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Extension of Coveragefor Provisionally Licensed Providers Delivering Reimbur sable Outpatient Behavioral Health

Services Billed through the L ocal M anagement Entity

The deadline for coverage of provisionally licenpedviders delivering outpatient behavioral heakhvices as a
reimbursable service under Medicaid and state famdsbilled through the Local Management Entity ENhas been
extended to June 30, 2010. The Division of Medical Assistance (DMA) and tbevision of Mental Health,
Developmental Disabilities, and Substance Abusgi&es (DMH/DD/SAS) will continue to pay for servicdelivered by
the provisionally licensed individuals listed abavieen billed through LMEs under HCPCS procedureesdd0001,
HO0004, HO005, and HO031 until that date. During lext six months, the Divisions will also evalutite rates paid for
these codes to ensure parity with rates for confpes@PT coded services.

As outlined in Implementation Update # 32, the Lkhay choose to provide this billing service on b&bathe
provisionally licensed professional. If the proeiglly licensed professional is employed by amagethe agency must
develop a contract directly with the LME to do thiling for them. If the provisionally licensedqfessionals work
independently, they should contact their licendgard prior to developing a contract with the LMEehsure compliance
with each profession’s scope of practice.

In addition to providing outpatient behavioral Hbadervices billed through an LME, there are vasiother means for
provisionally licensed professionals to obtain ¢hrical experience required by their licensing titza These include:



» Providing outpatient services working with a phiaicusing Medicaid’s “Incident To” policy (see tharch
2009 Medicaid Bulletin).

» Providing enhanced behavioral health (Communitgrireéntion) services as the Qualified Professio@#l)(in
order to receive family and community-based clihégerience.

» Serving as the licensed professional in the Intenki-Home service.

Extension of Sunset Clause for Nurse Practitioners who Provide Outpatient Behavioral Health Services

DMA has extended the sunset clause for nurse ficaetrs who provide outpatient behavioral healtivises. DMA will
allow nurse practitioners who possess an AdvanagtifiCation in areas other than psychiatric nugsiand who have two
years of mental health experience to enroll unkisrdunset clause. Under this clause, all nuraetiioners will be
required to complete and submit the Advanced PayitiCertification to DMA Provider Services onlmfore June 30,
2015. Failure to complete the certification byd@@, 2015, will result in termination of partictjman in the N.C. Medicaid
Program. It is DMA’s expectation that all providewill practice within the scope of their licensugining, and practice
competencies.

As a reminder, nurse practitioners must direct émrith Medicaid to be eligible to provide outpatigbehavioral health
services to adults and children. Nurse practitiemeay also provide services “incident to” a phigsidf they are
employed in a physician’s office or a physicianedied clinic. However, all behavioral health pitaater services billed
under “incident to” must meet the guidelines owtlrin the May 2005 Special BulletiBxpansion of Provider Types for
Outpatient Behavioral Health Services, Phasaid the article titletodification in Supervision When Practicing
“Incident To” a Physicianpublished in the October 2008 Medicaid Bullet{ithe general Medicaid Bulletin and the
Special Bulletin are available on DMA’s websitehétp://www.ncdhhs.gov/dma/bulletip/

Prior Authorization for CPT Procedure Codes 99408 and 99409

This is a clarification of the prior approval guides for provisionally licensed providers billitigcident to” a physician
outlined in the March 2009 and May 2009 Medicaidl&ins (http://www.ncdhhs.gov/dma/bulletin/ In order to facilitate
best practice and integrated care for clients, @RTedure codes 99408 and 99409 do not require guihorization.
These codes are also used by physicians and otrgicah professionals for substance abuse assessamhscreenings.
ValueOptions will not process prior authorizati@guests submitted for these CPT codes.

Outpatient Providers. Updated Outpatient Prior Authorization Form (ORF2)

This is a reminder of current outpatient prior autbation and billing guidelines for outpatient lagforal health services
outlined in the June 2009 Implementation Update/ibad Bulletin. ValueOptions has revised the coti®utpatient
Review Form (ORF2). Please see the ValueOptiositee
http://www.valueoptions.com/providers/Network/Nor@arolina_Medicaid.htpfor the revised form.

