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The agency proposal follows:  
Summary
N.J.A.C. 10:74, Managed Health Care Services for Medicaid and NJ FamilyCare Beneficiaries, will expire on December 7, 2010 pursuant to N.J.S.A. 52:14B-5.1. This expiration date is extended 180 days to June 5, 2011, pursuant to N.J.S.A. 52:14B-5.1c.  As the Division has provided at least a 60-day comment period on this notice of proposal, this notice is excepted from the rulemaking calendar requirement pursuant to N.J.A.C. 1:30-3.3(a)5.
The rules regulate the enrollment of Medicaid and NJ FamilyCare beneficiaries into managed care as a health care delivery system and the provision of services by a managed care organization (MCO) to these beneficiaries. The Department has reviewed these rules and finds that they should be readopted, with amendments, because the rules are necessary, adequate, reasonable, efficient, understandable and responsive to the purposes for which they were originally promulgated. 

The chapter proposed for readoption contains 15 subchapters, described as follows:

Subchapter 1, General Provisions, contains the purpose, authority, scope and definitions for the managed care rules and rules regarding the pharmacy lock-in program.

Subchapter 2, Criteria for Contracting with the Department, contains the contracting requirements imposed on MCOs when they contract with the Department of Human Services (DHS).

Subchapter 3, Benefits, contains the scope of benefits; responsibilities of the contractor; managed care organization (MCO) benefits for Medicaid and NJ FamilyCare Plans A, B and C enrollees; fee-for-service (FFS) program services requiring contractor assistance to the enrollee to access the services; services not requiring case management by the MCO; MCO services for NJ FamilyCare Plan D enrollees; fee-for-service benefits for NJ FamilyCare Plan D enrollees; benefits not provided for NJ FamilyCare Plan D enrollees; general Medicaid and NJ FamilyCare program limitations general Medicaid and NJ FamilyCare program exclusions; reporting of services; and availability of services.  The existing subchapter also contains sections regarding NJ FamilyCare Plan H, which are proposed for deletion as described below.
Subchapter 4, Marketing, contains requirements regarding marketing and the manner in which contractors may market services.

Subchapter 5, Information Provided to Enrollees, sets forth the information to be provided to enrollees by the contractor, which includes information regarding advance directives.

Subchapter 6, General Enrollment, contains enrollment information.

Subchapter 7, Disenrollment, pertains to disenrollment in general and disenrollment from an MCO.

Subchapter 8, Enrollees, contains requirements regarding mandatory managed care enrollment, enrollment exclusions, voluntary managed care enrollment (allowed and not allowed), reasons for exemptions from mandatory managed care, coverage prior to enrollment, coverage after enrollment and protecting managed care enrollees against liability for payment.

Subchapter 9, Emergency Services, contains requirements regarding emergency services.

Subchapter 10, Medical Records; Peer Review and Quality Assurance, contains requirements for contractors regarding medical records, peer review and quality assurance.

Subchapter 11, Grievance Procedure, regulates the grievance procedure and fair hearing processes.

Subchapter 12, Reimbursement, regulates contractor compensation, derivation of capitation rates, adjustment of capitation rates, payment of capitation to contractors, coverage of hospitalized persons and situations where no payment will be made.

Subchapter 13, General Reporting Requirements, contains the reporting requirements for contractors.

Subchapter 14, Contract Sanctions, contains contract sanctions.

Summary of Proposed Amendments 
At N.J.A.C. 10:74-1.4, proposed amendments define the following new terms:  “ABD,” “Department of Banking and Insurance,” “Department of Children and Families,” “Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA),” “NJ FamilyCare beneficiary,” “NJ FamilyCare Plan D for adults,” “participating provider,” “primary care dentist” and “provider.” 
At N.J.A.C. 10:74-1.4, a proposed amendment revises the definition of administrative services to include fraud and abuse investigations and encounter data reporting as examples of the obligations of a contractor that may be included in the contract with the Department.
At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of care management to include behavioral services to the list of activities and/or services to be coordinated by the care manager and to describe the characteristics that drive care management, so that the optimal benefit can be realized by the beneficiary.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of certificate of authority to indicate that the license to operate is now issued only by the Department of Banking and Insurance, rather than both the Departments of Banking and Insurance and Health and Senior Services, and to update a cross-reference.

At N.J.A.C. 10:74-1.4, a proposed amendment revises the definition of complaint to indicate that the complaint can be filed by a provider on behalf of an enrollee and to state that the complaint shall be communicated to the contractor and, if not resolved within five business days, the complaint shall be treated as a grievance.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of comprehensive risk contract to replace the term “x-ray” with “radiology” to more accurately describe the services eligible for inclusion in the list of services for the contract.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of county board of social services to change the name to county welfare agency; this reflects the current nomenclature of the agencies.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of cultural competence to include addressing racial health disparities as part of addressing cultural competence within an agency.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of Division of Youth and Family Services to indicate that this Division is now under the Department of Children and Families, not the Department of Human Services.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of emergency medical condition to define emergency as it relates to a pregnant woman who is experiencing contractions.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of grievance system to clarify that the Medicaid fair hearing process is only available to beneficiaries as described at N.J.A.C. 10:49-10.3.

At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of health education services to indicate that one of the responsibilities of the components of health education services shall be to instruct beneficiaries with regard to preventative health care. 
At N.J.A.C. 10:74-1.4, proposed amendments delete the definition of NJ FamilyCare-Plan H because that plan is no longer offered.  Effective for dates of service on or after July 1, 2007, all beneficiaries previously covered under Plan H are covered under NJ FamilyCare Plan D.
At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of non-participating provider to specify that such a provider is a provider that does not have a contract or other arrangement in accordance with N.J.A.C. 11:24 with the contractor.
At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of primary care to remove the reference to an obstetrician/gynecologist because primary care is not provided by that medical specialty.
At N.J.A.C. 10:74-1.4, proposed amendments revise the definition of primary care provider to replace the acronym CNPs/CNSs with the title Advanced Practice Nurse (APN) to reflect the more appropriate name of the professional.

Finally, at N.J.A.C. 10:74-1.4, proposed amendments revise the definition of provider network to include behavioral and dental services in the list of services that must be included in the provider network.

At N.J.A.C. 10:74-1.5(a), proposed amendments delete a reference to NJ FamilyCare-Plan H since that plan is no longer offered.
At N.J.A.C. 10:74-2.1(a)1, proposed amendments update a cross-reference, consistent with the amendment to “certificate of authority,” as discussed above.
At N.J.A.C. 10:74-2.1(a)3, proposed amendments add encounter data and provider network data to the list of possible reports or data the contractor may be required to produce for the Department under their contract.

At N.J.A.C. 10:74-2.1(a)5, proposed amendments add dentists to the list of medical professionals that are required to be part of the managed care organization’s provider network.
At N.J.A.C. 10:74-2.1(a)6, proposed amendments require the contractor to instruct dental providers, in addition to other medical providers, regarding MCO health services.  Additional amendments add new language at N.J.A.C. 10:74-2.1(a)6i and new N.J.A.C. 10:74-2.1(a)6v and vi, expanding the list of educational topic to include advances in electronic health records and care coordination of enrollees.
At N.J.A.C. 10:74-2.1(a)8, proposed amendments add encounter data and provider network data to the list of possible data types that the contractor’s data reporting capabilities must include.

