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Executive Summary

Medicaid expansion is a critical source of coverage for individuals living with a substance use disorder
(SUD) or mental disorder (together, “behavioral health conditions”). It is estimated that nearly 30 percent
of Medicaid expansion enrollees have a behavioral health condition.” H.R. 1 establishes significant
Medicaid policy changes for expansion enrollees, including a mandatory community engagement
requirement (commonly referred to as a “work requirement”), eligibility redeterminations every six
months, and restrictions on the use of state-directed payments, among others.

For expansion enrollees with behavioral health conditions, these changes could interrupt access to
treatment and recovery supports, increasing the risk of adverse outcomes, including overdose and suicide,
as well as increasing uncompensated care costs, particularly for safety net and rural providers.?
Furthermore, individuals with behavioral health conditions face unique barriers to maintaining coverage,
including symptoms that can make it challenging to navigate complex administrative processes.?

While H.R. 1 and the Centers for Medicare & Medicaid Services’ (CMS) subsequent Interim Final Rule (IFR)
establish federal parameters for the community engagement requirement, states retain discretion over
many implementation decisions, including how proactively they use available data to identify excluded
individuals, how frequently they assess compliance and exclusions, and how they conduct outreach and
engagement. These types of decisions will directly influence the extent to which individuals with behavioral
health conditions are protected from unnecessary coverage loss. Behavioral health providers can be key
state partners and advocates in this process.

This manual will help NABH members understand the NABH Implementation Guide for states to
implement the Medicaid community engagement requirement and minimize disruptions for applicants
and enrollees with behavioral health conditions. The NABH Implementation Guide contains
recommendations, action steps, and accompanying practical implementation resources for states,
including definitions of key medical frailty terms, a code list to identify individuals with behavioral health
conditions who are eligible for the medical frailty exclusion, and a medical frailty screener for behavioral
health conditions.

T Maxwell, J., Bourgoin, A., & Lindenfeld, Z. (2020, February 11). Battling the mental health crisis among the underserved through state
Medicaid reforms. Health Affairs Forefront. https://www.healthaffairs.org/content/forefront/battling-mental-health-crisis-among-
underserved-through-state-medicaid-reforms.

2Saunders, H., & Hinton, E. (2026, May 13). Medicaid mental health and substance use: Expansion trends and the fiscal pressure ahead.
KFF. https://www.kff.org/medicaid/medicaid-mental-health-and-substance-use-expansion-trends-and-the-fiscal-pressure-ahead/; The
Commonwealth Fund. (2025, September 18). The impact of proposed federal Medicaid work requirements on hospital revenues and
financial margins. The Commonwealth Fund. https://www.commonwealthfund.org/publications/issue-briefs/2025/sep/impact-medicaid-
work-requirements-hospital-revenues-margins.

3 Manatt Health. (2025, December). Designing effective verification pathways for exempt populations at heightened risk of coverage loss
under mandatory work reporting requirements. State Health and Value Strategies. https://shvs.org/wp-
content/uploads/2025/12/Verification-Pathways-for-Exempt-Populations-Toolkit_Final.pdf.
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Recommendations Overview

The NABH Implementation Guide presents four overarching recommendations for state leaders to use to
effectively implement the community engagement requirement, along with sub-recommendations, action
steps, and accompanying practical resources:

Recommendation 1: Establish clear processes to exclude individuals with behavioral health
conditions who meet medical frailty criteria from the community engagement requirement.

1.A: Implement medical frailty exclusion definitions and processes to identify individuals with
behavioral health conditions who are significantly impaired in performing community engagement
qualifying activities.
1.B: Identify and exclude individuals with qualifying behavioral health conditions ex parte using all
available claims and encounter data and programmatic information.
o Supplementalresource of key medicalfrailty terms: Defining SUD and Disabling Mental Disorder
o Supplementalresource toidentify individuals who are medically frail: SUD and Disabling Mental
Disorder Code List
1.C: Use a simple medical frailty screener for individuals to self-attest under penalty of perjury where
data alone is insufficient to identify and exclude individuals with qualifying behavioral health
conditions.
o Supplemental resource for states to support medical frailty self-attestation: Medical Frailty
Screener
1.D: Establish a process for individuals with a qualifying behavioral health condition who are not
identified ex parte or using a screener to request a medical frailty exclusion.
1.E: Establish a process for individuals whose conditions are not included in state lists of qualifying
conditions to request a medical frailty exclusion.
1.F: Develop clear procedures for assigning individuals with behavioral health conditions to an
exclusion category.
1.G: Where permitted, reverify medical frailty annually rather than at every six-month renewal period.

Recommendation 2: Streamline compliance with the community engagement requirement for non-

excluded individuals with behavioral health conditions.

2.A: Leverage all available data sources to verify non-excluded individuals with behavioral health
conditions are working, in school, or volunteering.

2.B: Take up the option to offer short-term hardship exceptions.

2.C: Assess compliance with the community engagement requirement no more frequently than every
six months.

2.D: Require demonstration of community engagement for no more than one month per review period.
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Recommendation 3: Prioritize consumer-friendly outreach and engagement to avoid unnecessary

procedural disenrollments.

