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10-010.11A Review Activities for Hospital Inpatient Services Reimbursed on a
Prospective Per Discharge Basis: All hospital inpatient services reimbursed on a
prospective per discharge basis (by DRG) are subject to random retrospective
review by the Department or its designee. Admissions within three calendar days of
a hospital outpatient service may be included in the sample. In addition to the
random sample, focused reviews of inpatient stays for heart or liver transplant(s),
NICU stays provided in a subspecialty care facility and/or cost outliers may be done
by the Department or its designee.

Review for all selected cases will include: DRG validation, including validation of
diagnostic and procedural information and {€B-8-CM |ICD-10-CM coding; medical
necessity for inpatient admission and procedure(s); stability at discharge; and quality
of care. Payment for inpatient services can be denied if either admissions or
discharges are performed without medical justification as determined by the
Department or its designee. Payment can be reduced if coding inaccuracies are
identified by the Department or its designee. Any cost outlier which is not determined
to be medically necessary for hospital inpatient care by the Department or its
designee may qualify for payment as a lower level of care payment.

10-010.11B_Review Activities for Hospital Inpatient Services Reimbursed on a
Prospective Per Diem Basis: Hospital inpatient care must be reasonable, medically
necessary, and appropriate for the class of care being billed. All hospital inpatient
admissions (see exceptions below) must be certified by the Department or its
designee prior to payment. Review will include medical necessity, appropriateness of
service, and level of care. Payment for services will be denied if the Department or
its designee determines the service was not medically necessary. The Department or
its designee will conduct these activities through pre-admission, concurrent, and
retrospective reviews.

If the class of care is not appropriate, the claim may be reduced to the appropriate
level of care according to 471 NAC 10-010.03S (i.e., skilled, bassinet) or denied.

10-010.11C _Surveillance and Utilization Review of Hospital Outpatient Services:
Claims for payment for hospital outpatient services are subject to review by the
Department or its designee. Hospital outpatient care must be reasonable and
medically necessary, and must be provided in the most appropriate place of service.
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12-007.06D1 Other Changes: The facility need not assess the resident if declines

in a resident's physical, mental, or psychosocial well-being are attributable to —

1.

Discrete and easily reversible cause(s) documented in the resident's
record and for which facility staff can initiate corrective action. For
example, an anticipated side effect of introducing a psychotropic
medication while attempting to establish a clinically effective dose
level;

Short-term acute illness, such as a mild fever secondary to a cold
from which facility staff expect full recovery of the resident's pre-
morbid functional abilities and health status; or

Well established, predictive cyclical patterns of clinical signs and
symptoms associated with previously diagnosed conditions. For
example, depressive symptoms in a resident previously diagnosed
with bipolar disease.

12-007.06E_Quarterly Review: The nursing facility shall review the following

elements for all residents quarterly, document the results, and revise the plan of
care, if indicated. The quarterly assessment shall be completed using the most
recent version of Form MC-75Q (see 471-000-44). The facility shall submit one copy
of each quarterly assessment to the Department within 30 days of completion within
30 days of completion.

Key Mandated MDS Items for Quarterly Assessment:

Section A: Identification and Background Information
Iltem 1 - Resident Name
Item 2 - Room Number
Item 3a - Assessment Reference Data
Item 4A - Date of Reentry
Item 6 - Medical Record Number
Section B: Cognitive Patterns
Item 1 - Comatose
Item 2 - Memory
Item 4 - Cognitive Skills for Daily Decision-making
Item 5 - Indicators of Delirium - Periodic Disordered Thinking/ Awareness
Section C: Communication/Hearing Patterns
Item 4 - Making Self Understood
Item 6 - Ability to Understand Others
Section E: Mood and Behavior Patterns
ftem 1 - Indicators of Depression, Anxiety, Sad Mood
Item 2 - Mood Persistence
Item 4 - Behavioral Symptoms
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Section G: Physical Functioning and Structural Problems
Item 1 - ADL Self-Performance
Item 2 - Bathing
Item 4 - Functional Limitation in Range of Motion
ltems 64, b, and f - Modes of Transfer

Section H: Continence in Last 14 Days
Item 1 (Continence Self-Control Categories
Item 2d and e - Bowel Elimination Pattern
Items 3a, b, ¢, d i and J - Appliances and Programs

Section |: Disease Diagnoses
Items 2j and M - Infections
Item 3 - Other Current Diagnosis and {GB-8 |CD-10 Codes
(Note only those diseases diagnosed in the last 90 days that have a relationship
to current ADL status, cognitive status, mood and behavior status, medical
treatments, nursing monitoring or risk of death.)

Section J: Health Conditions
item 1c, i, and p - Problem Conditions
Item 2 - Pain Symptoms
Item 4 - Accidents
Item 5 - Stability of Conditions

Section K: Oral/Nutritional Status
Item 3 - Weight Change
Item 5b, h, and i - Nutritional Approaches

Section M: Skin Condition
item 1 — Ulcers
ltem 2 - Type of Ulcer

Section N: Activity Pursuit Patterns
Item 1 - Time Awake
item 2 - Average Time Involved in Activities

Section O; Medications
Item 1 - Number of Medications
Item 4 - Days Received the Following Medications

Section P: Special Treatment and Procedures
Item 1 - Devices and Restraints

Section Q: Discharge Potential
Item 2 - Overall Change in Care Needs

Section R: Assessment/Discharge Information
Item 2 - Signatures of Persons Completing the Assessment

Section S: State Specific Supplement-NE



REV. (3-21-14) NEBRASKA DEPARTMENT OF MEDICAID SERVICES
MANUAL LETTER # HEALTH AND HUMAN SERVICES 471 NAC 12-014.08

12-014.08 INTERMEDIATE SPECIALIZED SERVICES FOR PERSONS WITH SERIOUS
MENTAL ILLNESS

12-014.08A Introduction: The Nebraska Medical Assistance Program (NMAR
Medicaid) covers “intermediate specialized services (ISS) for persons with serious
mental illness”. ISS are covered for those individuals who have been identified by
the Level Il Preadmission Screening Process (PASP) evaluation and through the
ISS evaluation process as needing services to maintain or improve their behavioral
or functional levels above and beyond services that nursing facilities normally
provide, but who do not require the continuous and aggressive implementation of an
individualized plan of care, as “specialized services” is defined by PASP regulations
in 471 NAC 12-004. These individuals need more support than nursing facilities
would normally provide, but not at a “specialized services” level.

12-014.08B The requirements of 471 NAC 12 apply to ISS provided under 471
NAC 12-014.08 thru 12-014.08M unless otherwise specified.

12-014.08C Definition: Intermediate Specialized Services (ISS) for Individuals with
Serious Mental lliness means services necessary to prevent avoidable physical and
mental deterioration and to assist clients in obtaining or maintaining their highest
practicable level of functional and psycho-social well-being. Services are
characterized by:

1. The client's regular participation, in accordance with his/her
comprehensive care plan, in professionally developed and supervised
activities, experiences, and therapies;

2. Activities, experiences, and therapies that reduce the client’s psychiatric
and behavioral symptoms, improve the level of independent functioning,
and achieve a functional level that permits reduction in the need for
intensive mental health services.

12-014.08D Program Components: ISS is designed to:

1. Provide and develop the necessary services and supports to enable
clients to reside successfully in a nursing facility without the need of
more intensive specialized services;

2. Maximize the client's participation in community activity opportunities,
and improve or maintain daily living skills and quality of life;

3. Facilitate communication and coordination between any providers that
serve the same client;
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4. Decrease the frequency and duration of hospitalization and inpatient
mental health (MH) services;

5. Provide client advocacy, ensure continuity of care, support clients in
time of crisis, provide and procure skill training, ensure the acquisition of
necessary resources, and assist the client in achieving social
integration;

6. Expand the individual's comprehensive care plan to assure that it
includes interventions to address: community living skills, daily living
skills, interpersonal skills, psychiatric emergency and relapse,
medication management including recognition of signs of relapse and
control of symptoms, mental health services, substance abuse services,
and other related areas necessary for successful living in the
community;

7. Provide the individualized support and rehabilitative interventions as
identified through the comprehensive care planning process to address
client needs in the areas of: community living skills, daily living skills,
interpersonal skills, psychiatric emergency and relapse, medication
management including recognition of signs of relapse and control of
symptoms, mental health services, substance abuse services, and other
related services necessary for successful living in the community;

8. Monitor client progress in the services being received and facilitate
revision to the comprehensive care plan as needed,;

9.  Provide therapeutic support and intervention to the client in time of crisis
and, if hospitalization is necessary, facilitate, in cooperation with the
inpatient treatment provider, the client's transition back into the client’s
place of residence upon discharge;

10. Establish hours of service delivery that ensure program staff are
accessible and responsive to the needs of the client, including
scheduled services that include evening and weekend hours; and

11. Provide or otherwise demonstrate that each client has on call access to
a mental health provider on a 24 hour, 7 days per week basis.