At N.J.A.C. 10:74-2.1(a)10, proposed amendments delete the requirement that the enrollees must reside in a specified locale.

At N.J.A.C. 10:74-2.1(a)12, proposed amendments add the Office of the State Comptroller, Medicaid Fraud Division, to the list of agencies/individuals to which financial statements must be supplied when requested.  
At N.J.A.C. 10:74-2.1(a)13, proposed amendments reference the Federal regulations that require the contractor to disclose any and all information related to the ownership, controlling interest, related business transactions and criminal history of the owners (with five percent or more interest) of the managed care organization.
New N.J.A.C. 10:74-2.1(c) requires the contractor to comply with the provisions of Titles XIX (Medicaid) and XXI (NJ FamilyCare) of the Social Security Act.

New N.J.A.C. 10:74-2.1(d) requires the contractor to comply with the provisions of the Affordable Care Act.
At N.J.A.C. 10:74-3.1(b), proposed amendments require the standard service packages provided by the managed care organization to be consistent with the service packages detailed in the managed care contract.  Additional amendments delete a reference to NJ FamilyCare-Plan H and revise grammar.

At N.J.A.C. 10:74-3.2(d), proposed amendments require the contractor to comply with the managed care contract.

At N.J.A.C. 10:74-3.3(a), proposed amendments clarify existing language to reinforce the requirement that for Medicaid and NJ FamilyCare – Plans A, B and C enrollees, the managed care organization shall be responsible for the provision of all services listed at N.J.A.C. 10:74-3.3(a)1 through 27, 10:49-5 and in the managed care contract.  References to the list of services carved out as being provided under fee-for-service and those services that are excluded completely from the service packages are also provided.
At N.J.A.C. 10:74-3.3(a)1, proposed amendments make grammatical revisions to the sentence and also add dentists as professionals whose primary and specialty care services shall be provided by the managed care organization.

At N.J.A.C. 10:74-3.3(a)7, proposed amendments add a reference to the managed care contract related to the existing rule.

At N.J.A.C. 10:74-3.3(a)9, proposed amendments delete a reference to prescription drugs for the aged, blind and disabled population being covered on a fee-for-service basis and add a reference to the managed care contract that indicates which drugs are covered for all managed care organization enrollees.
At N.J.A.C. 10:74-3.3(a)20, proposed amendments indicate that durable medical equipment and assistive technology devices shall be provided in accordance with Medicaid rules at N.J.A.C. 10:59.
At N.J.A.C. 10:74-3.3(a)26, proposed amendments change the term post-acute care to nursing facility services to more accurately describe the types of services provided and states that these services are limited to 30 days in a nursing facility, limited to rehabilitation services only for NJ FamilyCare – Plan B and C enrollees.

At N.J.A.C. 10:74-3.3(a)27, proposed amendments clarify that mental health and substance abuse services are provided by the managed care organization for clients of the Division of Developmental Disabilities only and that partial hospitalization, like partial care, is not covered by the managed care organization.
At N.J.A.C. 10:74-3.5(a), proposed amendments revise the list of services available on a fee-for-service basis, without case management by the managed care organization, to Medicaid/NJ FamilyCare beneficiaries enrolled in managed care organizations.  
N.J.A.C. 10:74-3.5(a)1 and 2, nursing facility services and residential treatment services, respectively, are proposed for deletion.  This does not mean that the services are no longer available, only that the services may require case management from the managed care organization in which the beneficiary is enrolled.  

Recodified N.J.A.C. 10:74-3.5(a)6 is proposed to be amended to add new N.J.A.C. 10:74-3.5(a)6iii, adding Suboxone and Subutex and any other drug designed to treat opioid dependence, and N.J.A.C. 10:74-3.5(a)6iv, adding generically equivalent drug products listed in this section, to the list of drugs paid under the Medicaid fee-for-service program.
Recodified N.J.A.C. 10:74-3.5(a)9 is proposed to be amended to add Medicaid demonstration program services and clarify that this rule applies to NJ FamilyCare Plan A enrollees only.
At N.J.A.C. 10:74-3.6(a), proposed amendments clarify existing language to reinforce the requirement that for Medicaid and NJ FamilyCare – Plan D enrollees, the managed care organization shall be responsible for the provision of all services listed at N.J.A.C. 10:74-3.6(a)1 through 22, 10:49-5 and in the managed care contract.  References to the list of services carved out as being provided under fee-for-service and those services that are excluded completely from the service packages are also provided.

At N.J.A.C. 10:74-3.6(a)7, proposed amendments exclude mental health visits from outpatient hospital services that are covered under managed care.

At N.J.A.C. 10:74-3.6(a)14, proposed amendments require that dental services be provided to all managed care enrollees under the age of 19 years old.

New N.J.A.C. 10:74-3.6(a)22 adds audiology services for children under age 16 years of age to the list of covered services.

New N.J.A.C. 10:74-3.6(a)23 adds limited durable medical equipment benefits, as detailed in the managed care contract, to the list of covered services.

New N.J.A.C. 10:74-3.7(a)3v is proposed, which states that the limits to mental health treatment described at N.J.A.C. 10:74-3.7(a)3i through iv do not apply for beneficiaries under the age of 19, pursuant to the Federal Mental Health Parity and Addiction Equity Act (MHPAEA) of 2008 (P.L. 110-343).
At N.J.A.C. 10:74-3.7(a)4, proposed amendments state that the limits to substance abuse/detoxification treatment do not apply for beneficiaries under the age of 19, pursuant to the Federal Mental Health Parity and Addiction Equity Act (MHPAEA) of 2008 (P.L. 110-343).
At N.J.A.C. 10:74-3.8(a)7, proposed amendments specify that dental services shall be provided to NJ FamilyCare – Plan D beneficiaries under 19 years of age.

N.J.A.C. 10:74-3.8(a)9 is proposed for deletion because targeted case management for chronically mentally ill beneficiaries is a covered service.
Existing N.J.A.C. 10:74-3.8(a)12 and 15 are proposed for deletion because durable medical equipment and hearing aid services are partially covered services, as far as these services are covered by the contract or the rules.  
Recodified N.J.A.C. 10:74-3.8(a)31 is proposed to be amended to remove the word “skilled” since all nursing facilities are included on the list of services not provided for NJ FamilyCare – Plan D enrollees.  Grammatical revisions accompany the deletion.
New N.J.A.C. 10:74-3.8(a)32 is proposed, which adds audiologist and hearing aid services, except for children less than 16 years of age, to the list of services not provided for NJ FamilyCare – Plan D enrollees. 
N.J.A.C. 10:74-3.9 through 3.11 are proposed for repeal.  These rules addressed the coverage limitations of NJ FamilyCare – Plan H, which is no longer an offered service package.  Effective for dates of service on or after July 1, 2007, all beneficiaries previously covered under Plan H are covered under NJ FamilyCare Plan D.