3.A: Develop clear, consumer-friendly applications, notices, renewal forms, and screening tools for
people with behavioral health conditions that reflect and acknowledge common concerns and are
user-tested by individuals with lived experience.

3.B: Hire and train dedicated staff across state Medicaid and behavioral health agencies to support the
rollout of new requirements.

3.C: Leverage a network of trusted messengers that include behavioral health providers, advocates,
and other partners to support outreach and engagement to individuals with behavioral health
conditions.

Recommendation 4: Monitor outcomes, ensure transparency, and make real-time adjustments to

improve implementation.

4.A: Establish a bi-directional feedback loop with behavioral health providers to share updates,
monitor and track real-time implementation issues, and use insights to adjust implementation.

4.B: Publicly report on the impact of the community engagement requirement, including information
aboutindividuals with behavioral health conditions who are determined excluded or compliant, as well
as those who lose coverage for procedural or other reasons.
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Introduction

H.R. 1 and CMS’ subsequent IFR establish the community engagement requirement for adults enrolled
through Medicaid expansion, as well as demonstration programs that include part of the expansion
population (i.e., Georgia, Tennessee,* and Wisconsin). To comply with the community engagement
requirement, applicable Medicaid applicants and enrollees generally must complete a qualifying activity
in one or more months during a state-determined review period. Qualifying activities include:

e Work (80 hours)

e Work program (80 hours)

e Community service (80 hours)

e Educational program (half-time)

e Combination of activities (80 hours)

e $580income (i.e., 80 times the federal minimum wage of $7.25 per hour)

However, individuals with an SUD or disabling mental disorder that significantly impairs their ability to
work, attend school, or volunteer are considered “medically frail” and therefore excluded from the
community engagement requirement, subject to the parameters outlined in the IFR.

Behavioral Health Exclusions in H.R. 1 and the IFR

Medical Frailty Exclusion

H.R. 1 and the IFR require states to exclude individuals who are medically frail or otherwise have
special medical needs (“medically frail”) from the community engagement requirement. This
includes an individual:

e Whois blind or disabled (as defined in section 1614 of the Social Security Act);

e With an SUD, excluding an individual in stable recovery (which means an individual who
is in recovery for five or more years);

e With a disabling mental disorder;

e With a physical, intellectual, or developmental disability that significantly impairs their ability
to perform one or more activities of daily living; or

e With a serious or complex medical condition which is a medical condition that is life
threatening, seriously disabling without necessarily being life threatening, causing significant
pain or discomfort that can cause serious interruptions to life activities, requiring a major time
or effort commitment from caregivers for a substantial period of time, requiring frequent
monitoring, associated with severe consequences or negative consequences for someone

4In Tennessee, only a small subset of enrollees is subject to the community engagement requirement, and these enrollees have already
demonstrated to the state that theirincome is high enough to satisfy the community engagement requirement. Therefore, no additional
action should be needed. For more information, visit https://www.medicaid.gov/renew-info/tn.
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else, affecting multiple organ systems, requiring management to tight physiological
parameters, requiring coordination of multiple specialties, requiring treatment that carries a
risk of serious complications, or requiring adjustment in non-medical environments.

In addition to having a condition associated with the above categories, CMS requires that the
condition significantly impairs the individual’s ability to comply with community engagement
requirement qualifying activities (i.e., working, participating in an educational program, or
volunteering).

SUD Treatment Exclusion

States are also required to exclude individuals participating in SUD treatment from the community
engagement requirement. This population is defined as individuals who are participating in an SUD
treatment program that is conducted by a private nonprofit organization or a publicly operated
community mental health center.® States are responsible for determining which programs meet this
definition and for establishing reasonable standards for participation.

The NABH Implementation Guide primarily focuses on the medical frailty exclusion, not the SUD
treatment exclusion, given its applicability to behavioral health providers regardless of their tax
status and because of the significant overlap between the two exclusions. This overlap has been a
source of confusion for individuals, behavioral health providers, and states. When operationalizing
community engagement requirement exclusions, states should prioritize assigning people who are
participating in SUD treatment to the medical frailty exclusion over the SUD treatment exclusion
(which is reflected in an action step associated with Recommendation 1.F). While individuals could
qualify under both exclusions, the medical frailty exclusion currently provides a clearer operational
path for states. States can also make it clear in all materials (e.g., code list, medical frailty screener)
that individuals in SUD treatment could potentially qualify for both exclusions.

This NABH Implementation Guide includes recommendations, action steps, and accompanying
useful implementation resources that NABH members can bring to their states to support
implementation of the community engagement requirement. The recommendations, action steps, and
resources in the NABH Implementation Guide are designed to help states ensure eligible individuals with
behavioral health conditions avoid unnecessary coverage loss and that the statutory protections
established under H.R. 1 operate as intended.