12-014.08E Criteria for 1SS: For ISS, the client must have been evaluated through
the PASP process and the ISS evaluation process, and been determined to not need
specialized services based on the outcomes of the Level Il evaluation and the ISS
Evaluation Process. The ISS Evaluation Process must include, but is not limited to,
evaluation by a team which must consider an individual's long term residence in a
mental health facility, higher levels of aggression, and higher levels of medical need.
The client must be currently diagnosed with a mental, behavioral, or emotional
disorder of sufficient duration to meet diagnostic criteria specified within the current
version of DSM or 1SD-8-CM ICD-10-CM equivalent (and subsequent revisions)
except DSM “V” codes, substance use disorders, developmental disorders, and
dementia which are excluded, unless they co-occur with another diagnosable serious
mental illness.
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CHAPTER 31-000 SERVICES IN INTERMEDIATE CARE FACILITIES FOR THE MENTALLY
RETARDED (ICF/MR'S)

31-001_Standards for Participation: Institution for the mentally retarded or persons with related
conditions means an institution (or distinct part of an institution) that -

1. Is primarily for the diagnosis, treatment, or habilitation of persons with mental
retardation or persons with related conditions; and

2. Provides, in a protected residential setting, ongoing evaluation, planning, 24-hour
supervision, coordination, and integration of health and habilitative services to help
each individual function at his greatest ability.

To participate in the Nebraska Medical Assistance Program (NMAP), an ICF/MR must -

1. Be licensed as a hospital or an ICF/MR by the Nebraska Department of Health and
Human Services Regulation and Licensure or, for an out-of-state facility, meet that
state's licensure requirements;

2. Meet all related requirements for participation in Medicaid as required by state and
federal law and regulation;

3. Be certified as a Title XIX ICF/MR by the Nebraska Department of Health and Human
Services Regulation and Licensure or, for an out-of-state facility, by that state's survey
agency,;

4. Provides licensed nurses sufficient to care for clients' health needs, as defined in 42
CFR 483.460(c) and (d);

5. Provide active treatment as defined in 471 NAC 31-001.02 and 42 CFR 435.1009, and
483.410 - 483.470; and

6. Have a current NMAP provider agreement with the Department.

31-001.01 Legal Basis: Medicaid was established under Title XIX of the Social Security Act.
The Nebraska Legislature established the Nebraska Medical Assistance Program under
Sections 68-1018 and 1021, R.R.S., 1943.

31-001.02 Definitions: The following definitions apply to ICF/MR services.

Active Treatment: A continuous treatment process which requires -

A preadmission evaluation;

An individual program plan (IPP);

A discharge plan;

The client's continuous participation from the time of admission in training and

services that meet the requirements of 42 CFR 483.440(a);

Training and services to meet the client's needs that are a barrier to a less

restrictive alternative (see 42 CFR 456.371);

6. Review and revision of the IPP by the IDT as needed, but at least quarterly;
and

7. An annual reevaluation of the client's needs by the interdisciplinary team.

hPob=
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Admission Date: A date on or after which both of the following conditions are met:

1. The interdisciplinary team has determined that the client's needs can be met
at the ICF/MR; and

2. The client is physically present in the ICF/MR in an ICF/MR certified bed and
is receiving ICF/MR services.

Alternate Levels of Care: Non-institutional living arrangements providing less care than
NF or ICF/MR and more care than independent living, such as adult family home,
domiciliary facility, residential care facility, group home for children, center for the
developmentally disabled, or other community living situations. Also see 469 NAC 3-
004.01A ff.

Annual Onsite Review: A health and habilitative review of clients receiving Medicaid
conducted at least once a year by the ICF/MR review team in each ICF/MR participating
in the Nebraska Medical Assistance Program.

Appropriate: That which best meets the client's needs in the least restrictive alternative.

Bedholding: Full per diem payment made to an ICF/MR to hold a bed when a client is
hospitalized or on therapeutic leave.

Central Office means the Medicaid Division in the Department of Health and Human
Services Finance and Support and other staff in the Department of Health and Human
Services to whom administration of ICF/MR services for the Medicaid program has been
delegated. This does not include the central office of the Developmental Disabilities
System.

Child: An individual under age 21.

Client: An individual who has been determined eligible for the Nebraska Medicaid
Program.

Community-Based Developmental Disability Services (CBDDS): An array of
specialized services, including vocational, pre-vocational, residential, and case
management, provided outside an institutional setting.

Comprehensive Functional Assessments: A report or a series of reports synthesizing
the results of relevant evaluations of the client's abilities and deficits to determine needs.

DDD LFO: The Department of Health and Human Services’ Developmental Disabilities
Division, Local Field Office Service Coordination.

Department: The Department of Health and Human Services Finance and Support and
other staff in the Department of Health and Human Services to whom administration of
ICF/MR services for the Medicaid program has been delegated.
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Discharge Plan: A plan developed by the ICF/MR's interdisciplinary team (IDT) at the
time of admission as part of the Individual Program Plan, reviewed quarterly and revised
as needed, which identifies -

1. The rationale for the client's current level of care;

2.  The types of services the client would require in a less restrictive alternative;
and

3. Asummary of alternatives explored for the client through DPI's DDD LFO over
the past year. (42 CFR 456.380)

Habilitative_Training: Training in new skills and behaviors necessary to facilitate
independent functioning.

ICF/MR Review Team: A Central Office team consisting of a registered nurse and a
QMRP and, if necessary, one or more of the following:

1. A physician;
2. A social worker; or
3.  Other professional personnel as necessary.

Independent QMRP_Assessment: A functional evaluation to determine the client's
present skills with recommendations for training and/or services. It is conducted by an
individual who has been recognized as meeting the established criteria for an QVRP
and who is independent of the admitting ICF/MR.

Individual Program Plan (IPP): A written outline of training programs and services that
is developed on the basis of functional assessments by the Interdisciplinary Team. The
IPP must include discharge plans.

Individualized Educational Plan (IEP): A written statement for a child with a verified
disability that specifies the special education and related services necessary to assure
that child a free appropriate education. The development of the IEP is the responsibility
of the child's local school district.
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Interdisciplinary Team (IDT): A group of persons representing the professions,
disciplines, or service areas that are relevant to identifying the client's needs,
coordinating and designing training programs and services to meet these needs. Team
membership varies according to individual needs, but must always include a qualified
mental retardation professional (QMRP) and a person(s) responsible to assure the
client's rights are protected. The IDT must include the client and/or the client's
representative, i.e., parents, legal guardian.

Intermediate _Care Facility for the Mentally Retarded and Persons with Related
Conditions (ICF/MR): A facility or a distinct part of a facility that meets all the standards
for participation as in 471 NAC 31-001.

Least Restrictive Alternative: The most appropriate living environment which meets the
client's needs in the most normalizing manner.

Level of Care: A category of living arrangement. Levels of care funded by NMAP
include NF, ICF/MR, Acute Hospital, and Institution for Mental Disease (IMD).

Local Office: The local HHS office that is responsible for the client's case.

Local School District: Local education agency that, by law, must provide educational
services for resident children with disabilities from date of diagnosis to age 21.

Maintenance Therapy: Therapy to maintain the client at current level and/or to prevent
loss or deterioration of present abilities.

Medicaid: Medical assistance provided under a state plan approved under Title XIX of
the Social Security Act.

Medicaid-Eligible: The status of an individual whom the Department has determined to
meet established standards to receive benefits of NMAP.

Medical Care Plan: Physician's plan of care.

Mental Retardation: Significantly subaverage general intellectual functioning resulting
in or associated with concurrent impairments in adaptive behavior and manifested
during the developmental period as defined in Classification in Mental Retardation
(1983), published by the American Association on Mental Retardation. Degrees of
mental retardation are mild, moderate, severe, or profound. This definition is consistent
with terms in the ICD-810-CM.
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NMAP: The Nebraska Medical Assistance Program (Nebraska's Medicaid program).

Need Level: A classification system which identifies clients as high need, moderate
need, or low need, which is -

1. Based on the amount of staff time required to meet the client's needs; and
2. Determined by ICF/MR staff.

Normalization Principle: The patterns and conditions of everyday life which are as close
as possible to the norms and patterns of the mainstream of society, taking into
consideration possible local and subcultural differences.

Nursing Facility (NF): A facility (or a distinct part of a facility) that -

1. Meets the standards for hospital, skilled nursing, nursing facility, or
intermediate facility licensure established by the Nebraska Department of
Health and Human Services Regulation and Licensure and all related
requirements for participation as prescribed in federal law and regulations
governing medical assistance under Title XIX of the Social Security Act;

2. Is certified as a Title XIX NF under Medicaid (may also be certified as a Title
XVIII SNF under Medicare);

3. Provides 24-hour, seven-day week RN and/or LPN services (full-time R.N. on
day shift) unless the Nebraska Department of Health and Human Services
Regulation and Licensure has issued a staffing waiver (see definition of
"waivered facility" in 471 NAC 12-001.04); and

4. Has a current NMAP provider agreement and a Certification and Transmittal
(Form CMS-1539) on file with the Department.

Physician's Certification (Form DM-5): Physician's determination that the client requires
the ICF/MR level of care.

Plan of Care: See "Individual Program Plan".

Preadmission Evaluation: An interdisciplinary process to determine -

Specific needs of the client;

The least restrictive alternative that meets the client's needs;
Availability of the least restrictive alternative;

The ICF/MR's ability to meet the client's needs; and

If admitted, a written plan of services for the first 30 days.

Ok =

This process results in the ICF/MR's decision on admitting the client.

Postadmission Evaluation: The individual program plan developed within 30 days of
admission (42 CFR 483.440(c)(3)).

Prior Authorization: Determination of necessity for ICF/MR level of care and
authorization for payment.
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Qualified Mental Retardation Professional (QMRP): An individuai who meets the
established criteria, based on the purpose.