At recodified N.J.A.C. 10:74-3.11, the heading is proposed to be amended to include reporting “and verification” of services to more accurately describe the requirements of the rule.  Proposed amendments require that all services, regardless of whether they are listed under the limitation or exclusions of the rule, shall be reported.  Additional amendments update cross-references and require that the contractor shall document and verify that services were provided.
At N.J.A.C. 10:74-4.1(b)6, proposed amendments differentiate between health related and non-health related promotional giveaways that the managed care organizations may offer individuals for marketing purposes and provide monetary limitations per item and annually for such promotional items.
At N.J.A.C. 10:74-7.1(a)1, proposed amendments clarify that an individual shall be disenrolled upon death.
At N.J.A.C. 10:74-7.1(a)3, proposed amendments remove the reference to nursing facilities because those facilities are addressed at proposed N.J.A.C. 10:74-7.1(e) as described below.  Related language is also proposed for deletion.
The rules at existing N.J.A.C. 10:74-7.2, Disenrollment from an MCO, are being combined with N.J.A.C. 10:74-7.1 since both rules address disenrollment from an MCO. Existing N.J.A.C. 10:74-7.2(a) through (c) are proposed to be recodified as N.J.A.C. 10:74-7.1(b) through (d) with no change in text.  Existing N.J.A.C. 10:74-7.2(d) is proposed to be recodified as N.J.A.C. 10:74-7.1(e) and amended to indicate that beneficiaries shall be disenrolled from an MCO if they had received treatment in a nursing facility for more than 30 days, upon the date of admission to either a long-term psychiatric hospital or facility or an ICF/MR facility, or upon the date of enrollment into a waiver or demonstration program.

At N.J.A.C. 10:74-8.1(b)3, proposed amendments correct the heading of N.J.A.C. 10:69.
N.J.A.C. 10:74-8.3(b) is proposed for deletion because each beneficiary is now assigned an individual Medicaid/NJ FamilyCare identification number.

At N.J.A.C. 10:74-8.7(a)4, the proposed amendment adds a  cross-reference to N.J.S.A. 30:4D-6i, which addresses payment for emergency and related services.
At N.J.A.C. 10:74-9.1(l), proposed amendments reference the Federal rule, which requires all non-participating providers, including, but not limited to, non-contracted hospitals, who provide emergency services shall accept as full payment the amount that they would receive from Medicaid if the beneficiary receiving the service was enrolled the regular Medicaid fee-for-service program.  The existing rule currently mentions only non-contracted hospitals; these proposed amendments cite the Federal authority and apply this rule to all providers of emergency services.
The heading of N.J.A.C. 10:74-10 is proposed to be changed to Medical “Information” and Quality Assurance, rather than Medical “Records; Peer Review” and Quality Assurance, to accurately reflect the rules contained in the subchapter.
The heading of N.J.A.C. 10:74-10.1 is proposed to be amended from “medical records” to “medical information” and corresponding changes are made to the term at N.J.A.C. 10:74-10.1(a), (b), (d), (e) and (f).  This is a grammatical change and does not change the meaning or intent of the rule.  Additional amendments at N.J.A.C. 10:74-10.1(d) remove a reference to peer review, since contractors will no longer be required to submit peer review information or records to the State, as proposed below, and clarifies that the medical information retained by the provider shall be sufficient to permit quality audits in addition to medical audits.
N.J.A.C. 10:74-10.2, Peer review, is proposed for repeal since contractors will no longer be required to submit peer review information or records to the State under that section.
At N.J.A.C. 10:74-11.2, proposed amendments change the heading of the section to “Medicaid fair hearing” to accurately indicate the type of hearing discussed by the rule.

At N.J.A.C. 10:74-11.2(a), proposed amendments delete a reference to NJ FamilyCare Plan H, since that service package no longer exists.  Additional amendments update a technical cross-reference and remove obsolete references to the Department of Health and Senior Services, as discussed above in regards to N.J.A.C. 10:74-1.4.

At N.J.A.C. 10:74-12.1(a), proposed amendments allow for an MCO to be reimbursed for certain high-cost, low-utilized drugs and blood products at the lesser of the MCO’s cost or the current Medicaid fee-for-service reimbursement amount for the drug.  These drugs and blood products are specified in the managed care contract.
N.J.A.C. 10:74-12.1(b) is proposed for deletion since NJ FamilyCare Plan H is no longer an offered benefit package.  

At recodified N.J.A.C. 10:74-12.1(b), proposed amendments add a reference to the reimbursed costs proposed at N.J.A.C. 10:74-12.1(a).

At N.J.A.C. 10:74-12.2, proposed amendments revise the heading of the section to delete “derivation of” without changing the text of the rule.

At N.J.A.C. 10:74-12.4(b), proposed amendments are made to the grammar of the subsection to make it easier to understand without changing the scope or intent of the rule; the capitation payment will continue to be calculated based on the number of days in which the enrollee was actually enrolled starting on the day coverage begins and ending either on the last day of the month or the date of the enrollee’s death if the enrollee dies prior to the end of the month.
At N.J.A.C. 10:74-12.4(c), proposed amendments require that capitation payments for full month coverage shall be recovered on a prorated basis if the individual moves out-of-State, from the date of the individual’s death or when an individual has been in a nursing or intermediate care facility in excess of 30 days.  A grammatical change is also made.
At N.J.A.C. 10:74-12.4(d), proposed amendments provide exceptions to the rule regarding the provision of the capitation rate paid by DMAHS for an entire month.  These exceptions require that the rate be pro-rated back to the date of the specific event in the case of the beneficiary’s death, moving out of New Jersey, treatment in a nursing facility for more than 30 days, admission to a long-term psychiatric hospital or an ICF/MR.
At N.J.A.C. 10:74-13.1(a), proposed amendments require that the list of information and reports required to be furnished by the MCO shall include, but not be limited to, the items already listed and expand the list to include network adequacy and quality indicators and measurements.

At N.J.A.C. 10:74-13.1(e), a proposed amendment requires that the contractor collect and analyze data to implement quality improvement measures in addition to the already required components of the rule.  Additional amendments delete a reference to peer review programs, consistent with the deletion of this requirement as previously described above.
Social Impact
During State Fiscal Year 2009, approximately 884,000 Medicaid and NJ FamilyCare beneficiaries received health services through managed care.  The program improves the quality of life for beneficiaries who require healthcare services because the HMOs are able to provide a comprehensive package of preventive health services.  These rules regulate the managed care program in order to provide health care services to those who otherwise might not be able to afford these services.
The rules proposed for readoption with amendments and repeals will have a positive social impact on Medicaid and NJ FamilyCare beneficiaries and providers because continued coverage of managed care services to these beneficiaries by the providers will be assured. Without such services, the health of the beneficiaries would suffer, because they would have no other resource for health care beyond the safety net services provided by health center clinics. The specific services available to beneficiaries have not changed.