There are four key recommendations:

1. Establish clear processes to exclude individuals with behavioral health conditions who meet
medical frailty criteria from the community engagement requirement;

5H.R. 1 refers to individuals who are participating in a “drug addiction or alcoholic treatment and rehabilitation program,” as defined at 7
U.S.C. §2012(h).
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2. Streamline compliance with the community engagementrequirement for non-excluded individuals
with behavioral health conditions;

3. Prioritize consumer-friendly outreach and engagement to avoid unnecessary procedural
disenrollments; and

4. Monitor outcomes, ensure transparency, and make real-time adjustments to improve
implementation.

While these recommendations focus on protecting coverage for individuals with behavioral health
conditions, many of them extend beyond behavioral health to community engagement requirement
implementation more broadly. Additionally, the recommendations, action steps, and resources in the
NABH Implementation Guide 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 ofimplementing this requirement, disruptions may
still occur in states that adhere to the NABH Implementation Guide.

Recommendations to Effectively Implement the Medicaid Community
Engagement Requirement for People with Behavioral Health Conditions

Recommendation 1. Establish clear processes to exclude individuals with
behavioral health conditions who meet medical frailty criteria from the community
engagement requirement.

1.A. Implement medical frailty exclusion definitions and processes to identify individuals with
behavioral health conditions who are significantly impaired in performing community engagement
requirement qualifying activities.

The IFR directs states to develop definitions of “SUD” and “disabling mental disorder” populations under
the medical frailty exclusion and create corresponding lists of qualifying conditions. Furthermore, the IFR
indicates that people who are in “stable recovery” from SUD (i.e., in recovery for five or more years) do not
qualify for the medical frailty exclusion.

To accomplish this, states should adopt NABH’s definitions of SUD, disabling mental disorder, and stable
recovery, as well as NABH’s diagnosis and procedure code list (see Appendices 1 and 2).

Additionally, states should consider the cumulative impact of chronic conditions by incorporating
algorithms that identify and exclude people with multiple behavioral health diagnoses or co-occurring
behavioral and physical health diagnoses, irrespective of whether the state considers the conditions
independently as qualifying conditions for the medical frailty exclusion. While some conditions may not
meet medical frailty criteria when considered independently, the presence of multiple conditions may
exacerbate symptoms or otherwise complicate treatment.
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1.B. Identify and exclude individuals with qualifying behavioral health conditions ex parte using all
available claims and encounter data and programmatic information.

H.R. 1 and the IFR require states to first attempt to verify medical frailty and other exclusions ex parte (i.e.,
using data already available to the state) to confirm the exclusion before requesting additional information.

Best practices in setting up ex parte processes include:

e Leverage all available data sources. This includes data from Medicaid claims and data linked from
other state programs and agencies (e.g., Substance Abuse and Mental Health Services Administration-
funded programs, child welfare agency). Data from different sources can be used to identify individuals
with behavioral health conditions who qualify for an exclusion and flag their records in state eligibility
and enrollment systems.

e Establish processes for ongoing data exchange. Ongoing data exchange can help states keep
exclusion flags up to date, so that they catch individuals who obtain a new diagnosis or use services or
programs that could qualify them for an exclusion.

The IFR also limits medical frailty to individuals whose condition significantly impairs their ability to work,
participate in school, or participate in volunteer activities. However, even with the narrower “significant
impairment” language, states can still utilize Medicaid claims and encounter data as well as programmatic
information to identify individuals who qualify as medically frail.

Using Claims and Encounter Data to Identify Medical Frailty
Diagnosis Codes Alone Can Demonstrate Medical Frailty

SUD diagnostic criteria include functional impairment. In other words, to have an SUD diagnosis, an

individual is assessed on criteria that include, but are not limited to:

e Recurrent use causing failure to fulfill major role obligations at work, school, or home;

e Continued use despite persistent or recurrent social/interpersonal problems caused or
worsened by use;

e Giving up or reducing important social, occupational, or recreational activities because of use;

e Recurrent use in physically hazardous situations;

e Unsuccessful effort to cut down or control substance use; and

e Continued use despite knowledge of a persistent/recurrent physical or psychological problem
likely caused or worsened by the substance.

Given these criteria, states can appropriately exclude individuals who have an SUD “abuse” or
“dependence” diagnosis from the community engagement requirement, as the diagnosis alone
demonstrates significant impairment.

A subset of mental disorder diagnoses illustrates a disabling mental disorder with significant
impairment. For example, an individual with schizophrenia may experience hallucinations, cognitive

National Association
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impairments, or other symptoms that interfere with following instructions, interacting with others, or
maintaining employment. Individuals with these types of diagnoses can appropriately be excluded
from the community engagement requirement without additional documentation.

Procedure Codes Alone Can Demonstrate Medical Frailty

Participation in intensive services or programs such as residential SUD treatment, partial
hospitalization, or assertive community treatment can also indicate that an individual requires
substantial clinical support to manage their condition. Individuals receiving these intensive services
or participating in specialized programming can also appropriately be excluded from the community
engagement requirement.

Diagnosis in Combination with Procedure Code Can Demonstrate Medical Frailty

States can also use data to identify individuals with behavioral health conditions whose diagnosis or
service patterns alone do not meet medical frailty criteria, but whose diagnosis in combination with
service receipt indicates significant impairment in meeting the community engagement requirement.

