nebraska Medicaid.
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5-002-:05 Behavioral Health Managed Care Plan: Fhe-NHC Medicaid managed care
delivers the MH/SA Behavioral Health Benefits Package to Medicaid clients through a

prepaid-health-plan(PHP) Prepaid Inpatient Health Plan (PIHP). The following provisions
describe the MH/{SA behavioral health plan's responsibilities in the-NHE Managed Care.

5-002.05A General Requirements: FheNHC delivers—the MH/SAPackage—to
iea i i . The MH/SA—plan tThe

Behavioral Health Managed Care Plan (behavioral health plan) is responsible for
establishing a statewide system of MH/SA behavioral health services. The MH/{SA
behavioral health plan is required to comply with, but is not limited to, the following
general requirements:

31. Use Credentlal onIy prowders enroIIed in Nebraska Medlcald Meel+eal

42. Provide a full array of services along a continuum of care in accordance
with 471 NAC 20-809, 32-999, and 35-909 including active treatment;

#3. Provide access to MH{SA behavioral health services and necessary
referrals 24 hours per day, 7 days per week
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164. Provide a client handbook, a comprehensive list of providers, and other

informational materials about the MHISA Behavioral Health Benefits
Package to the cllents enrolled W|th the MHJSA behaV|oraI health plan

te—ehents—m—a—mamteeapptepmate—te—the—elent—s—needs— The plan is

prohibited from performing any direct solicitation to individual Medicaid
clients. Any general marketing to Medicaid clients must be approved by
the-Department Medicaid prior to implementation and shall comply with
the 482-000-9 marketlnq qwdellnes

cal-marketing;
Comply with the—Departments Medicaid’s continuous Quality
Assurance/Quality Improvement activities, provide MH/SA behavioral
health services meeting the-Departments Medicaid’s quality standards,
and comply with all requests for reports and data to ensure that QA/QI
performance measures are met (See Seetren 482 NAC 6-@9@)
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196. Coordinate activities with the—Department Medicaid, other NHC
Managed care contractors, and other providers for services, as

appropriate, to meet the needs of the client, and ensure systems are in

place to promote well managed patient care;—including,—but-notlimited

237. Maintain, at all times, an appropriate certificate of authority to operate
issued by the Nebraska Department of Insurance

258. Prohibit discrimination against MH/SA behavioral health providers based

upon licensing;

269. Prohibit hiring, employing, contracting with or otherwise conducting
business with individuals or entities barred from participation in Medicaid
or Medicare;
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2710.Allow clients with chronic or severe conditions or experience-sensitive
conditions, e.g., HIV-AIDS, to go directly to a qualified provider within
the MH{SA's behavioral health plan’s network;
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: N ¥ hclient
3712.Make available 24-hour, 7 days per week access by telephone to a live
voice (an employee of the plan or an answering service) er—an

professional-so that referrals can be made for non-emergency services
or so information can be given about accessing services or how to
handle medical problems during non-off ice hours;
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5-003 MH/SA Behavioral Health Benefits Package General Provisions: All services provided
under the NHC managed care must meet the requirements of 471 NAC unless specifically
waived by the Department-Medicaid. The provider and MH/SA-plan behavioral health plan shall
apply the same guidelines for determining coverage of services for the NHES managed care
client as the-Department Medicaid applies for other Medicaid clients. Actual provision of a
service included in the MH/SA Behavioral Health Benefits Package must be based on whether

the service could have been covered under the Nebraska Medicaid Medical-Assistance
Program on a fee-for-service basis under Title 471 NAC.

All services in the MH{SA Behavioral Health Benefits Package must be provided or approved by
the MH{SA-plan behavioral health plan.

5-004 Services in the MHISA Behavioral Health Benefits Package: Services-included-inthe
MHSAPackage:
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Crisis Stabilization Services (see 471 NAC 20-009 and 32-000):

a.

Crisis Assessment;

b.

Sub-acute Hospital-Adults age 19 & over;

Acute Inpatient Hospital (see 471 NAC 20-009 and 32-000);

Residential Services (see 471 NAC 20-909 and 32-000):

e e e o [ |

Psychiatric Residential Treatment Facility (PRTF)-Children under age 19
Therapeutic Group Home (ThGH)-Children under age 19;

Professional Resource Family Care (PRFC)-Children under age 19;
Dual Disorder Residential-Adults age 19 & over;

Intermediate Residential for substance abuse-Adults age 19 & over;
Short-Term Residential-Adults age 19 & over;

Halfway House-Adults age 19 & over;

Therapeutic Community for substance abuse only-Adults age 19 & over;
Community Support for substance abuse-Adults age 19 & over;

Outpatient Assessment and Treatment (see 471 NAC 20-090 and 32-000):

@IS jep o B B IT IR TR e 2o o[

Partial Hospitalization;