The health maintenance organizations (HMOs) that participate in the Medicaid/NJ FamilyCare programs providing managed healthcare services are: AmeriChoice, Amerigroup NJ, Healthfirst NJ and Horizon NJ Health.  The Department has been notified that effective January 1, 2011, AmeriChoice will be changing its name to United Healthcare Community Plan in New Jersey; this will have no impact on the administration of the contract, the eligibility and enrollment of beneficiaries or the provision of services.  
The proposed amendments and repeals will have a positive impact on the providers and beneficiaries because they address Federal and State mandates regarding the provision of services, update the rule text to ensure consistency with the requirements of the contract, provide updates to existing text to ensure the accuracy of definitions and citations and expand explanatory language.  This will in turn make the requirements and benefits of the programs easier to understand and comply with for those providers and beneficiaries.
Economic Impact
During State Fiscal Year 2009, total Division expenditures were $5.9 billion (State and Federal share). During State Fiscal Year 2009, total managed care expenditures were $2.3 billion gross, $963 million State share. 

The rules proposed for readoption with amendments and repeals, as described in the Summary above, should not change overall annual costs to the managed care organizations or the State. The rules proposed for readoption with amendments and repeals will have a positive economic impact on managed care providers and Medicaid/NJ FamilyCare beneficiaries because the providers will continue to be reimbursed for services that Medicaid and NJ FamilyCare beneficiaries might not otherwise be able to afford and beneficiaries will continue to receive medically necessary healthcare services without paying for the services themselves beyond already existing cost-sharing and co-payments for some NJ FamilyCare plans. 
The proposed amendments and repeals will have a positive impact on the providers and beneficiaries because they address Federal and State mandates regarding the provision of services, update the rule text to ensure consistency with the requirements of the contract, provide updates to existing text to ensure the accuracy of definitions and citations and expand explanatory language.  This will in turn make the requirements and benefits of the programs easier to understand and comply with for those providers and beneficiaries, which will allow them to navigate the programs in a more efficient manner.

Federal Standards Statement
Section 1932 of the Social Security Act, 42 U.S.C. §1396u-2, enumerates provisions relating to managed health care services and grants a state Medicaid program the option to use MCOs to provide medical assistance to eligible individuals. New Jersey has elected to provide managed care services to eligible beneficiaries. The statute also elaborates on the choice of coverage by eligible individuals; details the process of enrollment, termination, and change of enrollment; enumerates the rights of beneficiaries; itemizes information that must be given by providers to beneficiaries; spells out protections and sanctions for non-compliance of managed care entities; and assures coverage of medically necessary emergency services.

Section 1903(m)(1)(A) of the Social Security Act, 42 U.S.C. §1396b(m)(1)(A), defines a Medicaid managed care organization and requires the managed care organization to provide the same access to both Medicaid beneficiaries and non-beneficiaries; make adequate provision against the risk of insolvency for a non-governmental entity; and specify requirements in the managed care organization's contract regarding its financial relationship with a state and the responsibility for managed care payments to beneficiaries.

Pursuant to section 1915(b) of the Social Security Act, 42 U.S.C. §1396n(b), a state Medicaid program may secure approval from the Centers for Medicare & Medicaid Services (CMS) for a 1915(b) waiver which would allow that state to limit the choice of providers and require such beneficiaries to enroll in a managed care plan for medical coverage. New Jersey has secured such a waiver regarding special needs children.

Title XXI of the Social Security Act allows states the option of establishing a State Children's Health Insurance Program (SCHIP) for targeted low-income children and provides coverage and eligibility guidelines. See Sections 2101 through 2110, 42 U.S.C. §§1397aa through 1397jj. New Jersey elected this option through implementation of the NJ FamilyCare Children's Program.
Federal standards for a qualified HMO are contained in 42 U.S.C. §300e-9(c).

Federal standards for MCOs are also found at 42 CFR Part 438. Conditions necessary to contract as a managed care entity (MCE) are specified at 42 CFR 457.955.

The Department has reviewed the Federal statutory and regulatory requirements and has determined that the rules proposed for readoption with amendments and repeals do not exceed Federal standards. Therefore, a Federal standards analysis is not required.

Jobs Impact
The Department does not anticipate that the rules proposed for readoption with amendments and repeals will have an impact on employment in the State of New Jersey, and does not expect that any jobs will be gained or lost as a result of these rules.

Agriculture Industry Impact
No impact on the agriculture industry in the State of New Jersey is expected to occur as a result of the rules proposed for readoption with amendments and repeals.

Regulatory Flexibility Statement
The providers affected by the rules proposed for readoption with amendments and repeals are all managed care organizations that have more than 100 full-time employees. Therefore, they are not considered small businesses, as the term is defined by the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq., and a regulatory flexibility analysis is not required.

Smart Growth Impact
Since the rules proposed for readoption with amendments and repeals concern the provision of managed care organization services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that the rules will have no impact on the achievement of smart growth in New Jersey or on the implementation of the State Development and Redevelopment Plan.

Housing Affordability Impact

Since the rules proposed for readoption with amendments and repeals concern the provision of managed care organization services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that the rules will have no impact on affordable housing in New Jersey and there is no likelihood that the rules would evoke a change in the average costs associated with housing.

Smart Growth Development Impact

Since the rules proposed for readoption with amendments and repeals concern the provision of managed care organization services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that there is no likelihood that the rules would evoke a change in housing production in Planning Areas 1 or 2, or within designated centers, under the State Development and Redevelopment Plan in New Jersey.

Full text of the rules proposed for readoption may be found in the New Jersey Administrative Code at N.J.A.C. 10:74.
Full text of the rules proposed for repeal may be found in the New Jersey Administrative Code at N.J.A.C. 10:74-3.9, 3.10, 3.11 and 10.2.
Full text of the proposed amendments follows (additions indicated in boldface thus; deletions indicated in brackets [thus]):

SUBCHAPTER 1.  GENERAL PROVISIONS

10:74-1.4 Definitions

The following words and terms, when used in this chapter, shall have the following meanings, unless the context clearly indicates otherwise:
“ABD” means those individuals who are determined to be categorically eligible for Medicaid because they are aged, blind or disabled.  Eligibility shall be determined in accordance with N.J.A.C. 10:70, Medically Needy, 10:71, Medicaid Only, or 10:72, New Jersey Care. . . Special Medicaid Programs, as applicable.

"Administrative service(s)" means the obligations of the contractor as specified in its contract with the Department that include, but may not be limited to, utilization management, credentialing providers, network management, quality improvement, marketing, enrollment, member services, claims payment, management information systems administration, financial management, [and] reporting, fraud and abuse investigations and encounter data reporting.
...
"Care management" means a set of enrollee-centered, goal-oriented, culturally relevant and logical steps to assure that an enrollee receives needed services in a supportive, effective, efficient, timely and cost-effective manner. Care management emphasizes prevention, continuity of care and coordination of care, which advocates for, and links enrollees to, services as necessary across providers and settings. Care management is driven by quality-based outcomes, such as: improved/maintained functional status, improved/maintained clinical status, enhanced quality of life, enrollee satisfaction, adherence to the care plan, improved enrollee safety, cost savings and enrollee autonomy.  Care management functions include:

1. – 4.  (No change.)
5. Coordination of care actively linking the enrollee to providers, medical services, residential, social, behavioral and other support services where needed;

6. – 8. (No change.)