For QMRP's for Independent Assessments, see 471 NAC 31-002 03 ff,;

For QMRP's in ICF/MR's, see 42 CFR 483.430; and

For QMRP's as administrator, see Department of Health, Bureau of Health Facility
Standards.

Related Condition: A severe, chronic disability that meets all of the following conditions:

1.

hODN

Itis attributable to -

a. Cerebral palsy or epilepsy; or

b.  Any other condition, other than mental iliness, found to be closely related
to mental retardation because this condition results in impairment of
general intellectual functioning or adaptive behavior similar to that of
persons with mental retardation, and requires treatment or services
similar to those required for these persons;

It is manifested before the person reaches age 22,

It is likely to continue indefinitely;

In the case of a child under three years of age, results in at least one

developmental delay;

In the case of a person three years of age or older, results in substantial

functional limitations in three or more of the following areas of major life

activity:

Self-care;

Understanding and use of language;

Learning;

Mobility;

Self-direction; or

Capacity for independent living; and

Reflects the individual's need for a combination and sequence of special,

interdisciplinary, or generic care, treatment, or other services which are life-

long or of an extended duration and are individually planned and coordinated.

~0eoT

Substantial Functional Limitation: A demonstrated interference in the capacity or ability

to perform activities appropriate for an individual of comparable chronological age.

Utilization Review: Medicaid-eligible individuals in a facility are reviewed six months

after the annual on-site review by the Department's ICF/MR review team to determine
whether the ICF/MR level of care is still needed by each individual in accordance with
42 CFR 456, Subpart F.
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31-001.03 Summary of Forms: The following forms are used for ICF/MR services under the
Nebraska Medical Assistance Program. Instructions for these forms are located in the

appendix.

Appendix
Form # Form Title Reference
DM-5 Physician's Confidential Report 471-000-2
DM-5-MR-LTC Long Term Care Evaluation for 471-000-5
Intermediate Care Facility for
the Mentally Retarded
DM-11 Annual Review - Census Sheet 471-000-30
DM-27C Recommendation for Change of Care 471-000-12
Classification or Services
(Local Office Notification)
DM-27M Long Term Care Facility Utilization 471-000-13
Review Minutes
DM-27MR-S ICF/MR Annual Onsite Review 471-000-19
Summary Report
DM-28-MR Intermediate Care Facility for the 471-000-16

Mentally Retarded Utilization Review
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Form # Form Title Reference
FA-66 Report of Long Term Care Facilities 471-000-41
for Reimbursement
IM-8 Notice of Finding 471-000-68
MC-4 Long Term Care Facility Turnaround 471-000-82
Billing Document
MC-9-NF Prior Authorization for Nursing 471-000-203
Facility Care
MC-10 Prior Authorization Document Adjustment 471-000-211
MC-81 Medical Assistance Long Term Care 471-000-104
Provider Agreement
MCP-248 Remittance Advice 471-000-85
MCP-524 Electronic Claims Activity Report 471-000-85
PDS-38 Nebraska Medicaid Card 471-000-123
PDS-38B Nebraska Health Connection ID Document 471-000-121
Health Care Claim: Institutional Transaction 471-000-49
(ASC X12N 837)
Health Care Claim Status Request and Response 471-000-50
Transaction (ASC X12N 276/277)
Health Care Eligibility Benefit Inquiry and Response  471-000-50
Transaction (ASC X12N 270/271)
Health Care Services Review — Request for Review  471-000-50

And Response Transaction (ASC X12N 278)
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31-002 Roles of State Agencies: The Nebraska Department of Health and Human Services
Finance and Support (hereafter referred to as the Department) is the single state agency
responsible for administering the Medicaid program in Nebraska. The Department has an
agreement with the Department of Health and Human Services Regulation and Licensure that
designates it as the state survey agency which surveys all long term care facilities in Nebraska to
determine if they meet the requirements for participating in NMAP.

31-002.01_Role of the Department of Health and Human Services Regulation and Licensure:
The Department of Health and Human Services Regulation and Licensure is responsible for
ensuring that each ICF/MR meets state and federal requirements by -

1. Licensing and certifying ICF/MR's;

2. Investigating complaints related to licensure or certification; and

3. Referring appropriate complaints to Adult Protective Services and Child Protective
Services.

31-002.02 Role of Department of Health and Human Services Finance and Support: The
Department and designated staff in the Department of Health and Human Services are
responsible for -

1. Ensuring that each client is -

a. Receiving services in the least restrictive environment;

b. Receiving services appropriate for his/her needs; and

c. Benefiting from Active Treatment;

Authorizing payment for ICF/MR services for clients;

Reviewing the services each client is receiving;

Issuing provider agreements;

Setting rates of payment for ICF/MR’s;

Conducting provider hearings (see 471 NAC 2-003 ff.) and client appeals (see 465
NAC 2-001.02 and 2-006 ff.);

Investigating Adult Protective Services and Child Protective Services complaints;
and

8. Approving individuals who conduct independent QMRP assessments.

PO A LN
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31-002.03 QMRP Approval Criteria: Under 42 CFR 483.430, a qualified mental retardation
professional is a person who has at least one year of experience working directly with
persons with mental retardation or related conditions and is one of the following:

1. A doctor of medicine or osteopathy;

2. Arregistered nurse;

3. An individual who holds at least a bachelor's degree or is licensed, certified, or
registered and provides professional services in Nebraska in one of the following
professional categories:

An occupational therapist;

A physical therapist;

A psychologist;

A social worker;

A speech-language pathologist or audiologist;

A professional recreation staff member;

A professional dietitian; or

A human services professional.
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The Department uses these standards to approve individuals who conduct independent
QMRP assessments.

31-002.03A Standards for a QMRP: To be approved by the Department to complete
Independent QMRP Assessments, an individual shall submit the following information
to the Department:

1.  Proof of QMRP designation by an outside agency or program; or
2. Verification of -
a. Education/degree (transcript);
b. Licensure, registration, or certification, as applicable to the profession
(copy); and
c. One year's experience in working directly with persons with mental
retardation. The individual shall indicate the following skills related to
his/her job experience in a mental retardation facility/program:
(1) Assessing the need for specific goals and objectives;
(2) Writing behaviorally-stated goals and objectives in training
programs;
(3) Conducting or carrying out training programs; and
(4) Evaluating, documenting, and summarizing training programs.

Department staff shall review the submitted information and, if approved, shall issue a
formal letter of approval to the applicant.

The Department may withdraw approval of any QMRP who has been advised by the
Department that his/her assessments are lacking in quality and/or completeness.
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31-002.03B Independent QMRP Assessment in ICF/MR: Before or at admission, a
client with a diagnosis of mental retardation or a related condition, as confirmed by
psychological testing, who is seeking admission to an ICF/MR shall have an initial
independent QMRP assessment. The current IEP can be accepted as part of the
independent QMRP assessment, but does not generally supply all the information
required for an independent QMRP assessment or program pian. A program plan from
a previous mental retardation service/agency may be substituted for the independent
QMRP assessment. The independent QMRP assessment or program plan must have
been developed within one year before the admission and must be consistent with
current needs.

31-002.03C Requirements for Conducting an Independent QMRP Assessment: The
QMRP shall meet the following requirements to conduct an independent QMRP
assessment:

1. The individual must be approved as a QMRP in writing by the Department;
2. A QMRP shall not conduct an independent assessment in any facility in which
s/he is employed or acts as a consultant at the time of the assessment;

3. The facility is responsible for securing independent QMRP assessments;

4. Payment for the QMIRP assessment is the facility's responsibility;

5. The QMRP shall send a written report of the assessment to the facility and a
copy of the assessment directly to the ICF/MR review team;

6. The purpose of a QMRP assessment is to identify the present skill levels of
the client, recommend training and/or services which the individual needs,
and assist the facility in initiating services that are appropriate for the client.
The assessment is not an intelligence test to determine the level of
functioning. The assessment is considered by the ICF/MR review team in
determining a level of care which is appropriate to meet the needs of the
client;

7. QMRP assessments must be specific. Terminology such as "appropriately
placed" or "ICF/MR" are not acceptable because these terms designate a
level of care. Terminology such as "adequate grooming" or "has some
behavior problems" are not acceptable because these terms are open to
subjective interpretation and do not assist the facility in providing appropriate
training and services to the individual; and

8. The QMRP shall sign the assessment. The QMRP assessment becomes a
part of the individual's record.
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31-002.03D Components of the QMRP Assessment Process: The QMRP shall -

1. Conduct a review of relevant information and records of the client which are
available including, but not limited to -

Past QVIRP assessments;

Plan of care;

The physician's certification;

Annual physical exams;

Social history;

Social services and activity plans of care;

Past psychological evaluations; and

. Other available information;

eview records to clarify the client's diagnosis, including -

Evidence of past psychological evaluations regarding the diagnosis of

mental retardation. (Is there one? Is there any indication the client had

testing in a prior residential setting? Is there any indication that the
diagnosis of mental retardation may be inaccurate?);
b. Evidence of a diagnosis of a related condition, such as epilepsy, cerebral
palsy, or autism that occurred before the age of 22;

3. Conduct a functional and complete assessment of skills, using an appropriate
standardized assessment tool, to identify the client's present skills and skill-
deficit areas in which training and services will benefit the individual; and