Effective July 1, 2009, providers must use thesediORF2 for prior authorization requests. Pragiddould pay special
attention to these two fields on the revised form:

* Attending Provider Name/Medicaid #

* Billing Provider Name/Medicaid #

Both fields must be completed. Prior authorizaionll be created for the Billing Provider/Medicdiimber. Providers
must enter the Billing Medicaid Provider Numberaxsated with the Billing National Provider Idenéfi (NPI) with which
they will submit their claims (do not submit NPI the ORF2).

Prior authorization requests for group provider$ @aver all providers under that Billing Medicartovider Number. Do
not submit a new request for a provider that fillshould the primary provider be absent.

After September 1, 2009, ValueOptions will retuny aequest as “Unable to Process” if it is subrditbe the old ORF2
form or if the two fields noted above are not coatgdl.

Updated Editsfor Facility Based Crisisand Mobile Crisis Services

The Division of Medical Assistance has updatedsadithe Medicaid Management Information System (I8Mo by-pass
third party commercial insurance and Medicare facility Based Crisis and mobile crisis servicescsithese services are
not covered under those plans. Claims will no &rdeny simply because the recipient has thirdypasuurance and/or
Medicare.




DM A Budget Initiative Web Page

DMA will implement a number of changes in respottsproposed legislated budget reductions. Prosidélt be notified
of operational changes, and coverage and policggdsvia the Medicaid Bulletin. These changesalélb be listed on
DMA'’s website athttp://www.ncdhhs.gov/dma/provider/budgetinitiagugtm

CAP-MR/DD Update: Oral Nutritional Supplements (Supplement to I mplementation Update #57, June 2009)

Oral nutritional supplements e covered for children under the age of 21 under Durable M edical Equipment (DME),
when justification of medical necessity is provide®ral nutritional supplements for children cantilled by providers
enrolled as a Medicaid DME provider. All applicalguidelines can be located in the DME Policy 5¢ated on the DMA
website, accessed by the provider link.

Oral nutritional supplements anet covered for adults (individuals over the age of @ider DME. Adults who are
receiving CAP-MR/DD services may receive oral rtigrial supplements through regular Medicaid whichlzlled as “B”
codes. The need for oral nutritional supplemehid! $e justified and documented on both the irdlial Person Centered
Plan and the cost summary, either under Medicastsamw in the comment section. The cost doesawttcagainst the
$135,000/$17,500 yearly budget. A physician’s oigeequired. Oral nutritional supplemedtsnot require prior
approval from the utilization review vendor. T19@&not be used for adults if the ordered nutréticupplement has an
established B code.

Authorizations received previously are still vadidd billing and payment should be honored if ajuieements are met.
For specific LME billing codes please refer to lemplentation Update #57.

Standardization of Local Provider Monitoring Tool

The Provider Monitoring Tool (PMT) was implementaa January 1, 2009 and is used by the LMEs folimeunonitoring
of local providers. Plans were to make revisianthe tool after it had been in use for six montRssting and
implementation of the revised PMT on July 1 hashmestponed in order to make determinations irateas discussed
below.

*  The PMT Workgroup (which consists of representativem the LMESs, provider network, and DMH/DD/SAS
staff) has made revisions to the tool in orderl&ify certain key elements/sub-elements, to awhidlication, and
to further streamline the monitoring process. iBens were made based on feedback and questimmstire
provider community and from LMEs administering thel.

e Acrosswalk of the PMT to national accreditatioarstards (CARF, COA, CQL, and The Joint Commissiay)
been developed to determine how the standardscbfaareditation agency equate to the elementsedPMT.

* An analysis has been made of the relationship ketweational accreditation and provider performaage
measured by performance on Medicaid audits andgmgnent reviews, the results of complaint invegtans,
and the integrity of Medicaid billing.

* Asurvey of other states that have implemented @éestatus for providers is underway in order t@deine
those elements of the process that have best ehsawountability in protecting the well-being oflividuals
receiving services.