...

"Certificate of authority" means a license, issued by the New Jersey Department[s] of Banking and Insurance [and Health and Senior Services] granting authority to operate an HMO in New Jersey in compliance with N.J.S.A. 26:2J-3 and 4 and N.J.A.C. [8:38] 11:24.

...

"Complaint" means a protest by an enrollee, or by a provider on the enrollee’s behalf, regarding the conduct of the contractor or any agent of the contractor, or regarding an act or failure to act by the contractor or any agent of the contractor, or regarding any other matter in which an enrollee feels aggrieved by the contractor[.], that is communicated to the contractor and resolved to the enrollee’s satisfaction within five business days.  In accordance with the managed care contract, a complaint not resolved within five business days shall be treated as a grievance.
"Comprehensive risk contract" means a risk contract that covers comprehensive services, that is, inpatient hospital services and any of the following services, or any three or more of the following:

1. – 3.  (No change.)
4. Other laboratory and [X-ray] radiology services;

5. – 9.  (No change.)
 ...
“County Welfare Agency (CWA),” formerly known as "county board of social services (CBOSS)," means that agency of county government that is responsible for determining eligibility for certain Medicaid and NJ FamilyCare programs.

"Cultural competence" means acceptance of, and respect for, cultural differences, sensitivity to how these differences influence relationships with patients/clients and the ability to devise strategies to better meet culturally diverse patients' needs and address racial health disparities.

 ...
“Department of Banking and Insurance” means the New Jersey Department of Banking and Insurance.
“Department of Children and Families” means the New Jersey Department of Children and Families.
...

"Division of Youth and Family Services (DYFS)" means the component of the New Jersey Department of [Human Services] Children and Families, which provides comprehensive social services for children, families and adults. DYFS beneficiaries who are eligible for Medicaid or NJ FamilyCare are financially eligible children in foster care or other State-supported placements who are under the supervision of DYFS, and children who have been placed in private adoption agencies until they are legally adopted or in subsidized adoptions.

..

"Emergency medical condition" means a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain), such that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; serious impairment to bodily functions; or serious dysfunction of any bodily organ or part.  With respect to a pregnant woman who is having contractions, an emergency exists where there is inadequate time to effect a safe transfer to another hospital before delivery or the transfer may pose a threat to the health or safety of the woman or the unborn child.
...

"Grievance system" means the system that includes grievances and appeals at the contractor level and provides access to the [State] Medicaid fair hearing process.  (See N.J.A.C. 10:49-10.3)
...

"Health education services" means instruction to beneficiaries about preventative health care and obtaining the health care they need within an MCO, to medical providers about providing appropriate care within the MCO structure, and to community organizations for assisting their beneficiaries to achieve better health outcomes.

 ...
“Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA)” means the Federal law (P.L. 110-343), which provides participants who already have benefits under mental health and substance use disorder (MH/SUD) coverage parity with benefits limitations under their medical/surgical coverage.  Medicaid managed care organizations are subject to the MHPAEA statute.

...

[“Network” means “Provider Network,” as defined in this section.]

...
["NJ FamilyCare-Plan H" means the State-operated program which provides managed care administrative services coverage as specified in this chapter to uninsured adults and couples without dependent children under the age of 19 with family incomes up to and including 100 percent of the FPL, adults and couples without dependent children under the age of 23 years who do not qualify for AFDC-Related Medicaid with family incomes up to and including 250 percent of the FPL and restricted alien parents who are not pregnant women. In addition to covered managed care services, Plan D enrollees may access certain services which are paid fee-for-service and not covered by MCOs, as specified in this chapter. Plan H enrollees with incomes above 150 percent of the FPL participate in cost-sharing in the form of monthly premiums and copayments for services, as specified in this chapter.] 
"NJ FamilyCare-Plan D for adults" means the State-operated program, which provides a benefit package through managed care organizations, supplemented by services provided on a fee-for-service basis, to specified parents/caretakers of children enrolled in NJ FamilyCare, in accordance with N.J.A.C. 10:49 and 10:78.

“NJ FamilyCare beneficiary” means an individual eligible to receive services under the New Jersey FamilyCare program or NJ FamilyCare – Children’s Program in accordance with N.J.A.C. 10:78 or 79.

 “Network” means “provider network” as defined in this section.

...
"Non-participating provider" means a provider [with which the contractor has no provider agreement] of service that does not have a contract or other arrangement in accordance with N.J.A.C. 11:24 with the contractor.

 ...

“Participating provider” means a provider that has entered into a provider contract or other arrangement in accordance with N.J.A.C. 11:24 with the contractor to provider services.
...

"Primary care" means all health care services and laboratory services customarily furnished by or through a general practitioner, family physician, internal medicine physician, [obstetrician/gynecologist or] pediatrician[,] or by a nurse practitioner, to the extent that the furnishing of those services by a nurse practitioner is legally authorized in the state in which the nurse practitioner furnishes them.

“Primary care dentist (PCD)” means a licensed dentist who is the health care provider responsible for supervising, coordinating, and providing initial and primary dental care to patients; for initiating referrals for specialty care; and for maintaining the continuity of patient care.
"Primary care provider (PCP)" means a licensed medical doctor (MD) or doctor of osteopathy (DO) or certain other licensed medical practitioner who, within the scope of practice and in accordance with State certification/licensure requirements, standards[,] and practices, is responsible for providing all required primary care services to enrollees, including periodic examinations, preventive health care and counseling, immunizations, diagnosis and treatment of illness or injury, coordination of overall medical care, record maintenance, [and] initiation of referrals to specialty providers described in this chapter[,] and for maintaining the continuity of patient care. This definition includes general/family practitioners, pediatricians, internists[,] and may include specialist physicians, physician assistants, CNMs or [CNPs/CNSs] advanced practice nurses (APNs), provided that the practitioner is able and willing to carry out all PCP responsibilities in accordance with this chapter and with applicable licensure requirements. 
“Provider” means any physician, hospital, facility or other health care professional who is licensed or otherwise authorized to provide healthcare services in the state or jurisdiction in which they are furnished.
"Provider [Network] network," within the context of managed care, means the servicing providers with whom an MCO has entered into a written agreement to perform a specified part of the MCO's obligations. These obligations are for the provision of professional medical and behavioral services or goods and ensuring coverage of all required services included in the benefits package. The provider network will include primary care and specialty physicians, dentists, other health care professionals and entities, hospitals, laboratories[,] and medical suppliers.