4. Interact with and observe the client within his/her environment.

TTQ@ "0 Q0T
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31-002.03E  Components of the Written QMRP Assessment: The written QMRP
assessment must contain -

1. Identifying information which includes -

Name of the client being assessed;

Date of birth and age of the client;

Address and place of residence of the client;

Diagnosis and physical disabilities based on the record review;
Sources of information;

Assessment tools used and raw scores (from form); and
Signature and address of the QMRP;

©@*0o0oD
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2. The narrative which includes -
a. Identification of abilities and deficits in the following skill areas:

(1)

(2)

&)

S)

(6)

(7)

Self-care: eating, dressing, toileting, grooming, adaptive devices,
bathing, care of room, knowledge of personal health needs (i.e.,
what medications does the client take and what could the client do
to meet his/her own health needs). Note: Take into consideration
situations, such as all individuals in nursing homes receive
supervision with bathing but the degree of supervision varies with
the individual's abilities;

Expressive and receptive language: verbal, gestural, written, and
other forms of communication, hearing, speech, and initiation of
communication skills;

Learning: past educational and training experiences, visual deficits
or possible learning disabilities, cognitive skills (identification of
objects, colors, numbers, alphabet, reading, etc.), and identification
of progress in past training (based on previous assessments by
QMRP's and through different services),

Mobility: motor skills, ambulation, locomotion, assistive devices,
access to community activities, access to facility activities, and
travel within the facility and within the community;

Self-direction:  orientation, socialization skills, inappropriate or
maladaptive behaviors, initiation of interactions, leisure-time skills
(independently and in structured activities), decision-making skills,
involvement in facilty and community services and activities,
involvement with the family, involvement with friends and peers
within the facility and in the community, and need for an advocate,
conservator, or guardian;

Capacity for independent living based on past history, prior
services, prior attempts at independent living: food preparation
skills, home management skills, laundry skills, money-handling
skills, shopping skills, and special needs (health-related, i.e.,
adaptive devicing, accessibility, health needs which would require
attention), socialization skills, and community orientation; and
Economic self-sufficiency:  vocational skills, past vocational
experience, and work-related skills;

b. The QMRP's impressions from interactions with and observations of the
client which are identified in the appropriate skill area. The QMRP shall
designate which information was acquired from the client; and

c. A summary of progress, or lack of progress, in previous services;
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3. Recommendations which include -

a. Appropriate referrals for services to meet the client's needs without
regard to actual availability of the services, keeping in mind the least
restrictive alternatives and the principles of normalization. The
recommendations should only address the adequacy of the past and
current situations to meet the client's needs; and not identify that the
client must go to a specific place;

b. Referrals for further evaluations as needed, such as clarification of the
diagnosis, evaluations of hearing, speech, motor skills, vocational, and
other skill areas;

c. Identification of training and treatments from which the client may benefit
and which may be incorporated into the client's plan of care/IPP; and

d. Priorities for referral needs and training programs to enable the facility to
systematically incorporate the QMRP recommendations into the client's
plan of care/IPP.
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31-003 Admission Process: Individuals seeking Medicaid payment for ICF/MR services shall
contact the local office worker. The local office worker must be contacted before the ICF/MR
initiates the preadmission evaluation process. The local office worker shall contact the Disability
Services Specialist regarding the proposed admission.

31-003.01 _ICF/MR Action on Referral: Each ICF/MR has its own policies and procedures
for admissions. When an ICF/MR receives a referral, ICF/MR staff shall identify whether the
individual has been determined Medicaid-eligible or has applied for Medicaid. For Medicaid-
eligible clients, ICF/MR staff shall notify in writing the client's local office worker within three
working days of the request for admission. The ICF/MR shall -

1.  Gather sufficient information about the client's needs to determine what specific
services are required. Information may be gathered from the client, parent(s),
and/or guardian; NDSS staff; the client's physician; or other agencies or parties
involved with the individual. ICF/MR staff shall obtain a completed Form ASD-46
or a facility form to obtain/release confidential information. The client's rights to
confidentiality must be observed. This information includes but is not limited to -
a. Programs in which the individual is participating or has participated;

b. A diagnosis of mental retardation or a related condition;

c. A QMRP assessment or the most recent program plan from a previous
MR/DD service/agency, and an |IEP, if a school-age child,;

d. Current medical information; and

e. The client's legal status (e.g., whether the client has a guardian, conservator,
payee, power of attorney, etc.); and

2. After sufficient information is gathered, contact the appropriate Developmental
Disabilities Division Local Field Office (DDD LFO) regarding the availability of
community-based services to meet the individual's need. If there is no response
to the initial contact within 14 days, the ICF/MR shall document this and continue
with the admission process.



REV. OCTOBER 15, 2003 NEBRASKA HHS FINANCE NMAP SERVICES
MANUAL LETTER # 59-2003 AND SUPPORT MANUAL 471 NAC 31-003.02

31-003.02 Local Office Worker Action on Referrals: When the local office worker is

contacted regarding an ICF/MR admission, the local office worker shall -

1.

2.

Document the date of the initial contact and other information, including the name
of the contact person at the ICF/MR;

Contact the client's other worker(s) (i.e., Social Services Block Grant, Disability
Services Specialist, etc.) and share this information with the ICF/MR;

Attend the preadmission meeting, if feasible;

After all documentation is received, submit the information to the ICF/MR Review
Team (see 471 NAC 31-004.03); and

Provide additional information on the proposed admission when requested by the
ICF/MR review team.

31-003.03 Preadmission Evaluation Process: The ICF/MR shall begin the preadmission

process by -

1.
2.

Gathering information regarding the client's need for the ICF/MR level of care;

Obtaining -

a. A program plan (IPP) from the previous MR/DD service or agency; or

b. An independent QMRP assessment if the individual has not been involved
with an MR/DD service or agency; and

c. An IEP for school-age children;

Notifying the local office worker and other interested agencies personnel in

advance when a preadmission meeting is scheduled; and

Submitting all information about the client received during the preadmission

process to the local Social Services office.

The evaluations must be conducted within three months before admission or on the date of
admission, according to 42 CFR 456.370(a) and (b). Clients who are admitted by the facility
must be in need of, be able to benefit from, and receiving active treatment services.
Admission decisions must be based on a preadmission evaluation of the client that is
conducted by the facility. A preadmission evaluation must contain background information
as well as currently valid assessments of functional developmental, behavioral,
psychological, social, health and nutritional status to determine if the facility can provide for
the client's needs and if the client is likely to benefit from placement in the facility.
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31-003.03A Bedholding During the Preadmission Evaluation: The Department pays
for bedholding to the present nursing facility for a maximum of five days while a client
is at an ICF/MR for a preadmission evaluation.

31-003.03B Decision Not to Admit: When the ICF/MR staff decide, after the evaluations
but before the preadmission meeting, not to admit the client, the ICF/MR staff shall refer
the client, parent(s), and/or guardian to any other appropriate alternatives and notify the
local office worker of the referrals.

31-003.03C _Best Available Plan: The ICF/MR's interdisciplinary team (IDT) shall
acknowledge as inappropriate admissions, clients eligible to receive services provided
by other agencies and other levels of care (i.e., foster care, NF care, community-based
developmental disability services, other non-Medicaid programs, etc.) until the ICF/MR
receives verification from the other agencies/levels of care that their services are not
appropriate/available for the client. The best available plan is the least restrictive
alternative available for the client.

31-003.03D Preadmission Meeting: The preadmission meeting must be attended by
the IDT, and the client, parent(s), and/or guardian. The local office worker and/or other
interested agencies' staff may attend the pre-admission meeting. The purpose of the
preadmission meeting is to-

1. Summarize in writing the findings from the individual functional assessments;
Determine the client's needs without regard to the ICF/MR's ability to meet
those needs;

3. Determine the availability of least restrictive alternative services;

4. Determine if the client will be admitted to the ICF/MR; and

5. Determine the preadmission plan if the client is to be admitted (see 471 NAC
31-003.03F).
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31-003.03E Decision Not to Admit After Preadmission Meeting: When the ICF/MR staff

decide not to admit the client after the preadmission meeting, the ICF/MR staff shall
refer the individual, parent(s), and/or guardian to any other appropriate alternatives and
notify the local office worker and the DDD LFO of the referrals.

31-003.03F_Preadmission Plan: The preadmission plan is the IPP for the first 30 days

after the individual is admitted to the ICF/MR. It must -

1.
2.

3.
4.

Identify further evaluation and testing;

Specify the care and services to be provided for the first 30 days or until the
post-admission evaluation is established;

Include programs/services to be continued from other programs; and

Initiate plans to explore other alternatives on an ongoing basis.

31-003.04 Approval of the ICF/MR Level of Care: The ICF/MR, the local office worker, and

the Central Office ICF/MR review team shall follow these procedures to obtain approval of
payment for the ICF/MR level of care for a specific client.

31-003.04A ICF/MR Responsibilities: The ICF/MR staff shall -

1.