For example, an individual with obsessive-compulsive disorder may not automatically qualify as
medically frail based on diagnosis alone. However, if the individual is also receiving frequent
psychotherapy, peer support services, or other ongoing recovery support services, it could indicate
they are experiencing symptoms such as impaired concentration, sleep disturbance, or difficulty
maintaining a consistent schedule that substantially interferes with their ability to work, attend
school, or volunteer.

NABH has developed a resource, SUD and Disabling Mental Disorder Code List, which states can use to
identify individuals who are medically frail based on diagnosis, service use, or a combination of diagnosis
and procedure codes (see Appendix 2). States can utilize the diagnosis, procedure, revenue, and
pharmacy codes to program their systems to automatically exclude individuals with SUDs and disabling
mental disorders who meet medical frailty criteria. It differentiates between standalone codes that can
demonstrate medical frailty, and instances in which a diagnosis in combination with a procedure code can
demonstrate medical frailty.

The NABH Implementation Guide recommends states work together on aligning their code lists. This is
particularly important for neighboring states, where individuals may seek behavioral health treatment
across state lines or move between states. Having a shared code list would ensure these individuals are
consistently excluded from the community engagement requirement, regardless of where they live.

1.C. Use a simple medical frailty screener for individuals to self-attest under penalty of perjury where
the state’s existing data alone is insufficient to identify and exclude individuals with qualifying
behavioral health conditions.

While using data to identify and exclude individuals with SUDs and disabling mental disorders ex parte is
a criticalfirst step, the more stringent medical frailty standard means that data alone may not fully capture
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individuals who qualify as medically frail. This is particularly true for new applicants, since states may have
limited - if any — programmatic data available prior to Medicaid enrollment. To address this gap, the IFR
permits states to establish a process through which individuals complete a medical frailty screener to self-
attest under penalty of perjury that they meet medical frailty criteria.

NABH developed a Medical Frailty Screener for Behavioral Health Conditions, which states can use to
identify individuals who likely qualify for the medical frailty exclusion (see Appendix 3). Any screener used
by a state should align with the following best practices:

¢ Include behavioral health-specific questions that use plain, non-clinical, destigmatizing
language. Questions should be specific to behavioral health conditions, treatment, and symptoms and
use clear, non-clinical language.® 7 Plain, destigmatizing language is especially important for
individuals with behavioral health conditions who have historically experienced stigma and mistrust of
government and employment systems and may be reluctant to self-identify an SUD or disabling mental
disorder even when doing so would qualify them for an exclusion.®

¢ Include examples of qualifying SUDs and disabling mental disorders. Any screener should include
examples of behavioral health conditions, treatment types, and symptoms that may qualify an
individual for a medical frailty exclusion. Itis also important to clearly communicate that any examples
are illustrative rather than exhaustive, so that individuals with less common conditions or treatment
histories do not incorrectly assume they do not qualify as medically frail.

e Be user-tested with individuals with lived experience. Behavioral health-specific questions should
be developed and tested with individuals who have lived experience with behavioral health conditions,
as well as family members, caregivers, and behavioral health providers who have insights into the
behavioral health system.

e Be incorporated into the Medicaid application and renewal process. Incorporating the screener
directly into the Medicaid application allows individuals with qualifying behavioral health conditions to
identify themselves as medically frail from the start of their initial enrollment. States can then use the
same screening tool at renewal for individuals who are not identified through ex parte verification or
whose circumstances have changed since their initial determination.

8 Manatt Health. (2025). Designing effective verification pathways for exempt populations at heightened risk of coverage loss under
mandatory work reporting requirements. State Health and Value Strategies. https://shvs.org/wp-content/uploads/2025/12/Verification-
Pathways-for-Exempt-Populations-Toolkit_Final.pdf.

7Lang, I. A., King, A., Boddy, K., Stein, K., Asare, L., Day, J., & Liabo, K. (2025). Jargon and readability in plain language summaries of health
research: Cross-sectional observational study. Journal of Medical Internet Research, 27, e50862.
https://pmc.ncbi.nlm.nih.gov/articles/PMC11773280/.

8 Manatt Health. (2025). Designing effective verification pathways for exempt populations at heightened risk of coverage loss under
mandatory work reporting requirements. State Health and Value Strategies. https://shvs.org/wp-content/uploads/2025/12/Verification-
Pathways-for-Exempt-Populations-Toolkit_Final.pdf.
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Screener and Self-Attestation Timeline
States may utilize the medical frailty screener and self-attestation process on the following timeline:

e |n 2027, states may utilize an individual’s self-attestation of medical frailty at both application
and renewal.

e Beginning in 2028, states may utilize an individual’s self-attestation of medical frailty once per
continuous enrollment period; at each subsequent renewal, documentation or other reliable
information is required.

Establishing clear medical frailty screening and self-attestation processes will be particularly important as
states work to implement new requirements on a short timeline. A simple, user-tested medical frailty
screener can help ensure that individuals with qualifying behavioral health conditions are excluded from
the community engagement requirement immediately, without waiting for complex data verification
processes to be in place.