...
10:74-1.5 Pharmacy lock-in program under managed care

(a) The managed care contractor may implement a pharmacy lock-in program for its enrollees[, and shall implement a pharmacy lock-in program for NJ FamilyCare—Plan H enrollees]. The program shall include policies, procedures and criteria for establishing the need for the lock-in, which shall be prior approved by DMAHS and shall include the following components to the program:

1. – 6.  (No change.)
SUBCHAPTER 2.  CRITERIA FOR CONTRACTING WITH THE DEPARTMENT

10:74-2.1 Contract requirements

(a) The contractor shall:

1. Comply with the requirements of the New Jersey Certificate of Authority statutes and rules (P.L. 1973, [c.337] c. 337, N.J.S.A. 26:2J-1 et seq., and N.J.A.C. [8:38] 11:24);

2. (No change.)
3. Furnish the Department with data, information and reports and maintain records as required by the Department and other State or Federal agencies. Such reports shall include, but are not limited to, enrollment data, encounter data, provider network data, quality control[,] and quality assurance, utilization review, [and] financial statements[,] and service utilization;

4. (No change.)
5. Assure that the provider network used for private, commercial business be equally available to Medicaid or NJ FamilyCare enrollees. Such provider network shall consist of hospitals, physicians, dentists, laboratories and all other providers of services covered under the contract, and shall ensure that the providers meet, at a minimum, all standards of practice and credentialing as required by Title XIX Medicaid and Title XXI of the Social Security Act, and shall maintain a comprehensive network of providers sufficient to meet the needs of the general population within the counties in which the MCO has a certificate of authority to operate;

6. Instruct medical and dental providers regarding MCO health services in respect to:

i.   Appropriate medical and dental procedures and treatment;

ii.  (No change.)
iii. Advances in medical science; [and]
iv. (No change.)

v.  Advances in electronic health records; and

vi. Responsibility for assisting the MCO in coordinating the care of enrollees;
7. (No change.)
8. Have the organizational and administrative capabilities to carry out its duties and responsibilities, which shall include, at a minimum, the following:

i. (No change.)

ii. Data reporting capabilities sufficient to provide necessary reports and data as specified in the contract between the MCO and Department, and to assure orderly and timely flow of information to the Department. Such reports shall include, but are not limited to, enrollment data, encounter data, provider network data, quality control, [and] quality assurance, utilization review and financial statements[,] and service utilization;

iii. – iv.  (No change.)

9. (No change.)
10. Comply with eligibility requirements of the program, which shall include, but shall not be limited to, enrolling only individuals who are covered under specified Medicaid or NJ FamilyCare categories of assistance [and who reside in the agreed upon enrollment area];

11. (No change.)
12. When specifically requested, make available, in the form of a consolidated financial statement, any information reported to the State, to the following:

i. - ii. (No change.)
iii. The Comptroller General; [and]
iv. The Office of the State Comptroller, Medicaid Fraud Division; and

[iv.] v. (No change in text.)
13. [Disclose] Shall comply and disclose to the Division in accordance with 42 CFR 455.100-106 the required information concerning ownership and control interest, related business transactions and persons convicted of a crime, including the identity of each person with a controlling interest and of any person(s) having ownership of five percent or more;
14. – 15.  (No change.)
(b) (No change.)

(c) The contractor shall also comply with Titles XIX and XXI of the Social Security Act.

(d) The contractor shall also comply with the Federal Patient Protection and Affordable Care Act (Pub. L. 111-148), as amended by the Federal Health Care and Education Reconciliation Act of 2010 (Pub. L. 111-152), collectively known as the Affordable Care Act, incorporated herein by reference, as amended and supplemented.

SUBCHAPTER 3.  BENEFITS  
10:74-3.1  Scope of benefits

(a) (No change.)
(b) Under the risk contract, all MCO/managed health care contractors shall provide [a] standard service packages as detailed in the managed care contract, which shall exactly equal the services included in the New Jersey Medicaid program in amount, duration and scope of services with the exception of NJ FamilyCare-Plan D [and Plan H].

(c) (No change.)
10:74-3.2  Responsibilities of the contractor

(a) – (c)  (No change.)
(d) The contractor shall comply with the managed care contract and provide or arrange to have provided all covered necessary health services in a manner that is prompt, appropriate[,] and of a quality that conforms to generally acceptable professional standards as set forth in Section 1932 of the Federal Social Security Act, at 42 U.S.C. §1396u-2, and all other applicable Federal and State laws, rules and regulations.

10:74-3.3 Managed care organization (MCO) benefits for Medicaid and NJ FamilyCare-Plans A, B and C enrollees

(a) The [following services shall be provided by the] MCO shall provide all services required by the managed care contract, including, but not limited to, the services listed in (a)1 through 27 below and at N.J.A.C. 10:49-5, for all Medicaid and NJ FamilyCare-Plans A, B[,] and C enrollees[, except where indicated], with the exception of those services identified as fee-for-service (see N.J.A.C. 10:74-3.4) or excluded from the specific service package under N.J.A.C. 10:74-3.5:
1. Primary and specialty care by physicians, dentists, certified nurse midwives, advanced practice nurses and physician assistants, within the scope of their practice and in accordance with all applicable state certification/licensure requirements[, by certified nurse midwives, advanced practice nurses and physician assistants];

2. – 6.  (No change.)
7. Laboratory services, not including routine testing related to administration of Clozapine and other specified atypical antipsychotic drugs listed in the managed care contract for non-DDD clients;

8. (No change.)
9. Prescription drugs, including legend drugs and non-legend drugs that are covered by the Medicaid program[, except that prescription drugs for aged, blind and disabled (ABD) beneficiaries are covered fee-for-service and not by the MCO] and indicated in the managed care contract;

10. – 19.  (No change.)
20. Durable medical equipment (DME)/assistive technology devices[, when covered by the Medicaid fee-for-service program] in accordance with existing Medicaid rules (see N.J.A.C. 10:59);

21. – 25.  (No change.)
[26. Post-acute care; and]
26. Nursing Facility Services – limited to first 30 days of admission to a nursing facility.  This covered benefit is limited to rehabilitation services for NJ FamilyCare – Plan B and C enrollees; and
27. Mental health/substance abuse services only for enrollees who are clients of the Division of Developmental Disabilities. Partial care and partial hospitalization services are covered fee-for-service and are not covered by the MCO.

