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Regarding work groups:

• Information Systems work group is considering all the changes and adaptations needed 

to the Medicaid Management Information System (MMIS), N-FOCUS,  and a software 

program called CONNECT in which level of care determinations reside.

• Enrollment & Benefits work group is developing a plan for enrolling clients into managed 

care during the transition to MLTSS.  They will also be writing the RFP business 

requirements pertaining covered services in the benefits package.

• Stakeholder & Education work group is developing a plan to continue to obtain 

stakeholder input into the design of the program, as well as stakeholder education 

throughout the transition period leading up to “go-live”.

• Reimbursement group is tasked with developing the capitation rates.  The work of this 

group will involve basing capitation rates upon the most current information available.

• In compliance with CMS’ directive that states develop a comprehensive quality strategy, 

the Quality work group has identified numerous sources of quality measures and is 

discussing how to align them into a manageable approach to quality monitoring and 

oversight.

• Operations and Change Management work group is considering the impact of MTLSS 

implementation upon the various contracts Nebraska Medicaid holds, as well as 

potential shifts in work responsibilities among Division staff. 

• Care Coordination work group is identifying level of care assessment processes and 

considering comprehensive assessment options.

• Provider Enrollment & Education work group is considering the best way to educate 

providers regarding MLTSS and to facilitate their enrollment in MCO networks, as well as 
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establishing standards for an adequate network.

Regarding RFP recommendations received from stakeholder organizations:

• We have received correspondence from several professional associations in Nebraska 

recommending requirements to be included in the MLTSS RFP.

• We are carefully evaluating the recommendations by charting each issue raised in each 

letter and the association’s desired action.

• We are determining whether the issue should be addressed as a RFP requirement or a 

check  point for readiness reviews to be conducted prior to “go-live”.

• Nebraska Medicaid may not have the authority to implement some recommendations.
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Bullet #1 

Cost savings is not an initial goal of Nebraska Medicaid MLTSS.  The goal is to use 

financial resources wisely to sustain Nebraska Medicaid.  MLTC’s expectation is that 

savings will be realized over time as the result of increased care coordination and 

better consumer health outcomes. Facility rates will continue to be set by MLTC.  

Other providers will need to negotiate their rates with the MCO.  Contract managers 

will be overseeing MCOs to ensure they are not withholding approval of services 

and/or limiting access to services through other means.

Bullet #2  

Federal regulations prohibit discrimination against providers that serve high-risk 

populations or specialize in conditions that require costly treatment.  (42 CFR 

438.214 (c))

The RFP will have requirements for network adequacy. 

The RFP will require the MCOs to contract with “Any willing provider of LTSS” for the 

first year of contract.

Bullet #3  

DHHS allows providers to appeal denial of enrollment as Medicaid providers.

Providers will have the right to appeal their network participation with the MCO, 

but this is not a Medicaid agency function.
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Clients have the right to request a state fair hearing and/or appeal to the MCO if 

services are not authorized.
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Bullets #1 and #2

The RFP will include requirements regarding person-centered planning.  The MCO 

will be required to provide care coordination including a safe transition to the 

community.  MFP services will be available to facilitate the transition from NF to 

community living for eligible clients. 

Bullet #3

The MCO will be required to operate a network to cover the service needs of 

clients. 

The FAQ document posted on the MLTSS website states that if a client’s medical 

provider is not in a MCO’s network, s/he will need to choose a provider from within 

their network.  

The RFP will define circumstances when out of network coverage/single case 

agreement is required.  This will include services being necessary but not available 

in the MCO’s network.

The MCO will be required to pay out of network during transitions, such as FFS to 

managed care or a change of MCOs to ensure continuity.  The provider will need to 

be a Nebraska Medicaid enrolled provider.

Bullet #4
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The RFP will have requirements for network adequacy.  By federal regulation, the 

geographic location of providers and Medicaid enrollees must be considered, taking 

into account distance and travel time, etc.  

Bullet #5

DHHS doesn’t allow clients to change MCOs at any time.  Clients may change health 

plans if there is a “for cause” reason.  Otherwise, they may change during the first 90 

days after enrollment and annually thereafter.  

All providers will be encouraged to enroll in both MCOs’ networks.

MCO enrollment is monthly.  Therefore, if a client moves to a different facility that is 

not in the MCO’s network mid-month, the contract will require the MCO to pay the 

new facility out-of-network during the transition.
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Bullet #1

The MLTSS Steering Committee will consider any willing provider of LTSS throughout 

the three-year contract period. 

Bullet #2

There will be a number of MLTSS providers serving only a few Medicaid clients, 

including smaller, non-profit providers.  (The MLTSS Steering Committee will 

consider any willing provider of LTSS throughout the three-year contract period.)

Bullet #3

Nursing and assisted living facility rates will continue to be set by MLTC. 