Day Treatment-Children under age 19;

Day Treatment for mental health-Adults age 19 & over;

Intensive Outpatient for mental health-Children under age 19;

Intensive Outpatient for substance abuse;

Medication Management;

Outpatient (Individual, Family, Group);

Injectable Psychotropic Medications;

Substance use disorder Assessment;

Psychological Evaluation and Testing;

Initial Diagnostic Interviews;

Home-based Multi-Systemic Therapy-Children under age 19;

Biopsychosocial Assessment and Addendum;

Sex Offender Risk Assessment-Children under age 19;

Community Treatment Aide (CTA)-Children under age 19;

Client Assistant Program (CAP):

Comprehensive Child and Adolescent Assessment (CCAA)-Children under age 19;
Comprehensive Child and Adolescent Assessment Addendum-Children under age 19;
Conferences with family or other responsible persons-Children under age 19;
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t. Hospital Observation Room Services (23:59);
u. Social Detox-Adults age 19 & over;

v. Electroconvulsive Therapy (ECT)-Adults age 19 & over;
w. Crisis Outpatient Services-Adults age 19 & over;

X. Ambulatory Detoxification-Adults age 19 & over;

y. Psychiatric nursing (in home)-Adults age 19 & over;

5. Medicaid Rehabilitation Option (MRO) (see 471 NAC 35-000):
a. Psychiatric Residential Rehabilitation;
b. Secure Residential Rehabilitation;
c. Assertive Community Treatment (ACT) and Alternative ACT (Alt. ACT);
d. Community Support (MH);
e. Day Rehabilitation; and
6. Support Services:

a. Interpreter Services for MH/SA services;
b. Telehealth Transmission.

The services above represent covered services under Medicaid. The behavioral health plan is
responsible for working with Medicaid to ensure the client has access to all services when
medically necessary. The behavioral health plan must also ensure that the services provided to
the client are accessible (in terms of timeliness, amount, duration, and scope) as those services
provided to the non-managed care client.

The MHISA behavioral health plan shall provide the above services in amount, duration and
scope defined by the-Department Medicaid in 471 NAC. The MH/{SA behavioral health plan can
place approprlate limits on the above services based on medical necessity or utlllzatlon control

neeessapy—sew&e& The MHJSA behaV|oraI health plan shaII also ensure that the services
provided to the client are as accessible (in terms of timeliness, amount, duration and scope) as
those services provided to the non-enrolled Medicaid client.

The behavioral health plan is allowed to provide medically hecessary services to the clients that

are in addition to those covered under Medicaid. The behavioral health plan is also allowed to
provide substitute health services when the behavioral health plan has determined it to be more
cost effective than the covered service and the health status of the client is expected to improve
or_stabilize. If additional or substitute health services are provided, the total payment to the
behavioral health plan will not be adjusted but will remain within the certified rates agreed upon
in_ any resulting contract and approved by Centers for Medicaid and Medicare Services.
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5-005 Services for Emergency Medical Conditions: Prior-approval by the client's MHSA
provider—and-—plan behavioral health plan is not required for receipt of behavioral health

emergency services. The EBS shall-inform NHC clients that the MH/SA provider-and plan

5-005.01 Emergency Services Provided to NHE Managed Care Clients: Fhe-MH/SAplan
behaworal health plan—has—m—emganen—te—pawe#emeﬁgeney—seh%es—eniess—the

semees—we#e—ppewded The behaV|oraI health plan must_cover and pay for behaV|oraI
health emergency services regardless of whether the provider that furnishes the services

participates in the behavioral health plan network.
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5-006 Medieal/Surgical-Physical Health Coordination Issues: The following rules apply when
coordination of services is required between the medicalisurgical—physical health plan
responsible for the Basic Benefits Package and the MH{SA—plan behavioral health plan
responsible for the MH/SA Behavioral Health Benefits Package serviees, as addressed by the
Department Medicaid in regulations governing both components of the- NHC managed care. In
situations where the client isn’t participating in both components of the-NHEG-managed care, the
associated service is coordinated with the Nebraska Medicaid AssistarcePregram on a fee-for-
service basis.

5-006.01 Emergency Reem and Post Stabilization Services for MH/SA Behavioral Health

Services: Behavioral Health Emergency reem and post stabilization services provided to

a managed care client who-is-participating-in-the MH/SA—component-of- the NHC-is are the

responsibility of the client’s medicalisurgical behavioral health plan. regardless—of-the
lent's final inciole.di s

The behavioral health plan is no longer responsible for the service at the time that an
attending _emergency physician or the provider actually treating the client initiates an
evaluation and/or _treatment of the client and determines that the services are medical.
Coverage for services from that point forward must be obtained from the physical health

plan.