In the coming weeks there will be discussions witiie DMH/DD/SAS and in the PMT Workgroup relatedtie tool and
the monitoring process as a whole to determine:
1. Ways to further streamline the process and redupéadtion in monitoring efforts.
2. The impact of national accreditation on the pransdf quality services, how the accreditation psscaight
enhance the administration of the PMT, and whag tfpdeemed status could be granted to accreditadders.
3. How the Division of Health Service Regulation (DHSSRrvey process for licensed facilities and the
administration of the PMT might complement one Aeotand where the PMT fits in terms of the local
monitoring of those facilities.
4. How the Frequency and Extent of Monitoring Tool iEmight be recalibrated to give more weight toiowal
accreditation and DHSR licensure.

The results of these discussions will further intfghe PMT, most likely necessitating additionaliséans; therefore, a
decision has been made to postpone implementatithre eevised tool until the above decisions hagerbmade. LMEs
should continue to use the standardized tool thposted on the web in the interim.

Feedback and questions should be seRtéwider.Monitoring@ncmail.net




Record Retention and Disposition Guidelinesfor Staff in the Central Office, State Facilities, LM Es and Provider
Agencies

Managing the life cycle of records is the respoitigitof LME, and provider agency staff. Recomsanagement refers to:
“...the application of efficient and economical maeagnt methods [for] the creation, utilization, ntairance, retention,
preservation, and disposal of official records..GS§132-8.1). LMEs and providers are requiredetmahstrate
compliance to the provisions of Chapters 121 aridf3he NC General Statutes which govern the tieterand
disposition of public records.

The organization of the public mental health, depeiental disabilities, and substance abuse sesy&tem has undergone
a transformation in recent years, including thegaeand consolidation of LMEs and a significantangion of private
provider agencies. It is necessary to updateeatind retention guidelines in light of these nealities. Toward this end,
several projects are underway to meet this reqntm

Because the record types for human services adéfeoent from the needs of other departments, iipeschedules were
developed and are being updated to reflect thadavanagement needs of out present system. ARBB/(dune 1989)
and APSM 10-4 (October 1986) address the additiewalrd management needs for administrators anddans of
mh/dd/sa services. The schedule for LMEs willéésed and a schedule that applies specificaltiiéganh/dd/sa provider
network will be developed. Focus groups will bediso develop and fine tune these schedules. ifdtestich focus group
will convene at the upcoming NC Health Informatdanagement Association (NCHIMA) Behavioral Healécgon
annual meeting in August. In addition, tools Wi developed to assist all staff in carrying oig tesponsibility. LMEs
and providers should continue to use the currdantion schedules until the revised schedules ampteted. These
schedules can be accessed from the following links:

Schedule for State and Area Facilities (APSM 10-3):
http://www.ncdhhs.gov/mhddsas/statspublicationsimésforms/aps/apsm10-3retentionupdated5-05.pdf

Schedule for Central and Regional Offices (APSM410-
http://www.ncdhhs.gov/mhddsas/statspublicationsiméziorms/aps/10-4apsm-recordretention1986.pdf

Records management and records retention and dispdssues are coordinated by Cynthia Allen Cdms a
Registered Health Information Administrator (RHIéy) staff with the Accountability Team. Please dirguestions
related to these issues to heCghthia.Coe@ncmail.neir at (910) 483-3869.

Implementation of Utilization M anagement by L ocal M anagement Entities

N.C. Session Law 2008-107, Section 10.15(x), reguine Department of Health and Human Servicesttorr the service
authorizations, utilization reviews, and utilizatimanagement functions to the Local Managementi&stiIn theMarch
2009 General Medicaid Bulletiproviders were notified that four LMEs had beelested to perform this function and that
implementation was planned for July 1, 2009.

DHHS is continuing to work on transferring the iafition review functions to the LMEs to meet theemt of the
legislation. However, due to factors such as theef the economy, the magnitude of the requsgstem changes, and
other budget concerns, we do not anticipate bdahgta implement until January 2010.

Prior to implementation, there will be provideritiiag and outreach. Providers will know the impttation plans well in
advance of the effective date. DMA will use Medicaid Bulletinsand thdmplementation Updatefsom DMH/DD/SAS
and DMA to keep providers informed and up to datectivities.

Unless noted otherwise, please email any questeated to this Implementation UpdateGontactDMH@ncmail.net
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