Arrange a physician's examination for the client. The physician's examination
must be part of the preadmission evaluation. A physician shall sign and date
Form DM-5 with the physician's determination of level of care indicated. The
client's needs must be recorded on, or attached to, Form DM-5;

Ensure that the client has had a dental examination within 12 months before

admission or within one month after the date of admission;

Ensure that the client has had a psychological evaluation within three months

before admission or at the time of admission;

Begin completion of Form DM-5-MR-LTC as instructed in 471-000-5; and

Send the following to the local office:

a. A copy of Form DM-5;

b. Form DM-5-MR-LTC;

c. The independent QMRP assessment, or the IPP from the previous
mental retardation/developmental disability service/agency and the |IEP
for school-age children;

d. A mental health evaluation performed by mental health professionals,
i.e., psychiatrist or psychologist, as required by the criteria in 471 NAC
31-003.04D; and

e. The preadmission evaluation and preadmission plan, including
exploration of alternatives.

The ICF/MR may submit the standard electronic Health Care Services Review —
Request for Review and Response transaction (ASC X12N 278) (see Standard
Electronic Transaction Instructions at 471-000-50).
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31-003.04B Local Office Responsibilities: The local office worker shall -

1. Complete the required portion of Form DM-5-MR-LTC;
2. Complete Form MC-9-NF as required; and
3. Send all information to the Central Office ICF/MR review team.

See 471 NAC 31-004 ff.
31-003.04C Central Office ICF/MR Review Team Responsibilities: The Central Office

ICF/MR review team must receive the following documentation before making a level
of care determination:

1.  Form MC-9-NF;

2. A copy of Form DM-5;

3. Form DM-5-MR-LTC;

4. The pre-admission evaluation and preadmission plan;

5. The independent QMRP assessment or IPP from previous MR/DD
services/agencies;

6. The IEP for school-age children; and

7. For mental illness diagnosis, a mental health evaluation and report from a

mental health professional (i.e., psychologist, psychiatrist).

When the Central Office ICF/MR review team receives all required documentation, the
Central Office ICF/MR review team shall -

1. Determine if additional information is needed, and if so, request that
information from the local office worker, the Disability Services Specialist,
and/or the ICF/MR,;

2. Consider all documentation in making a decision on payment for ICF/MR
services; and

3. Notify the local office of the decision on payment by sending Form MC-9-NF
and Form DM-5-MR-LTC to the local office for distribution to the ICF/MR. The
local office shall notify the ICF/MR and the Disability Services Specialist of
the decision. The local office shall notify the client, parent, and/or guardian
of an adverse decision on Form IM-8.

Within 15 days of receipt of all required and requested documentation, the Central
Office ICF/MR review team shall review all submitted documentation and determine
whether the ICF/MR level of care is appropriate and will be approved for Medicaid
payment based on the level of care criteria in 471 NAC 31-003.04D ff.

The Central Office ICF/MR review team shall not approve payment for the ICF/MR care
until all required documentation has been received and reviewed.
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31-003.04D ICF/MR Level of Care Criteria: The Department applies the following
criteria to determine the appropriateness of ICF/MR services on admission and at each
subsequent review:;

1. The individual has a diagnosis of mental retardation or a related condition
which has been confirmed by prior diagnostic evaluations/standardized tests
and sources independent of the ICF/MR; and

2. The individual can benefit from "active treatment" as defined in 42 CFR
483.440(a) and 471 NAC 31-001.02. "Benefit from active treatment” means
demonstrable progress in reducing barriers to less restrictive alternatives; and

3. In addition, the following criteria shall apply in situations where -

a. The individual has a related condition and the independent QMRP
assessment identifies that the related condition has resulted in
substantial functional limitations in three or more of the following areas
of major life activity:

(1) self-care;

(2) receptive and expressive language;

(3) learning;

(4) mobility;

(5) self-direction; or

(6) capacity for independent living;

These substantial functional limitations indicate that the individual needs
a combination of individually planned and coordinated special
interdisciplinary care, a continuous active treatment program, treatment,
and other services which are lifelong or of extended duration; and/or

b. A Medicaid-eligible individual has a dual diagnosis of mental retardation
or a related condition and a mental iliness (i.e., mental retardation and
schizophrenia). The mental retardation or related condition has been
verified as the primary diagnosis by both an independent QMRP and a
mental health professional (i.e., psychologist, psychiatrist); and -

(1) Historically there is evidence of missed developmental stages, due
to mental retardation or a related condition;

(2) There is remission in the mental illness and/or it does not interfere
with intellectual functioning and participation in training programs,
i.e., the individual does not have active hallucinations nor exhibit
behaviors which are manifestations of mental iliness; and

(3) The diagnosis of mental retardation or related condition takes
precedence over the diagnosis of mental illness.
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31-003.04D1__Inappropriate Level of Care: The following examples are not
appropriate for ICF/MR services according to the criteria in 471 NAC 31-003.04D:

1. Mental illness is the primary barrier to independent living within a
normalized environment; or
2. The ICF/MR level of care is not the least restrictive alternative, e.g., the
client - ~
a. Exhibits skills and needs comparable to those of persons with
similar needs living independently or semi-independently in the
community;
b. Exhibits skills and needs comparable to those of persons at NF
level of care; or
c. |Is able to function with little supervision or in the absence of a
continuous active treatment program.

31-003.04D2 | east Restrictive Alternative: On admission and at each subsequent
review, the facility shall ensure that services provided in the ICF/MR are the least
restrictive alternative.
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31-003.05 _ OQut-of-State ICF/MR Services: Each ICF/MR has its own policies and
procedures for admission. Those individuals seeking Medicaid payment for out-of-state
ICF/MR services shall contact the appropriate local office worker; all notifications from the
Department will be processed through the appropriate local office worker. The following
steps must be completed to obtain NMAP payment for out-of-state services:

1. The local office worker shall refer the client to the Disability Services Specialist and
contact the Central Office ICF/MR review team when initially contacted,

2. The Central Office ICF/MR review team shall assist the local office worker in
obtaining necessary information;

3. The local office worker shall refer the client to all ICF/MR's in Nebraska for
admission and request a written response from each ICF/MR;

4. Central Office staff shall ensure that the out-of-state ICF/MR meets the following
requirements before payment is approved:
a. The out-of-state ICF/MR must be certified as an ICF/MR to participate in the

Medicaid program in that state; and

b. The out-of-state ICF/MR must have a current NMAP provider agreement;

5. The ICF/MR review team shall determine if the client meets the ICF/MR level of
care criteria in 471 NAC 31-003.04D;

6. The out-of-state ICF/MR and the local office worker shall follow the procedures in
471 NAC 31-003.03 ff., regarding the preadmission evaluation process;

7.  Afterthe determination is made, the ICF/MR review team shall notify the local office
worker; and

8. The local office worker shall notify the individual, parent(s), and/or guardian, the
out-of-state ICF/MR, and the Disability Services Specialist.

The out-of-state ICF/MR shall follow all NMAP regulations regarding facility reviews.

31-003.06 Court Commitments: Payment for court-ordered admissions must be approved
through the process described in 471 NAC 31-003 ff.

31-003.07 Private-Pay to Medicaid: When an individual paying privately becomes eligible
for Medicaid, the admission process requirements of 471 NAC 31-003 ff. must be met before
Medicaid payment is approved.
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31-004 Local Office Staff Responsibilities: Local office staff responsibilities during the admission

process are included in 471 NAC 31-003 and 471 NAC 31-004.01A through 31-004.04.

31-004.01 Plans for Care and Services AFTER Admission to the ICF/MR: The local office

staff shall be responsible for the following:

1.

Initially contact the Central Office ICF/MR review team when the local office worker
has questions concerning continued placement in an ICF/MR and/or continued
ICF/MR level of care.

As requested by the ICF/MR, local office staff shall explore alternatives available

through DSS programs cooperatively with the client, family/guardian, attending

physician, and ICF/MR's Interdisciplinary Team (IDT) based on the client's total
needs.

To appropriately meet the client's needs in other alternatives, the local office staff

must -

a. Be knowledgeable of HHSS-funded services other than ICF/MR which may
be appropriate. This includes but is not limited to information on nursing
facility services, personal care aide services, waiver services, home health
services, and NMAP's criteria for levels of care.

b. Assist the ICF/MR's IDT with the client and his/her family/guardian to select
the most appropriate alternative.

c. Assist the ICF/MR's IDT in coordinating arrangements for appropriate
services with the DSS Disability Services Specialist and the DPI
Developmental Disabilities Division Services Coordinator.

Local office staff shall assist and/or advise the client and family/guardian at any

time a change in facility is necessary due to changes in the client's mental health,

medical, and/or habilitative needs, or when the client desires to transfer to a

location closer to a family member.

Local office staff shall notify the client and family/guardian of any adverse action

by the Department concerning placement and/or funding by use of Form IM-8.

Note: The Department encourages both facility and local office staff to identify contact
persons and to establish a working relationship with that contact person to facilitate
timely communication.

Note: Local office staff are NOT responsible for telephone calls, transportation, etc., for
clients who repeatedly request facility-to-facility transfers without valid and documented
reasons for the transfer. If valid documentation does not exist, the client and
family/guardian is responsible for contacting and making arrangements with the
receiving facility.

31-004.02 Prior Authorization Requirements: NMAP shall pay for ICF/MR service only when

prior authorized. Each admission must be separately prior authorized.
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31-004.02A Admission Form MC-9-NF. "Prior Authorization for Nursing Facility Care":
Within 15 days of the date of admission to the ICF/MR or the date eligibility is
determined, local office staff shall -

1.  Obtain an admission Form MC-9-NF from the ICF/MR and complete section
VI;
Note: If the provider submits the standard electronic Health Care Services
Review — Request for Review and Response transaction (ASC X12N 278),
the Central Office shall forward the request to the local office staff who shall
complete Form MC-9-NF.

