
  

 
 

   
 

NABH Brief: Protecting People With Behavioral Health Conditions 
Steps for Implementing the Medicaid Community Engagement (CE) Requirement 

 

Starting on January 1, 2027, H.R. 1 and CMS’ subsequent Interim Final Rule (IFR) will require many adults on 
Medicaid to work, study, or volunteer to maintain their coverage. The law excludes people who are medically 
frail – including those with substance use disorders (SUDs) and disabling mental disorders (DMDs) – from the 
community engagement (CE) requirement. The exclusion is on paper. States must make it real. NABH’s 
Community Engagement Requirement: NABH State Implementation Guide will help them do that. 

Proper Implementation: It Is Critical to Appropriately Define SUD and DMD  
While both the law and the IFR require states to exclude individuals who have an SUD or DMD from the CE 
requirement, neither defines “SUD” or “DMD.” The regulation further requires that the SUD or DMD 
significantly impair the person’s ability to engage in CE activities. The NABH Implementation Guide provides 
optimal definitions for meeting this ambiguous legal requirement, as well as recommendations, action steps, 
and practical resources for implementing these definitions and the CE requirement more broadly.1  

SUD: To be diagnosed with an SUD, a clinician must assess factors such as recurrent substance use that 
causes failure to meet obligations at work or school, giving up occupational activities because of use, and 
unsuccessful efforts to reduce use. The diagnostic criteria for an SUD therefore establish that a person’s 
symptoms impair their ability to engage in the activities that qualify under the CE requirement, such as work 
or school. Thus, an SUD diagnosis itself meets the impairment threshold in the IFR, and states do not need a 
separate standard to exclude people with SUDs.2  

DMD: A subset of mental disorder diagnoses (schizophrenia spectrum, schizoaffective, bipolar, etc.) also 
contains the impairment finding within the diagnosis itself. For example, active psychosis interferes with 
following instructions or maintaining employment. Since the diagnosis already describes that impairment, 
states do not need a separate finding of impairment.2 

Recommendation 1: Establish clear processes to exclude individuals with behavioral health conditions 
who meet medical frailty criteria from the community engagement requirement. 
States are challenged to identify everyone with an SUD or DMD whom the law excludes. To maximize accuracy, 
states should use three pathways together: (1) claims, encounter, and other state program data; (2) a self-
attestation screener; and (3) individual exclusion requests.  

Claims, Encounter, and Other State Program Data: The NABH Implementation Guide’s code list sorts codes 
into three categories: (1) diagnosis codes that alone demonstrate medical frailty; (2) procedure codes that 
alone demonstrate medical frailty; and (3) diagnosis codes that, in combination with procedure codes, 
demonstrate medical frailty. States should use every available data source from all state programs and 
agencies to capture relevant codes. They should count a qualifying diagnosis code wherever it falls on the 
claim: primary, secondary, or additional. Behavioral health diagnoses often sit in the secondary position.  

A Self-Attestation Screener: Any data collection effort will miss people. For them, states should offer a simple 
medical frailty screener that permits self-attestation under penalty of perjury. The screener should be shared 
with providers and built into both the Medicaid application and the renewal process. It is critical that the 
screener use plain, non-clinical, destigmatizing language and present concrete examples of qualifying 

 
1 This issue brief and the recommendations, action steps, and resources developed by NABH are intended to help states minimize disruptions 
associated with the community engagement requirement for Medicaid applicants and enrollees with behavioral health conditions and their providers, 
but given the complexity of implementing this requirement, disruptions may still occur in states that adhere to the NABH recommendations. 
2 The detailed NABH definition along with the appropriate set of codes for that definition is critical to implementing the CE requirements and can be 
found on the NABH website. We encourage states to use the NABH definition and full code set. 

https://www.nabh.org/download/medicaid-community-engagement-requirement-nabh-state-implementation-guide/


  

 
 

   
 

conditions, treatment types, and symptoms. NABH has developed such a screener for states to use.3 Any 
screener should be tested by people with lived experience, caregivers, and providers.  

Individual Exclusion Requests: If both data and the screener miss a person, their provider should be able to 
request the exemption by letter indicating that the individual either has a condition that is on the state’s list of 
qualifying conditions or has a different condition that causes significant impairment.  

When data establishes medical frailty, states should reverify every 12 months. When self-attestation 
establishes it, states should reverify every 12 months in 2027. Starting in 2028, they should reverify once per 
continuous enrollment period and use data for later renewals. 

Recommendation 2: Streamline compliance with the community engagement requirement for non-
excluded individuals with behavioral health conditions. 
Some people with behavioral health conditions will fall outside the exclusion in Recommendation 1. They will 
have to meet the CE requirement. States should make it as simple as they can for these individuals by: (1) 
verifying work, school, and volunteering through data the state already holds (e.g., quarterly wage data, The 
Work Number or comparable payroll verification, data on community service activities, educational institution 
data, relevant federal databases, etc.); (2) adopting all four short-term hardship exceptions;4 and (3) verifying 
continued compliance every six months once a person is enrolled and compliant. 

Recommendation 3: Prioritize consumer-friendly outreach and engagement to avoid unnecessary 
procedural disenrollments. 
The law requires states to reach out to beneficiaries about the CE requirement. Every notice should answer 
four questions in plain language: (1) who is subject to the requirement, (2) who qualifies for an exclusion or 
exception, (3) what specific actions are needed to keep coverage, and (4) by what date action must be taken. 
These materials should be tested by people with lived experience, family members, caregivers, and providers. 
States should give beneficiaries a number to call and a person to ask for: a call center, a help desk, or a case 
worker. They should train everyone who speaks to these beneficiaries on behavioral health conditions and 
treatments that may indicate medical frailty. States should also put trained staff in treatment programs, 
hospitals, recovery centers, and other community settings and give those settings the same materials and one 
clear route to escalate when something goes wrong. 

Recommendation 4: Monitor outcomes, ensure transparency, and make real-time adjustments to 
improve implementation. 
States should build a two-way feedback loop with providers, advocates, managed care plans, and recovery 
support organizations. This will allow any implementation challenges to be reported and fixed quickly. 
Additionally, states should publicly report (1) the number of people excluded through the SUD and DMD 
medical frailty pathways; (2) the number of exclusion requests approved, denied, and pending; (3) 
administrative-barrier signals: returned notices, incomplete documentation submissions, appeals and 
grievances, procedural disenrollments, and reinstatements after coverage loss; and (4) whether people with 
behavioral health conditions are disenrolling procedurally at higher rates than other populations. 

For additional information on the Medicaid community engagement requirement and NABH’s 
recommendations, action steps, and practical resources, please review the Community Engagement 
Requirement: NABH Member Manual. 

 
3 The NABH screener can be found in the NABH Implementation Guide. 
4 Four short-term hardship exceptions: (1) receiving inpatient or applicable noninstitutional care; (2) traveling outside one’s community for medical 
care, for oneself or a dependent; (3) living in a county with a federal emergency or disaster declaration; and (4) living in a county with high local 
unemployment. 

https://www.nabh.org/download/medicaid-community-engagement-requirement-nabh-member-manual/
https://www.nabh.org/download/medicaid-community-engagement-requirement-nabh-member-manual/