1.D. Establish a process for individuals with a qualifying behavioral health condition who are not
identified ex parte or using a screener to request a medical frailty exclusion.

Some individuals with a behavioral health condition that qualifies for the medical frailty exclusion will not
be identified ex parte (e.g., new applicants) or via a screener (e.g., if self-attestation is not permitted, or if
the individual previously self-attested to medical frailty beginning in 2028). Accordingly, the IFR directs
states to accept documentation from an individual if they do not have reliable information on whether the
individual qualifies for an exclusion. Additionally, states may also accept documentation from the
individual’s provider.

As part of this process, states should:

e Make it clear how to request an exclusion. This process should allow an individual — or behavioral
health provider on their behalf — to submit supporting documentation, such as a provider letter. It is
critical states clearly communicate this process in all consumer outreach materials, including notices
related to noncompliance, so that individuals understand the timeline and process for submitting
additional information.

e Accept provider letters that indicate an individual has a specific qualifying condition for the
medical frailty exclusion. Individuals should not be expected to submit treatment records or a
provider’s clinical justification describing how a condition causes functional impairment.

e Establish a clear process and timeline for state staff to review exclusion requests. It is important
to have a clearly defined process and timeline for state staff to promptly review requests.

Establishing this pathway gives states a mechanism for monitoring and strengthening implementation over
time. States can use information gathered through this process to regularly evaluate and update their ex
parte verification process, which can help reduce the volume of individual requests.

National Association
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States should also consider aligning their processes for individuals to submit individual requests in
addition to implementing a shared code list so that individuals whose behavioral health conditions require
a case-by-case determination are treated consistently across states.

1.E. Establish a process for individuals whose conditions are not included in state lists of qualifying
conditions to request medical frailty exclusions.

No code list or medical frailty screener will capture every individual with an SUD or disabling mental
disorder that significantly impairs their ability to work, participate in school, or volunteer. Mental disorders
in particular can have a wide variation in severity and functional impact, and the same diagnosis may be
disabling for one individual and manageable for another. SUDs are also often not recognized by individuals
with the disorder or by healthcare professionals due to limited knowledge, stigma, and the normalization
of problematic substance use behaviors in some social environments.

States are required to develop a process for considering conditions that fall outside their qualifying
condition lists so that individuals are not denied an exclusion because their condition is rare, newly
identified, or otherwise notincluded in a state’s list.

As part of this process, states should:

e Make it clear how to request an exclusion. This process should allow an individual — or behavioral
health provider on their behalf — to submit supporting documentation, such as a provider letter. It is
critical states clearly communicate this process in all consumer outreach materials, including notices
related to noncompliance, so that individuals understand the timeline and process for submitting
additional information.

e Accept provider letters that indicate an individual has a condition that significantly impairs their
ability to comply with the community engagement requirement qualifying activities. Individuals
should not be expected to submittreatment records or a provider’s clinical justification describing how
a condition causes functional impairment.

e Establish a clear process and timeline for state staff to review exclusion requests. It is important
to have aclearly defined process and timeline for state staff to promptly review requests and determine
whether individuals meet the state’s medical frailty standard.

e Engage individuals with behavioral health expertise when reviewing exclusion requests if clinical
questions arise. Reviews should be conducted by clinical consultants or staff with behavioral health
expertise.

Establishing this pathway gives states a mechanism for monitoring and strengthening implementation over
time. States can use information gathered through this process to regularly evaluate and update their lists
of qualifying behavioral health conditions, which can help reduce the volume of individual requests and
ensure the state’s approach is aligned with clinical practice.
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States should also consider aligning their processes for individuals to submit individual requests in
addition to implementing a shared code list so that individuals whose behavioral health conditions require
a case-by-case determination are treated consistently across states.

1.F. Develop clear procedures for assigning individuals with behavioral health conditions to an
exclusion category.

Individuals with behavioral health conditions may qualify for multiple community engagement exclusion
categories. For example, an individual who receives residential SUD treatment from a nonprofit
organization for a qualifying SUD would likely meet the requirements for both the medical frailty exclusion
and the SUD treatment exclusion. Additionally, individuals with co-occurring behavioral health conditions
that each significantly impair their ability to perform the community engagement requirement qualifying
activities — such as opioid use disorder and bipolar disorder — would likely meet the requirements for the
SUD and disabling mental disorder categories under the medical frailty exclusion.

States should establish a process to assign individuals with behavioral health conditions to the exclusion
category. As part of this process, states should:

e Assignindividuals to the exclusion category that provides the longest duration of exclusion or
least administrative burden for the individual. There are varying standards across exclusion
types, as well as within the medical frailty exclusion. Individuals should receive the least restrictive
status for which they are eligible.

e Prioritize the SUD category under medical frailty exclusion over the separate SUD treatment
exclusion. The SUD category under the medical frailty exclusion does not require an individual to
be actively engaged in treatment, whereas eligibility for the SUD treatment exclusion is conditioned
on receiving treatment from certain types of providers. Recognizing the challenges to treatment
access, engagement, and retention, as well as the reality that a large portion of individuals receive
SUD treatment from providers that would not meet the SUD Treatment exclusion’s requirements,
prioritizing the SUD category under the medical frailty exclusion provides a clearer operational
pathway for states (which may not have ready access to providers’ tax status information) and, in
many cases, more stability in exclusion status for individuals with SUD.

e Make it cleartoindividuals and their providers the exclusion category to which an individualiis
assigned. This will enable individuals and their providers to understand reverification requirements
and timelines.