2.  Attach the following to Form MC-9-NF:
a. A copy of Form DM-5 or history and physical;
b. Form DM-5-MR-LTC; and
c. Alldocumentation submitted by the facility, i.e., preadmission evaluation;
and
3. Submit all the information to the Central Office.

The ICF/MR review team shall determine individual need for the ICF/MR level of care
and return the forms to the local office for distribution.

Within ten working days after the ICF/MR review team's determination has been
received, local office staff shall distribute all copies of Form MC-9-NF as specified in
471-000-203. For electronic Health Care Services Review — Request for Review and
Response transactions, the Department shall send the electronic response notification
to the provider.

31-004.02B Time Frame for Physician's Admission History and Physical: When the
client is admitted to the ICF/MR, local office staff shall work with facility staff to ensure
that -

1. The client has had a physical examination within 48 hours (two working days)
after admission unless an examination was performed within thirty days
before admission; and

2. The history and physical can be documented on Form DM-5 or Hospital H&P
attached to Form DM-5.

31-004.02C Time Frame for Physician's Initial Certification (Form DM-5 or Form MC-
9-NF): The physician's certification on Form DM-5 or Form MC-9-NF must be signed
within the following time frame:

1. For clients already eligible at the time of admission, Form DM-5 or Form MC-
9-NF must be signed and dated within 30 days before the date of admission,
or within 48 hours (two working days) after the date of admission; or

2. For clients not already determined to be eligible at the time of admission,
Form DM-5 or Form MC-9-NF must be signed and dated within 30 days
before or within 48 hours (two working days) after the date the client's
eligibility is determined.

3. Thedate that eligibility is determined is defined as the actual date the eligibility
determination is made (not necessarily the effective date of medical eligibility).
This may be the date the worker obtains enough information to make a
determination, etc.
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If Form DM-5 or Form MC-9-NF is signed and dated more than 30 days before
the date of eligibility determination, the facility shall provide the local office
worker with a new or updated Form DM-5 or Form MC-9-NF before the
Department authorizes payment to the facility.

If Form DM-5 or Form MC-9-NF is signed and dated more than 48 hours (two
working days) after admission or eligibility determination, the earliest that
payment to the facility could be effective is the date Form DM-5 or Form MC-
9-NF is signed and dated. Holidays and weekends are not counted if they falll
within the 48-hour time period.

If the date of Form DM-5 or Form MC-9-NF falls within the required time
frame, the Department may authorize payment to be effective on the date of
admission or the medical eligibility effective date.

Form DM-5 must be signed and dated by a physician (if a physician signature
stamp is used, the physician shall initial the stamped signature). Physician's
assistant or registered nurse signature or initials are not acceptable; and
Form DM-5 is maintained in the medical record in the facility where the client
resides.

Form MC-9-NF may be maintained in the client's medical record in the facility
where the resident resides, or in the patient account file in the business office.

31-004.02D Distribution of Form DM-5: Form DM-5 must be distributed as follows:

1.

2.
3.

The ICF/MR retains the original Form DM-5 for the client's record and sends
two copies to the local office;

Local office staff retain a copy in the client's case record; and

Local office staff send a copy to the Central Office.

31-004.02E Distribution of Form MC-9-NF: Form MC-9-NF must be distributed as

follows:

1.

The ICF/MR completes Form MC-9-NF and sends it intact with an attached
history and physical and a current medication/treatment sheet to the local
office;

Local office staff completes section VI of the MC-9-NF and retains copies in
the client case record; and

Local office staff send the MC-9-NF intact with attachments to the Central
Office.

31-004.03 Facility-to-Facility Transfer: When a Medicaid client is transferred from one

facility to another (NF or ICF/MR), the local office worker shall complete Form MC-10 to close
the prior authorization for the previous facility for the date of the transfer.

The local office worker shall follow the appropriate procedures for the new facility.
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31-004.04 |nappropriate Level of Care: If the Central Office ICF/MR review team determines
that the client's present level of care is inappropriate, the team shall refer the case to the
client's local office and the Disability Services Specialist for a change to the appropriate level
of care. Local office staff shall notify the client, parent(s), and/or guardian on Form IM-8. If
the parents or guardian choose, they may notify the DDD LFO. Local office staff shall
complete Form MC-10 to notify the Central Office ICF/MR review team.

For those clients who, at the time of initial review, are found to be inappropriate for ICF/MR
care, the Department shall limit Medicaid payment for up to a maximum of 30 days, beginning
with the date the ICF/MR review team determines that the level of care is inappropriate.

31-004.05 Requests for Change in Level of Care

31-004.05A ICF/MR Requests: ICF/MR staff shall submit requests for a change of

level of care between reviews to the Central Office ICF/MR review team in writing along
with supporting documentation. When an ICF/MR's request for a change in a client's
level of care is approved, local office staff shall complete Form MC-10 to close the
authorization for the previous ICF/MR.

31-004.05B ICF/MR Review Team Recommendation: When the Central Office ICF/MR

review team recommends a change in level of care after reviewing the client's health
and habilitative training needs, based on the ICF/MR level of care criteria in 471 NAC
31-003.04D ff.

1.

The Central Office ICF/MR review team shall send a notification letter to the
client's attending physician and the ICF/MR's QMRP, giving them an
opportunity to respond, and -

a. If appropriate justification for continued ICF/MR care is provided within
the time frames specified in the letter of notification, the recommendation
may be withdrawn; or

b. In the absence of appropriate and timely justification, the
recommendation becomes final;

The Central Office ICF/MR review team shall send a notification to the

ICF/MR and the local office on -

a. Form DM-27MR-S, "ICF/MR Annual Onsite Review Summary Report;"

b. A letter to the physician; and

c. A letter to the ICF/MR's QMRP; and

Transfers of Medicaid-eligible clients must be completed in compliance with

471 NAC 31-004.03.
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31-004.06 Procedures for Deinstitutionalization: When the Central Office ICF/MR review

team recommends deinstitutionalization after reviewing the client's health, habilitative, and
social needs, based on the ICF/MR level of care criteria in 471 NAC 31-003.04D:

1.

The Central Office ICF/MR review team shall send a notification letter to the client's
attending physician and the ICF/MR's QMRP giving them an opportunity to
respond, and -

a. If appropriate justification for continued ICF/MR care is provided within the
time frames specified in the letter of notification, the recommendation may be
withdrawn; or

b. In the absence of appropriate and timely justification, the recommendation
becomes final;

The Central Office ICF/MR review team shall notify the ICF/MR by -

a. Form DM-27 MR-S, "Annual Summary Report;"

b. A letter to the physician; and

c. Aletter to the ICF/MR's QMRP.

Upon receipt, the ICF/MR shall document a specific and appropriate discharge

plan in compliance with 42 CFR 483.440(b) to assist the client in preparing for

alternate arrangements;

The Central Office ICF/MR review team shall notify the client's local office; and

NMAP payment for ICF/MR care is approved for up to 60 days from the date the

client's local office is notified. During this time, local office staff shall -

a. Notify the client, parent(s), and/or guardian on Form IM-8. If the parents or
guardian choose, they may notify the DDD LFO; and

b. Assist with making alternate arrangements, if requested.
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31-005 Responsibilities of ICF/MR's: All ICF/MR's shall provide staff of the federal Department
of Health and Human Services, and HHSS Central Office, district, and local offices with the data,
forms, and cooperation necessary to admit, plan for, evaluate the needs of, and make
determinations on the appropriate care level for each individual eligible for Medicaid as required
by the Nebraska Department of Health and Human Services Finance and Support Manual, federal
Medicaid regulations, and program instructions.

Note: The Department encourages both ICF/MR's and local office staff to identify contact persons
and to establish a working relationship with that contact person to facilitate timely communication.

31-005.01 Referral: The ICF/MR shall contact the client's local office worker when initial
contact regarding admission is made within three working days of the request for admission.

31-005.02 Discipline Evaluations: Before admission to an ICF/MR or before authorization
of payment, an interdisciplinary team of professionals make a comprehensive medical,
social, and psychological evaluation of each client's needs for care in the ICF/MR as
specified in 471 NAC 31-003.04.

31-005.03 Admission Notification: At the time of admission or no later than 48 hours (two
working days) after the preadmission meeting, the ICF/MR shall notify the client's local office
of the admission decision.