10:74-3.5  Fee-for-service services for Medicaid and NJ FamilyCare-Plans A, B and C enrollees not requiring case management by the MCO

(a) The following services shall be provided to Plans A, B and C enrollees through the Medicaid/NJ FamilyCare fee-for-service program without requiring case management by the MCO:

[1. Nursing facility care (not covered for NJ FamilyCare-Plans B and C);
2. Residential treatment center services;]
Recodify existing 3.-7. as 1.- 5. (No change in text.)
[8.] 6. Drugs paid fee-for-service by the Medicaid program:

i. Costs for methadone maintenance and its administration; [and]
ii. (No change.)
iii. Suboxone and Subutex or any other drug within this category when used for the treatment of opioid dependence; and
iv. Generically-equivalent drug products of the drugs listed above.
Recodify existing 9.-10. as 7.- 8. (No change in text.)
[11.] 9. Division of Developmental Disabilities Community Care Waiver (DDD/CCW) waiver services [(not covered for NJ FamilyCare-Plans B and C), which include individual supports (personal care and training), habilitation, case management, respite care, and Personal Emergency Response System (PERS) services.] and demonstration program services.  These are covered for NJ FamilyCare–Plan A enrollees only.
10:74-3.6 Managed care organization (MCO) services for NJ FamilyCare-Plan D enrollees

(a) The [following categories of services shall be provided by the contractor] MCO shall provide all services required by the current managed care contract, including, but not limited to, the services listed in (a)1 through 22 below, and at N.J.A.C. 10:49-5, for all NJ FamilyCare-Plan D enrollees[, except where indicated] with the exception of those services identified as fee-for-service under N.J.A.C. 10:74-3.7 or excluded under N.J.A.C. 10:74-3.8:
1. – 6.  (No change.)
7. Outpatient hospital services, including outpatient surgery, but excluding mental health visits;

8. – 13.  (No change.)
14. Dental services for children under the age of [12] 19 years, which shall be limited to preventive dental services, and which shall include oral examinations, x-rays, oral prophylaxis and topical application of fluorides and sealants, except that:

i. – iv.  (No change.)
15. – 19.  (No change.)
20. Maternity and related newborn care; [and]
21. Diabetic supplies and equipment[.];
22. Audiology and hearing aid services - limited to children under the age of 16 years; and
23. Durable medical equipment - limited benefit, as required under the managed care contract.
10:74-3.7  Fee-for-service benefits for NJ FamilyCare-Plan D enrollees

(a) The following services shall be available to NJ FamilyCare-Plan D enrollees under fee-for-service:

1. – 2.  (No change.)
3. Mental health services, as follows:

i. – iv.  (No change.) 
v. There is no limit to the number of days or visits as indicated in (a)3i through iv above, for CHIP beneficiaries under the age of 19 pursuant to the Mental Health Parity and Addiction Equity Act (MHPAEA) of 2008; and
4. Inpatient and outpatient services for substance abuse, which shall be limited to detoxification.  There is no service limit for CHIP beneficiaries under the age of 19 pursuant to the MHPAEA of 2008.
10:74-3.8  Benefits not provided for NJ FamilyCare-Plan D enrollees

(a) The following services shall not be covered for NJ FamilyCare-Plan D participants either by the MCO or the Department:

1. – 6.  (No change.)
7. Dental services, except that preventive dentistry for children under the age of [12] 19 shall be provided;
8. (No change.)
[9. Targeted case management for the chronically ill;]
Recodify existing 10. – 11. as 9. – 10. (No change in text.)
[12. Durable medical equipment;]
Recodify existing 13. – 14. as 11. – 12. (No change in text.)
 [15. Hearing aid services;]
Recodify existing 16. – 32. as 13. – 29. (No change in text.)
 [33.] 30. Respite care; [and]
[34.] 31. [Skilled nursing] Nursing facility services[.]; and
32. Audiologist and hearing aid services except for children under 16 years.
Recodify existing 10:74-3.12 and 3.13 as 3.9 and 3.10 (No change in text.)

10:74-[3.14]3.11 Reporting and verification of services

All services, including, but not limited to, those listed in N.J.A.C. 10:74-[3.12 and 3.13]3.9 and 3.10, shall be reported on encounters[,] despite the limitations or exclusions, and the contractor shall document and verify that the services were provided.
10:74-[3.15]3.12  (No change in text.)

SUBCHAPTER 4. MARKETING

10:74-4.1 Marketing

(a) (No change.)
(b) The contractor shall ensure that:

1. – 5.  (No change.)
6. None of the contractor's marketing representatives offer or give any form of compensation or reward as an inducement to a Medicaid or NJ FamilyCare beneficiary to enroll in the contractor's plan. However, for marketing purposes, the MCO may offer health-related promotional giveaways that shall not exceed [a combined total of]  $15.00 per item and $50.00 aggregate annually per member and non-health related promotional giveaways that shall not exceed $10.00 [to any one individual] per item and $50.00 aggregate annually per member; 
7. - 8.  (No change.)
SUBCHAPTER 7. DISENROLLMENT

10:74-7.1  Disenrollment

(a) Disenrollment shall occur:

1. [Whenever] Upon death or whenever the enrollee is no longer Medicaid or NJ FamilyCare eligible, unless otherwise specified in the contract;

2. (No change.) 
3. Whenever the enrollee is admitted to [one of the following institutional settings: Nursing Facility,] a Residential Treatment Center (except a DYFS Residential Treatment Center), ICF/MR[,] or [long term] long-term psychiatric facility;
4. – 8. (No change.) 
[10:74-7.2  Disenrollment from an MCO]
Recodify existing (a) – (c) as (b) – (d) (No change in text.) 
[(d)] (e) Beneficiaries receiving services in a waiver program or a demonstration program, or [admitted for] treatment [to] in a nursing facility exceeding 30 days, or admitted to a long-term psychiatric hospital or facility, or an ICF/MR shall be disenrolled from the managed care entity on the date of admission to the facility or [service] enrollment into the waiver or demonstration program or at the end of the 30th day in a nursing facility.  Nursing facility days accrue when an enrollee is transferred directly to an acute hospital with disenrollment only upon and on the date of direct admission back into a nursing facility.

10:74-7.2 (Reserved) 

SUBCHAPTER 8.  ENROLLEES

10:74-8.1  Mandatory managed care enrollment

(a) (No change.)
(b) The following Medicaid and NJ FamilyCare-Plan A eligibility groups shall enroll in a managed care organization:

1. – 2.  (No change.)
3. Families who are eligible for Medicaid using the Aid to Families with Dependent Children (AFDC)–Related Medicaid rules at N.J.A.C. 10:69;

4. – 9.  (No change.)

(c) (No change.)
10:74-8.3  Voluntary managed care enrollment (allowed and not allowed)

(a) (No change.)
[(b) Individuals included under the same Medicaid case number where one or more of household member(s) are exempt shall be excluded from automatic assignment and shall not be allowed to voluntarily enroll in managed care.]
[(c)] (b) (No change in text.)
10:74-8.7  Protecting managed care enrollees against liability for payment

(a) If a fee-for-service or managed care provider, whether or not a participant in a program administered in whole or in part by the Division of Medical Assistance and Health Services (DMAHS), renders a covered service to a beneficiary of a program administered in whole or in part by DMAHS, including, but not limited to, the WorkFirst NJ/General Assistance, Medicaid or NJ FamilyCare program, the provider's sole recourse for payment, other than collection of any authorized cost-sharing and/or third-party liability, shall be either DMAHS or the MCO with which DMAHS contracts that serves the beneficiary. A provider shall not seek payment from, and shall not institute or cause the initiation of collection proceedings or litigation against, a beneficiary, a beneficiary's family member, any legal representative of the beneficiary or anyone else acting on the beneficiary's behalf unless (a)1 below, or (a)2 through and including 7, below, apply:

1. – 3  (No change.)