1.G. Where permitted, reverify medical frailty annually rather than at every six-month renewal period.
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While H.R. 1 requires states to redetermine Medicaid eligibility for expansion enrollees every six months,
the IFR allows states to reverify whether an individual continues to qualify for the medical frailty exclusion
every 12 months using available data or documentation.®

SUDs and disabling mental disorders are chronic conditions — while symptoms may fluctuate over time,
the underlying condition and impairment typically persist beyond a six-month period and require ongoing
treatment, monitoring, and support. Substance use disorders, for example, physically alter the brain, and
these changes can persist long after a person stops using substances, leaving them at elevated risk of
symptom recurrence. There is a low likelihood that an individual would be considered medically frail in one
six-month period, but not the following six-month period.

Reverifying medical frailty every six months also increases the risk that individuals who are medically frail
lose coverage for procedural reasons. National research consistently shows that more frequent renewal
cycles increase the risk of individuals losing coverage due to administrative and documentation barriers,
not because they are no longer eligible.’ The Medicaid redetermination process after the COVID-19
continuous coverage period demonstrated that procedural requirements can be a significant source of
coverage loss for individuals with behavioral health conditions.” Additionally, more frequent
reverifications create additional administrative burdens for states, as they will need to run ex parte
verifications, process self-attestations, and review individual requests on a more frequent timeline.

Recommendation 2. Streamline compliance with the community engagement
requirement for non-excluded individuals with behavioral health conditions.

2.A. Leverage all available data sources to verify non-excluded individuals with behavioral health
conditions are working, in school, or participating in volunteer activities.

Some individuals with behavioral health conditions, particularly individuals who have mental disorders
that are not considered “disabling,” may not qualify for an exclusion from the community engagement
requirement. For non-excluded individuals, states are required to seek verification of compliance with the
requirement ex parte whenever possible before requiring additional documentation. Verifying compliance
ex parte is particularly important for individuals with behavioral health conditions who do not qualify for an
exclusion but may nevertheless experience barriers to navigating complex manual reporting processes.

9 As described in Recommendation 1.C., medical frailty determinations made using a screener and self-attestation have a specific timeline.
In 2027, verification using an individual’s self-attestation can last for 12 months. Beginning in 2028, verification using an individual’s self-
attestation is limited to once per continuous enrollment period.

10 Buettgens, M., Carter, J., & Hernandez-Lepe, F. (2026). OBBBA's six-month redetermination could reduce Medicaid expansion enrollment
by 2.0 to 3.1 million in 2028. Urban Institute. https://www.urban.org/research/publication/obbbas-six-month-redetermination-could-
reduce-medicaid-expansion-enrollment-20.

1 Soni, A., & Blackburn, J. (2025). Health characteristics of adults unable to complete Medicaid renewal during the unwinding period. JAMA
Health Forum, 6(3), €250092. https://jamanetwork.com/journals/jama-health-forum/fullarticle/2831563.
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To maximize ex parte verifications, states can leverage:'> '3

e Employment data sources. States can utilize quarterly wage data’™ as well as data from the Work
Number™ or other payroll verification systems to verify compliance. States can also leverage consent-
based verification tools that can capture income earned through the gig economy and other
nontraditional employment arrangements.

¢ Information about community service activities. States can explore whether reliable data sources
exist to help verify participation in volunteer activities, such as data from State Community Service
Commissions that coordinate volunteerism, AmeriCorps, and other service programs.

e Data from educational institutions. States can work with public colleges and university systems to
access educational data and explore other reliable state/local education enrollment data sources. In
addition, states can explore using relevant federal databases such as the National Student
Clearinghouse to confirm individuals are enrolled at least half-time .

2.B. Take up the option to offer short-term hardship exceptions.

States have the option to adopt “short-term hardship exceptions.”'® These exceptions allow states to
temporarily excuse a non-excluded individual from having to demonstrate compliance with the community
engagement requirement during one of four specified disruptions:

e Receiving inpatient or applicable noninstitutional care;

e Traveling outside their community for medical care for themselves or a dependent;
e Livingin a county with a federal emergency or disaster declaration; or

e Livingin a county with high local unemployment.

The short-term hardship exceptions provide important safeguards for non-excluded individuals who
temporarily cannot meet the community engagement requirement because of a significant health event,
treatment need, or other circumstance outside their control.