Bullet #4

The specified processes included:

a. Reduce or simplify provider enrollment requirements - MCOs must minimally 

meet the credentialing requirements placed upon them by their accrediting 

body.

b. Use simplified, standardized claim forms (require each MCO to use the same 

claim form) with easy instructions - Facilities will have to use the standardized 

claim forms used currently. 
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c. Accept paper and electronic processing - MCO acceptance of both paper and 

electronic processing will be a RFP requirement.

d. Streamline claims processing -A streamlined work flow already accompanies 

standardized claim forms, and MCOs will be expected to use it.

e. Streamline service authorization process - MCOs have the administrative 

flexibility to determine for which services they will require prior authorization and 

the process.
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Bullet #1

Establishing a provider advisory council, composed of all provider types and 

meeting monthly for the first year and at least thereafter, will be a RFP requirement.  

Bullet #2

Federal regulation speaks to the duration of continued benefits upon appeal.  (See 

42 CFR 438.420 (c))  If a client appeals to the State within 10 days of the MCO’s 

notice of action, benefits may continue until a State fair hearing decision is reached.  

Bullet #3

Federal regulation defines timely payment of claims which will be a RFP 

requirement.  Nebraska Medicaid will have performance measures and contract 

incentives related to exceeding timely payment.

(NHCA suggested that a claim be deemed “clean if the provider is not notified of the 

problem within 15 business days - The MCO will be required to follow federal 

definitions of clean claims.)

Bullet #4

By federal regulation (42 CFR 438.365 (b)) information produced by the EQRO must 

be made available to interested parties.  Nebraska Medicaid plans on posting data 

regarding MCO performance. 
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Bullet #5

The RFP will require provider education and technical assistance to facilitate a 

smooth transition and after implementation. 

(NHCA suggested that technical assistance be provided within 2 business days to 

providers with claim processing difficulties - The Provider Enrollment and Education 

Work  Group will discuss whether this specific of a requirement will be in the RFP, in 

the context of all provider support needs.)

Bullet #6

This will be an RFP requirement.
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Bullet #1

a) Consumer enrollment is not a MCO based activity.  Any provider can be given 

access to MMIS to view MCO choice or assignment.

b) The MCO will be required to provide service authorization information to 

providers.  A requirement that this be via automated/web based system will be 

considered. 

c) The MCO will be required to provide claims status information to providers.  A 

requirement that this be via automated/web based system will be considered.

Bullet #2

Incentives will be part of the RFP, and we will take into consideration the five 

measures recommended.  (The 5 measures recommended were timely claims 

processing, provider grievances, client/provider appeals, customer service, and 

services authorization.)

Bullet #3

These recommendations match recommendations that will be forwarded to the 

MLTSS Steering Committee; however, we have received direction from CMS 

suggesting agencies not have multiple roles (LOC determination, services 

coordination, ombudsman, etc.) in MLTSS due to conflict of interest issues. 
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Bullet #4

Same as Bullet #3.
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Bullet #1

As stated on prior slide, these recommendations match recommendations that will 

be forwarded to the MLTSS Steering Committee; however, we have received 

direction from CMS suggesting agencies not have multiple roles (LOC 

determination, services coordination, ombudsman, etc.) in MLTSS due to conflict of 

interest issues. 

Bullet #2

A local presence will be required which will include a medical director who will have 

a Nebraska license and will be specifically assigned to the MCO’s Nebraska Medicaid 

line of business.   

Bullet #3

Value added services will be allowed and MCOs must propose what value added 

services they plan to provide. 

Bullet #4

Federal regulations allow the MCO to establish measures that are designed to 

maintain quality of services and control costs and are consistent with its 

responsibilities to enrollees. (42 CFR 438.12 (b) (3))
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Nebraska Medicaid continues to seek guidance from CMS about this 

recommendation.
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After 20 years, the implementation of managed care still shows a 15% increase in Medicaid 

NF residents as compared to the current year of status quo.  The growth rate of HCBS 

members increases more under managed care, but the cost of these members in the 

community is far less than in nursing homes so the overall savings is substantial as 

compared to status quo.  It takes managed care programs 15 to 20 years to fully mature.
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#5, bullet 1:  Which entity(ies) will conduct assessment process continues to be under 

consideration.

#5, bullet 2:  Long-Term Care ombudsman.  How this will be operationalized continues to 

be determined.

#6, bullet 1:  Whether the instrument is prescribed by the state or each MCO chooses their 

own instrument to be approved by the state continues to be considered.
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#8, bullet 1:  

a. We continue to research access requirements and are consulting with an expert in MCO 

network composition.

b. We will require “any willing provider” of LTSS for the first MCO contract year

c. We will require standards around payment of claims

#8, bullet 2:  Minimally, MCOs must use the credentialing requirements placed upon them 

by their accrediting organization.

#8, bullet 3:  MCOs will be required to work together with the State to develop a plan that 

will educate providers about the network enrollment process, authorization and claim 

submission procedures and practice billing sessions.  Other technical assistance 

requirements are under consideration.   
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#9, bullet 2:  The requirements for the critical incident reporting system are under 

consideration.

#9, bullets 3 & 4:  Complaint processes and appeals rights are federally required.

21



#10, bullet 1:  The required quality measures are under consideration.

#10, bullet 2:  The Island Peer Review Organization (IPRO) is Nebraska Medicaid’s EQRO
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