31-005.04 Initial Certification: The ICF/MR shall ensure that -

1. A physician signs and dates Form DM-5 with the date within the time frames
identified in 471 NAC 31-004.02C;

2. Form DM-5 must be signed and dated by a physician (if a physician signature
stamp is used, the physician shall initial the stamped signature). Physician's
assistant or registered nurse signature or initials are not acceptable; and

3. Form DM-5 is maintained in the client's medical record in the facility where the
client resides.

31-005.04A Admission Form DM-5-MR-LTC: Within 15 days of the date of admission
to the ICF/MR or the date eligibility is determined, facility staff shall submit the following
to the client's local office -

1. An admission Form DM-5-MR-LTC completed as required by 471-000-5;

2. A copy of Form DM-5;

3. A copy of the preadmission evaluation and plan, QMRP assessment or
previous program plan, and the |EP for school-age children;

4. A copy of the mental health evaluation;

5. The entire Form MC-9NF or the standard electronic Health Care Services
Review — Request for Review and Response transaction (ASC X12N 278)
(see electronic Standard Electronic Transaction Instructions at 471-000-50);
and

6. Submit all the information to the Central Office ICF/MR review team.

The Central Office ICF/MR review team shall determine the appropriateness of the level
of care and return the forms to the local office for distribution. Within ten working days
after the ICF/MR review team's determination has been received, local office staff shall
distribute the forms as indicated in 471-000-5 and 471-000-203. For electronic Health
Care Services Review — Request for Review and Response transactions, the
Department shall send the electronic response notification to the provider.
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31-005.05 Annual Physical Examination: The Department requires that all individuals
eligible for Medicaid residing in long term care facilities have an annual physical examination.
The physician, based on his/her authority to prescribe continued treatment, determines the
extent of the examination for individuals eligible for Medicaid based on medical necessity.
For the annual physical exam, a CBC and urinalysis will not be considered "routine” and will
be reimbursed based on the physician's orders. The results of the examination must be
recorded in the individual's medical record.

31-005.05A Billing for the Annual Physical Examination: If the annual physical
examination is performed solely to meet the Medicaid requirement, the physician shall
shall use the appropriate HCPCS code and submit the claim to the Department on Form
CMS-1500 or the standard electronic Health Care Claim: Professional transaction
(ASC X12N 837) (see Claim Submission Table at 471-000-49). If the physical
examination is performed for diagnosis and/or treatment of a specific symptom, iliness,
or injury and the individual has Medicare or other third party coverage, the physician
shall submit the claim through the usual Medicare or other third party process.

31-005.06 Health Care Services: The ICF/MR shall ensure that ICF/MR clients receive
appropriate health care services. If appropriate health care services cannot be provided by
facility staff, the care must be contracted from providers who are licensed or certified as
applicable.

31-005.06A Physician Services

31-005.06A1 Physician's Overall Plan of Care: Before admission to an ICF/MR
or before authorization for payment, a physician shall establish a written plan of
care for each client. The plan of care must include -

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

2. A description of the functional level of the client;

3. Objectives;

4. Any orders for -

a. Medications;
b. Treatments;
¢. Restorative and rehabilitative services;
d. Activities;
e. Therapies;
f.  Social Services;
g. Diet;and
h. Special procedures designed to meet the objectives of the plan of
care;
5. Plans for continuing care, including review of and modification of the plan
or care;

6. A determination of whether the client needs a medical care plan; and
7. Plans for discharge.

The physician must review each client's plan of care at least every 90 days.
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31-005.06A2 Standards for Physician Services: The facility shall ensure the
availability of physician services 24 hours a day.

The physician must develop, in coordination with licensed nursing personnel, a
medical care plan for a client if the physician determines the individual requires 24-
hour licensed nursing care. This plan must be integrated in the individual program
plan.

The facility must provide or obtain preventive and general medical care as well as
annual physical examinations of each client that at a minimum include the
following:

1. Evaluation of vision and hearing;

2. Immunizations, using as a guide the recommendations of the Public
Health Service Advisory Committee on Immunization Practices or of the
Committee on the Control of Infectious Diseases of the American
Academy of Pediatrics;

3. Routine screening laboratory examinations as determined necessary by
the physician, and special studies when needed;

4. Tuberculosis control, appropriate to the facility's population, and in
accordance with the recommendations of the Nebraska Department of
Health and Human Services Regulation and Licensure.

To the extent permitted by state law, the facility may utilize physician assistants
and nurse practitioners to provide physician services as described in this section.

31-005.06A3 Physician Participation in the Individual Program Plan: A physician
shall participate in -

1.  The establishment of each newly admitted client's initial individual
program plan as required by 42 CFR 456.380; and

2. If appropriate, the review and update of an individual program plan as
part of the IDT process either in person or through written report to the
IDT.

31-005.06A4 Recertification: The physician or the physician's assistant shall
recertify in writing the client's continued need for the ICF/MR level of care at least
once every 365 days, and at any time the client requires a different level of care.
The extended recertification period in no way indicates that one year is the
appropriate length of stay for a client in an ICF/MR. The interdisciplinary team
responsible for the client's care determines the client's length of stay.

The physician's assistant or nurse practitioner may recertify the client's need under
the general supervision of a physician when the physician formally delegates this
function to the physician's assistant or nurse practitioner.



REV. OCTOBER 15, 2003 NEBRASKA HHS FINANCE NMAP SERVICES
MANUAL LETTER # 59-2003 AND SUPPORT MANUAL 471 NAC 31-005.06A4

The physician, the physician's assistant, or nurse practitioner shall sign, or stamp
and initial, and date the recertification clearly identifying himself/herself as a
physician, physician's assistant, or nurse practitioner.

Facility staff shall maintain the recertification in the client's medical record in the
facility where the client resides.

The physician shall record recertifications accomplished by on-site visits to the
facility in the client's medical record. The physician is paid according to 471 NAC
18-006 ff. for a nursing home visit. The physician shall use the appropriate
procedure codes when billing NMAP for this service.

31-005.06B Nursing Services

31-005.06B1 Standards for Nursing Services: The facility must provide clients
with nursing services in accordance with their needs. These services must include

1. Participation in the preadmission evaluation and in the development,
review, and update of an individual program plan as part of the IDT
process;

2. The development, with a physician, of a medical care plan of treatment
for a client when the physician has determined that a client requires such
a plan;

3. For those clients certified as not needing a medical care plan, a review
of their health status which must -

Be by direct physical examination;

Be by a licensed nurse;

Be on a quarterly or more frequent basis depending on need,

Be recorded in the record; and

Result in any necessary action (including referral to a physician to

address health problems;

4. Other nursing care as prescribed by the physician or as identified by
needs;

5. Implementing, with other members of the IDT, appropriate protective and
preventive health measures that include, but are not limited to -

a. Training clients and staff as needed in appropriate health and
hygiene methods;

b. Control of communicable diseases and infections, including the
instructions of other personnel in methods of infection control; and

c. Training direct care staff in detecting signs and symptoms of iliness
or dysfunction, first aid for accidents or illness, and basic skills
required to meet the health needs of the clients.

®a0o0n

The nursing plan of care as part of the IPP must be revised as necessary, but
reviewed at least quarterly.
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31-005.06B2_Standards for Nursing Staff: Nurses providing services in the facility
must have a current license to practice in the state. The facility must employ or
arrange for licensed nursing services sufficient to care for clients' health needs
including those clients with medical care plans.

The facility must utilize registered nurses as appropriate and required by state law
to perform the health services specified in this section. If the facility utilizes only
licensed practical or vocational nurses to provide health services, it must have a
formal written arrangement with a registered nurse to be available for verbal or
onsite consultation to the licensed practical or vocational nurse. Non-licensed
nursing personnel who work with clients under a medical care plan must do so
under the supervision of licensed nursing personnel.

31-005.06C Dental Care: All ICF/MR clients must have a dental evaluation -

1. Within 12 months before admission or within one month after admission; and
2. Atleast annually thereafter.

Dental services must be provided in accordance with 471 NAC 6-000 to be covered by
NMAP.

31-005.06C1 _Standards for Dental Services: The facility must provide or make
arrangements for comprehensive diagnostic and treatment services for each client
from qualified personnel, including licensed dentists and dental hygienists either
through organized dental services in-house or through arrangement. If
appropriate, dental professionals must participate, in the development, review, and
update of an individual program plan as part of the IDT process either in person or
through written report to the IDT. The facility must provide education and training
in the maintenance of oral health.

31-005.06C2 Comprehensive Dental Diagnostic Services: Comprehensive dental
diagnostic services include -

1. A complete extraoral and intraoral examination, using all diagnostic aids
necessary to properly evaluate the client's oral condition, not later than
one month after admission to the facility (unless the examination was
completed within 12 months before admission);

2. Periodic examination and diagnosis performed at least annually,
including radiographs when indicated and detection of manifestations of
systemic disease; and

3. A review of the results of examination and entry of the results in the
client's dental record.
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31-005.06C3 _ Comprehensive Dental Treatment: The facility must ensure
comprehensive dental treatment services that include -

1. The availability for emergency dental treatment on a 24-hour-a-day basis
by a licensed dentist; and

2. Dental care needed for relief of pain and infections, restoration of teeth,
and maintenance of dental health.

31-005.08C4 Documentation of Dental Services: If the facility maintains an in-
house dental service, the facility must keep a permanent dental record for each
client, with a dental summary maintained in the client's living unit. If the facility does
not maintain an in-house dental service, the facility must obtain a dental summary
of the results of dental visits and maintain the summary in the client's medical
record.

31-005.07 Interdisciplinary Team (IDT) Responsibilities: As soon as the IDT has formulated
a client's individual program plan (IPP), each client must receive a continuous active
treatment program consisting of needed interventions and services in sufficient number and
frequency to support the achievement of the objectives identified in the IPP. The IPP must
specify long term goals, short term objectives, and services to address prioritized needs in a
continuum of development; outlining projected progressive (sequential) steps and the
developmental consequences (outcomes) of training programs and services.

Long term goals and short term objectives for all formal training to be provided are based on
identified needs. Objectives must be -

1. Person-centered;
2. Stated in specific, observable, and measurable terms so that the level of skill
acquisition can be assessed;

The long term goal must be the culmination of its short term objectives.