5-006.02 Admissions for 24-Hour Observation: When a managed care client whe—is

participating—in-the-MH/SA-—compeonent-of-the NHC- is admitted to an acute care {-e
medical/surgical)—facility as an outpatient for 24-hour observation {for purposes of a
MHISA behavioral health diagnosis}, the MH/SAplan behavioral health plan is responsible
for payment of the observation stay. Authorization for the admission must be obtained
from the MH/SA—plan behavioral health plan.

The MH/SA-plan behavioral health plan is no longer responsible for the service at the time
that a psyehiatrist attending emergency physician or the provider actually treating the
client initiates an evaluation and/or treatment of the client and determines that the client
does not have a MH{SA behavioral health diagnosis. Awutherization Coverage for
medical/surgical—services from that point forward must be obtained from the
medical/surgical physical health plan; if the client is participating in the medical/surgical
componentofthe NHC.

5-006.03 Chemical Detoxification Services and-Substance-Abuse Treatment: Chemical

detoxification—is—a—covered-servceforclients—ofany—age—Authorzation Coverage for
chemical detoxification hospital admissions must be obtained from the MH{SA—plan

physical health plan, if the client is participating in the-MH{SA-physical health component

of managed care-the NHC.
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5-006.04 History and Physical (H&P) Exams for Inpatient Admissions for MH/SA
Behavioral Health Services: The H&P completed for an inpatient admission for MH/SA
behaworal health serwces |s the respon3|blllty of the medical/surgical physical health plan,

The physician
completing the H&P must obtain authorization from the MHE/SA-plar phv5|cal health plan;

i the cliont is narticioating in 4 ! o .

Inpatient MHE/SA behavioral health services provided to clients participating in the MH/SA
behavioral health component of the-NHC managed care in a freestanding or hospital-
based residential-treatment-center (RTC)—treatment-group-home Psychiatric Residential
Treatment Facility (PRTF) or Therapeutic Group Home (ThGH) are the responsibility of
the MH{SAplan behavioral health plan. H&Ps provided to NHS managed care clients for
these allowable services are responsibility of the medical/surgical physical health plan—f

ho sliont is nasticinating it iealisuraical o .
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5-006.05 Ambulance Services for NHE Managed Care Clients Receiving MHISA
Behavioral Health Treatment Services: Emergency medical transportation, regardless of

diagnosis or condition is the responsibility of the medicalisurgical physical health plan—if

5-006.06 Injections Associated with MH/SA Behavioral Health Services: Injections of
psychotropic drugs—suech—as—Haldoland—Prolixin; in an outpatient setting, are the
responsibility of the client's MH/SA-plan behavioral health plan—-the-clentis-participating
inthe MH/SA-componentof-the NHC.

5-006.07 Lab, X-Ray and Anesthesiology Associated with MH/SA Behavioral Health
Services: Lab, x-ray, and anesthesiology Sersces associated with the treatment of
MH/SA behavioral health services, such as ECT or CCAA, and the behavioral health
serwce is authorlzed by the a-MH/SA behaV|oraI health plan pteweer—pamematmg—m—the

anesthe&elegy—ls are the responS|b|I|ty of the MHJSA—plan physmal health plan |f the
client is participating in the MH{SA physical health component of the-NHES managed care.

5-007 Federally Qualified Health Centers (FQHC): If MH/SA behavioral health services are
provided by the FQHC, the MH/SA-plan behavioral health plan shall contract with the FQHC or

otherW|se arrange for the prOV|S|on of FQHC services. Itean—FQHG—leremebwsed-by%he—MHJSA

5-008 Payment for Services: Payment of services provided to the MH/SA behavioral health

plan shall be a capitated payment. Fhe-Department Medicaid pays a monthly capitation fee to
the MH/SA behavioral health plan for each enrolled client for each month of NHC—eoeverage
Managed Care enrollment. The monthly capitation fee includes payment for all services in the
MHISA Behavioral Health Benefits Package.

The capitation payment rates are actuarially determined and are based on eligibility category
and age. The Department Medicaid shall adjust rates, and complete all necessary contract
amendments, when it is determined appropriate, based on any program changes, or in
instances where the an error or omission in the calculation of the rates has been identified.
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Payment to the MH/SA plan is payment in full for all services included in the MH/SA-Behavioral

Health Benefits Package. No additional payment may be requested of the—Department
Medicaid or the client.
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5-008.031 Recoupments/Reconciliation: FheDepartment Medicaid shall not normally
recoup payments from the behavioral health plan. However, in situations where payments
are made incorrectly, theDepartment Medicaid shall work with the MH/SA behavioral

health plan to identify the discrepancy and shall recoup/reconcile such payments.
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5-02009 Billing the Client: The MH{SA behavioral plan may not bill a client for a Medicaid
coverable service, regardless of the circumstances.

A provider of service may only bill the client pursuant to 471 NAC.