However, it is important to note that the short-term hardship exception for inpatient or applicable
noninstitutional care should generally not be used for people with behavioral health conditions, as
admission to an inpatient or applicable noninstitutional care setting for a behavioral health condition is a
clear indicator of medical frailty. Unlike many physical health conditions, behavioral health conditions are
inherently chronic, and discharge from an intensive care setting is not associated with symptom remission
or restoration of functioning. For example, people are generally discharged from a psychiatric hospital
when they are no longer acutely suicidal or homicidal, and they are transitioned to lower levels of care

2 Serafi, K., Sbrana, L., & Dervan, L. (2025). Medicaid work reporting requirements: Verifying compliance and exemptions. State Health and
Value Strategies. https://shvs.org/wp-content/uploads/2025/11/SHVS_Work-Requirements-Compliance-and-Exemptions-
Verification_November-2025.pdf.

3 Singleton, S., & Waghner, J. (2026). Assessing the Medicaid work requirement vendor landscape. Center on Budget and Policy Priorities.
https://www.cbpp.org/research/health/assessing-the-medicaid-work-requirement-vendor-landscape.

14 Government-collected wage records submitted by employers; used for verifying periodic income.

5 Automated service by Equifax that provides real-time employment and income data directly from employers and payroll providers.

'8 |f they take up this option, states are required to adopt all four short-term hardship exceptions and cannot adopt just a subset of
exceptions.
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where they receive comprehensive and intensive psychiatric and psychosocial services for months to
years until symptoms are stabilized and their social and occupational functioning is meaningfully
improved. Based on this standard trajectory, the underlying assumption for the short-term hardship
exception—thatindividuals admitted to an intensive care setting could complete a qualifying activity in the
month following discharge — does not apply to people with behavioral health conditions.

2.C. Assess compliance with the community engagement requirement no more frequently than every
six months.

States must assess whether a non-excluded individual is compliant with the community engagement
requirement or qualifies for a short-term hardship exception at both application and renewal. Once an
individualis enrolled, states have the option to verify compliance more frequently (for example, every three
months rather than at every six-month renewal).

Using a six-month review period rather than more frequent verifications can reduce administrative burden
for individuals and the state and reduce opportunities for eligible individuals to lose coverage.

Even when an individual remains employed or otherwise compliant, more frequent reporting creates
additional opportunities for missed deadlines, incomplete submissions, or other administrative issues
that can result in unnecessary coverage loss. The risk of procedural disenrollment is especially
pronounced for individuals with behavioral health conditions who may face additional barriers when
navigating repeated verifications.

2.D. Require demonstration of community engagement for no more than one month per review
period.

At application and renewal, states must also determine how many months of data they will use to verify
compliance with the community engagement requirement, or the “lookback period” they will use in each
scenario. Shorter lookback periods can reduce administrative burden and reduce procedural
disenrollments. Each additional month of required data increases opportunities for reporting issues,
especially for individuals with behavioral health conditions who may change jobs frequently or who may
experience a short-term hardship in one month and be working in other months during the same review
period.

When establishing requisite lookback periods, states should utilize:

e One month of data immediately preceding the month of application. When assessing compliance
for new enrollees, states have the option to review one, two, or three consecutive months immediately
preceding the month of application. Utilizing one month of data will ensure individuals who are working
are still eligible for Medicaid coverage, while reducing administrative burden.

e One month of data during the period between renewals. When assessing compliance for individuals
already enrolled in Medicaid, states have the option to review one or more months (whether or not
consecutive) during the period between individuals’ most recent eligibility determination and the date
renewal is due. Utilizing one month of data at renewal will similarly ensure the state is appropriately
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assessing compliance, without creating additional reporting burdens and increasing opportunities for
procedural disenrollments.

Recommendation 3. Prioritize consumer-friendly outreach and engagement to avoid
unnecessary procedural disenrollments.

3.A. Develop clear, consumer-friendly applications, notices, renewal forms, and screening tools for
people with behavioral health conditions that reflect and acknowledge common concerns and are
user-tested by individuals with lived experience.

Implementing the community engagement requirement will require states to communicate new eligibility,
exclusion, verification, and reporting requirements to millions of Medicaid expansion enrollees. Individuals
with behavioral health conditions will need to understand:

e Whether they are subject to the community engagement requirement;
e Whether they qualify for an exclusion or exception;

e What actions are required to maintain coverage; and

e When they must respond to notices from the state.

States must develop applications, notices, renewal forms, medical frailty screeners, and other materials
to clearly explain requirements, deadlines, available protections, and where individuals can obtain
assistance.

As part of this process, itis critical to:

e Use clear, consumer-friendly language. Notices and other materials need to be easily understood by
individuals with behavioral health conditions.

e Engage individuals with lived experience to user-test materials. Design and testing of materials can
be done in partnership with individuals with lived experience, family members, caregivers, behavioral
health providers, and recovery support service providers. User-testing can help identify confusing
language, unintended stigma, unclear instructions, or other barriers before they result in coverage loss
and ensure communications accurately reflect treatment and recovery experiences.

e Review and refine materials regularly. Because many states will be implementing the community
engagement requirement on compressed timelines and under evolving federal guidance,
communications should be reviewed and refined regularly as implementation experience illuminates
opportunities forimprovement.