A copy of each client's IPP, functional assessments, and nursing plan of care must be made
available to all relevant staff and IDT.

The IDT must revise each |PP as needed, but review each IPP at least quarterly.

At least annually, the IDT reviews and updates each client's IPP, including ongoing
exploration of alternatives. Each IDT member's assessment must be completed before this
annual review. The revision in the IPP are based on current needs as identified by the
comprehensive functional assessments, and the client's response to training, as required by
42 CFR 456.380(c) and 483.440.

The QMRP and other IDT members must each routinely review aspects of the client's active
treatment process to determine if the client's needs are effectively addressed and/or if
revisions are needed. Revisions must be made in accordance with 471 NAC 31-001.
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31-005.08 Facility Responsibilities

31-005.08A Freedom of Choice: Each ICF/MR shall ensure that any client may
exercise his/her freedom of choice in obtaining NMAP-covered services from any
provider qualified to perform the services (see 471 NAC 1-004.02).

31-005.08B Room and Bed Assignments: ICF/MR staff shall maintain a permanent
record of the client's room and bed assignments. This record must show the dates and
reasons for all changes in accordance with 42 CFR 442.404, and be maintained in the
medical record.

31-005.08C Requests for Change of Level of Case: ICF/MR staff shall submit requests
for a change of level of care between reviews to the Central Office ICF/MR review team
in writing and notify the client's local office worker in writing.

When the client is discharged, ICF/MR staff shall close the client's case on Form DSS-
4 and notify the local office worker.

31-005.08D Facility-to-Facility Transfer: To transfer a client from one facility to another,
the transferring ICF/MR shall -

1. Obtain physician's written order for transfer;

2. Obtain written consent from the client, parent(s), and/or guardian;

3. Notify the local office that handles the client's case before the transfer is made
in writing, stating -
a. The reason for transfer;
b.  The name of facility to which the client is being transferred; and
¢. The anticipated date of transfer;

4. Document transfer information in the client's record and discharge summary;
and

5. Release necessary information on the client's health and habilitation needs to
the admitting facility.

The admitting facility shall obtain a new physician's certification for the current
admission.
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31-005.08E Discharge Planning: Each ICF/DD shall maintain written discharge

planning procedures for all Medicaid clients that describe -

1.

2.

Which staff member of the ICF/DD has operational responsibility for discharge
planning;

The manner in, and methods by, which the staff member will function,
including authority and relationship with the ICF/DD's staff;

The resources available to the ICF/DD, the client, and the attending physician
to assist in developing and implementing individual discharge plans; and
The initiation of discharge planning at admission. This must include formal
referral of each individual to the DDD LFO and any community-based
programs that can meet the individual's needs; and

The IDT reevaluates each client's discharge plan at the time of the annual
IPP. The IDT shall review at least quarterly and revise as needed.

31-005.08F Active Discharge Planning: If the ICF/DD review team determines the

client meets the criteria for ICF/DD but his/her health and habilitative needs could more
appropriately be met in another setting (i.e., community-based or NF) -

1.

2.

The ICF/DD shall notify the individual, family or legal guardian, local office
worker, and the DDD LFO of the recommendation;

The ICF/DD shall assist the client, family, or legal guardian, and local office
worker in seeking appropriate alternatives.

The ICF/DD shall document that other alternatives were explored and the
responses;

The present ICF/DD shall provide services to meet the needs of the client and
shall refer to appropriate agencies for services until an appropriate alternative
is available; and

The ICF/DD, the local office worker, and others involved shall make available
to the ICF/DD review team the documentation of active exploration for
appropriate alternatives.

31-005.08G At the Time of Discharge: The ICF/DD shall:

1.

Provide any information (e.g. diagnosis, active treatment services, habilitation

potential physician advice concerning immediate care, and pertinent social

information) about the discharged client that will ensure the optimal continuity

of care to those persons responsible for the client's post-discharge care;

Discharge the following items specifically purchased for and used by the client

with the client:

a. Any non-standard wheelchair and wheelchair accessories, options, and
components, including power operated vehicles;

b. Any augmentative communicative devices with related equipment and
software;

c. Supports (e.g. trusses and compression stockings with related
components); and

d. Custom fitted and/or fabricated items.
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31-005.08H Discharges: Within 48 hours (two working days) after a client is discharged
or expires, the ICF/DD shall notify the local office that handles the client's case of -

1. Date of discharge and the place to which the client was discharged; or
2. Date of death.
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31-005.08J Utilization Review of ICF/MR Clients: ICF/MR classification is approved
using the level of care criteria in 471 NAC 31-003.04D ff. The review of clients residing
in ICF/MRs is accomplished by the Central Office ICF/MR review team every six
months. Within six months after the annual on-site review, but before each scheduled
utilization review, the ICF/MR's QMRP's shall complete sections 1, 2, 3, and 4 of Form
DM-28MR. The ICF/MR shall retain documentation of the utilization review in the client's
permanent record.

31-005.08K Facility Action on Annual Summary Report (Form DS-27MR-S): Within ten
days following receipt of the ICF/MR review team's summary report of the annual on-
site review, the ICF/MR shall respond to the Central Office in writing, and shall include
the following information in the response:

1. A complete plan of correction that addresses all identified Findings and
Recommendations;

2. Changes in level of care;

3. Each individual recommendations and the examples of problems; and

4. Projected dates of completion on each of the above.

31-005.08K1_Failure to Respond: If the ICF/MR fails to submit a timely and/or
appropriate response, the Department may take administrative sanctions (see 471
NAC 2-002 ff.) or any of the following actions:

1. The Department may suspend Title XIX reimbursement for a client or the
entire reimbursement for the ICF/MR; or
2. Clients may be transferred to another facility.
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31-006 ICF/MR Review Team Responsibilities

31-006.01 Annual Onsite Review: Federal regulations at 42 CFR 456, Subpart |, require

annual review of all Medicaid-eligible individuals residing in ICF/MR's for a redetermination
of appropriate care level and necessity for services. The annual onsite reviews are
accomplished by a review team who -

1.

2.

3.

4.

Bl
a.
b.
C.
d.

Visits each ICF/MR;

Reviews each client's health and habilitative records;

Interviews and/or observes each individual and appropriate ICF/MR staff,
Completes a written summary report; and

Sends copies of the report to -

The ICF/MR;

The Central Office;

The Department of Health and Human Services Regulation and Licensure;
and

All local offices, as appropriate, i.e., to notify of changes in client status.

31-006.02 ICF/MR Review Team's Annual Onsite Review Functions: The ICF/MR review

team must have a registered nurse and a qualified mental retardation professional (QMRP),
and may have any of the following:

1. A physician;
2. A social services reviewer; and
3. Other appropriate health and social services personnel.

31-006.02A Physician: The Medical Director in the Central Office shall serve as the

director, consultant, and coordinator and is the final authority for findings, patient care
recommendations, and official action.

31-006.02B Registered Nurse: In the annual onsite review at all ICF/MR's, the

registered nurse shall -

1.

Review the medical records, and document the findings for each client
reviewed to determine appropriate level of care based on the client's health
and professional nursing care needs, any unmet health and professional
nursing care needs which appear indicated, and the ICF/MR's compliance
with all Title XIX (Medicaid) regulations;

Assess the client's response to care and treatment based upon observation
and/or conversation with the client as needed; and

Review information and documentation with other team members to make
formal recommendations.
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31-006.02C Social Services Reviewer or Other Health and Social Services Personnel:

In the annual onsite review, when applicable, the reviewer shall, at a minimum, but not
limited to -

1.

2.

Visit and/or observe each individual eligible for Medicaid and review the social
and recreational services to identify possible unmet care needs;

Review relevant documentation to determine -

a. The appropriate level of care based on the client's needs;

b. Any unmet needs; and

c. The facility's compliance with all Medicaid regulations;

Document findings for each client reviewed,

Assess the client's response to services, based on observation and
conversation as needed;

Review discharge plans; and

Share the client's care concerns or recommendations with the other team
members to make formal recommendations on needed care adjustments.

31-006.02D Qualified Mental Retardation Professional (QMRP): In the annual on-site

review, the QMRP shall -

1.

Review the training, habilitative, and all relevant documentation for each client
to determine the appropriate level of care based on the client's habilitative
training needs, any unmet training and habilitative needs which appear
indicated, and the ICF/MR's compliance with all Title XIX (Medicaid)
regulations, and document findings for each client reviewed;

Assess the client's response to training and habilitation based on
classroom/training area observation and/or conversation with the client as
needed; and

Review all information and documentation with other team members to make
formal recommendations.

31-006.02E _Summary Report: The ICF/MR review team shall complete a summary

report after the onsite review. The summary report is distributed as follows:

1.
2.

The Central Office staff shall send the entire report to the ICF/MR;

The ICF/MR shall respond, in writing on the form, to NDSS within 10 days
after receipt of the summary report. In the response, the ICF/MR shall specify
a complete plan of correction for all identified deficiencies, changes in level of
care, and recommendations for individuals; and

Department staff shall distribute copies of the report and the ICF/MR's
corrective action plan to the ICF/MR, the appropriate local social services
offices, the ICF/MR review team, Department of Health and Human Services
Regulation and Licensure, and if appropriate, the Department of Health and
Human Services.
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31-006.03 _ Utilization Review in ICF/MR's: All clients receiving ICF/MR services are

reviewed by the ICF/