4.  The service is not an emergency or related service covered by the provisions of 42 U.S.C. §1396u-2(b)(2)(A)(i), 42 CFR 438.114, N.J.S.A. 30:4D-6i and/or N.J.A.C. 10:74-9.1;
5. – 7  (No change.)

10:74-9.1  Emergency services

(a) – (k)  (No change.)
(l) [Non] As required by 42 U.S.C. §1396u-2(b)(2)(D), all non-participating providers of emergency services including, but not limited to, non-contracted hospitals providing emergency services to Medicaid or NJ FamilyCare members enrolled in the managed care program, shall accept, as payment in full, the amounts that the non-contracted providers and/or hospitals would receive from Medicaid for the emergency services and/or any related hospitalization as if the beneficiary were enrolled in FFS Medicaid.

SUBCHAPTER 10.  MEDICAL [RECORDS; PEER REVIEW] INFORMATION AND QUALITY ASSURANCE

10:74-10.1  Medical [records] information 
(a) Each contractor shall maintain [a] medical [record]  information on each member who has received medical services while enrolled in the contractor's plan, and shall retain such records in accordance with 45 CFR Part 74 and applicable Federal and State law and rule.

(b) Each enrollee's medical [records] information shall be kept in detail consistent with applicable Federal and State requirements and good medical and professional practice, based on the service provided.

(c) (No change.)
(d) Medical [records] information of enrollees shall be sufficiently complete to permit subsequent [peer review or] medical and quality audits. All required records, either originals or reproductions thereof, shall be maintained in legible form and readily available to appropriate Division professional staff or its agents, upon request for review, audit and evaluation by professional medical, nursing and investigative staff, in accordance with appropriate Federal and State laws, rules and regulations.  
(e) The contractor shall release medical records/information of enrollees, as may be directed by authorized personnel of the Division, appropriate agencies of the State of New Jersey or the United States Government, consistent with the provisions of confidentiality (42 CFR Part 438, N.J.S.A. 30:4D-7(g)[,] and N.J.A.C. 10:49-9.7).

(f) The contractor and/or its MCO participating servicing providers shall agree to release the comprehensive medical records/information of enrollees upon termination of their coverage, as may be directed by the enrollee, authorized personnel of the Division, appropriate agencies of the State of New Jersey[,] or of the United States Government.

10:74-[10.3]10.2 (No change in text.)
SUBCHAPTER 11.  GRIEVANCE PROCEDURE

10:74-11.2  [Fair] Medicaid fair hearing

(a) The contractor shall ensure that all Medicaid and NJ FamilyCare-Plan A[,] and Plan D [and Plan H] adult enrollees with incomes under 134 percent of the FPL, shall be informed, in a simple, brief statement, of their rights to a fair hearing in accordance with N.J.A.C. 10:49-10, and of the contractor's grievance review procedures. This may be accomplished by an annual mailing, as noted in N.J.A.C. 10:74-5.1(c)3, a member handbook[,] or any other method [which] that shall not diminish the enrollees' opportunity to be heard.  Enrollees of all other NJ FamilyCare plans shall not have access to the fair hearing process described in N.J.A.C. 10:49-10. However, these beneficiaries shall be accorded all appeal rights consistent with the appropriate rules of the [Department of Health and Senior Services and] Department of Banking and Insurance. See N.J.A.C. [8:38-8 and] 11:20-20 and 11:24-8.

(b) – (c)  (No change.)

SUBCHAPTER 12.  REIMBURSEMENT

10:74-12.1 Contractor compensation

(a) Compensation to the contractor for MCO enrollees shall consist of monthly capitation payments for each enrollee. These payments shall be for a defined scope of services to be furnished to a defined number of enrollees, for providing the services contained in the Benefits Package as described in N.J.A.C. 10:74-3. Such payments shall be actuarially sound and in accordance with 42 CFR 438.6, incorporated herein by reference, as amended and supplemented. In addition, supplemental fee-for-service payments may be made to the contractor for certain services, which shall be specified by contract in a manner determined by the Division of Medical Assistance and Health Services.  In addition, certain high-cost, low-utilized drugs and blood products costs as specified by contract will be reimbursed to the MCO at the lesser of their cost or the current Medicaid fee-for-service payment amount.
[(b) For NJ FamilyCare-Plan H enrollees, contractors shall be paid an administrative fee for each enrollee for administrative services as defined in  N.J.A.C. 10:74-1.4. The contractor for NJ FamilyCare-Plan H enrollees is not at financial risk for costs incurred under its contract with the Department.]
[(c)] (b) The monthly capitation payments plus supplemental payments and certain reimbursed costs provided under the contract shall constitute full and complete payment to the contractor and full discharge of any and all responsibility by the Department for the costs of all services that the contractor provides pursuant to its contract.

[(d)] (c) (No change in text.)
10:74-12.2 [Derivation of capitation] Capitation rates

(a) – (b) (No change.)
10:74-12.4 Payment of capitation to contractor

(a) (No change.)
(b) When DMAHS's capitation payment obligation is computed, [if an enrollee's coverage begins after the first day of a month, DMAHS will pay the contractor a fractional capitation payment that is proportionate to the part of the month during which the contractor provides coverage. Payments are calculated and made to the last day of a calendar month, except in the case of death of the enrollee.] capitation payment for any partial month of enrollment is adjusted to reflect the number of days enrolled.  
(c) Capitation payments for full month coverage shall be recovered from the contractor on a prorated basis if the individual moves out-of-State, from the individual’s date of death or when an individual is admitted to a nursing or intermediate care facility in excess of 30 days, or is admitted to an extended acute psychiatric care facility or other institution. The individual shall be disenrolled from the contractor's plan on the day prior to such [submission] admission, including incarceration.

(d) When an enrollee is shown on the enrollment roster as covered by a contractor's plan, the contractor shall be responsible for providing services to that person from the first day of coverage shown to the last day of the calendar month of the effective date of disenrollment, and DMAHS will pay the contractor its capitation rate during this period of time, except in cases of member’s death, moving out-of-State or continuation of care in a nursing facility beyond 30 days, upon admission to a long-term psychiatric hospital or facility or an ICF/MR where capitation will be prorated back to the date of the event. 

SUBCHAPTER 13.  GENERAL REPORTING REQUIREMENTS

10:74-13.1  Reporting requirements

(a) Each contractor shall furnish such timely information and reports as the Division may find necessary, and on such forms or in such format as the Division may prescribe, as specified in the contract. Such reports shall include information sufficient for Division management, monitoring and evaluation purposes in at least the following areas, but not limited to:

1. – 4.  (No change.)
5. Financial data; [and]
6. Third-party liability (TPL) information as required by the contract[.];
7. Network adequacy; and

8. Quality indicators and measurements.

(b) – (d)  (No change.)
(e) The contractor shall collect and analyze data to implement effective quality assurance, quality improvement and utilization review [and peer review] programs. The contractor shall review and assess data using statistically valid sampling techniques.

(f) – (h)  (No change.) 