3.B. Hire and train dedicated staff across state Medicaid and behavioral health agencies to support
the rollout of the new requirements.

Even with clear, consumer friendly materials, implementing the community engagement requirement will
require states to communicate new requirements to Medicaid enrollees and respond to their questions,
grievances, and appeals. Even with strong ex parte verification processes and clear consumer materials,
some individuals will require hands-on assistance to understand requirements, complete forms, respond
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to notices, obtain documentation, or navigate appeals. Hiring and training dedicated staff across Medicaid
and behavioral health agencies will be critical to support this process.

Especially during initial rollout of the community engagement requirement, states can:

e Make it clear where to go for assistance. Establishing clear points of contact, such as call centers,
help desks, or designated case workers, can help individuals understand where to seek assistance.

e Train staff on behavioral health conditions. Individuals working in these settings should be trained on
behavioral health conditions, trauma-informed communication, privacy requirements, and the barriers
individuals may face when navigating the community engagement requirement.

e Place trained staff where people with behavioral health conditions seek care. Staff can provide on-
the-ground support in behavioral health treatment programs, hospitals, recovery community
organizations, and other community-based settings where individuals with behavioral health
conditions frequent.

3.C. Leverage a network of trusted messengers that include behavioral health providers, advocates,
and other partners to support outreach and engagement to individuals with behavioral health
conditions.

Successfully implementing the community engagement requirement will depend not only on state
systems, but also on whether individuals understand the new requirements and how to comply with them.
Many individuals with behavioral health conditions face barriers that make engagement with official
notices more difficult, including housing instability, limited access to technology, and mistrust of
government systems. Some may be reluctant to disclose a behavioral health condition, even when doing
so could help them maintain coverage. Experience of stigma, discrimination, criminalization, or other
negative interactions with healthcare or government systems may further contribute to concerns about
privacy, confidentiality, and how information will be used."

To address these challenges, states can:

e Leverage trusted messengers who already have relationships with individuals with behavioral
health conditions. Behavioral health providers, peer support specialists, care managers, community-
based organizations, shelters, food banks, clubhouses, and other community partners often have
frequent contact with individuals with behavioral health conditions who are impacted by the new
requirement. These individuals are well-positioned to help communicate new rules, exclusions,
reporting obligations, deadlines, and available supports.

e Equip partners with clear talking points and materials. Having standardized educational materials,
talking points, training resources, referral pathways, and clear escalation processes can support
behavioral health providers and other partners in communicating about the community engagement
requirement.

7 H. Saunders, A. Diana, E. Hinton, and R. Rudowitz. (2025). Implications of Medicaid Work and Reporting Requirements for Adults with
Mental Health or Substance Use Disorders. Kaiser Family Foundation. https://www.kff.org/medicaid/implications-of-medicaid-work-and-
reporting-requirements-for-adults-with-mental-health-or-substance-use-disorders/.
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e Work with partners to identify key implementation barriers. Trusted messengers can also help
identify sources of confusion about requirements, barriers to obtaining exclusions or exceptions, and
difficulties completing reporting obligations, allowing states to refine outreach efforts and improve
awareness of available protections.

Recommendation 4. Monitor outcomes, ensure transparency, and make real-time
adjustments to improve implementation.

4.A. Establish a bi-directional feedback loop with behavioral health providers to share updates,
monitor and track real-time implementation issues, and use insights to adjust implementation.

Implementing the community engagement requirement will require states to make significant operational
changes. Even well-designed policies may produce unintended barriers when implemented at scale.
Behavioral health providers can provide valuable insight into how new requirements are functioning in
practice.

To monitor implementation in real time, states can:

¢ Identify key partners to provide ongoing feedback. Behavioral health providers, advocates, managed
care plans, recovery support organizations, community-based organizations, and other behavioral
health stakeholders regularly interact with individuals affected by the community engagement
requirement and can help disseminate information and share on-the-ground insights with the state
about how implementation is going.

e Establish structured feedback processes. Having clear processes and venues for ongoing
communication between the state, behavioral health providers, and other partners will be essential to
collect and respond to feedback in real time. A structured feedback process, such as a Joint Operations
Team that includes Medicaid agencies, behavioral health agencies, behavioral health providers, and
other partners, can help states share policy updates, answer questions, and understand emerging
issues.

e Use insights to adjust implementation in real time. Collecting ongoing feedback from behavioral
health providers and other partners can help states monitor outcomes in real time, identify barriers to
compliance or exclusion determinations, and make timely adjustments, particularly as states start to
scale up implementation.

4.B. Publicly report on the impact of the community engagement requirement, including information
about individuals with behavioral health conditions who are determined excluded or compliant, as
well as those who lose coverage for procedural or other reasons.

Transparency is critical to understanding how the community engagement requirement affects individuals
with behavioral health conditions. Regular monitoring and transparent reporting can help states and other
stakeholders detect implementation challenges early, identify problems, and assess whether eligible
individuals are successfully accessing exclusions and maintaining coverage.
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To ensure transparency, states can:

20

Collect and publish data on key outcomes. At a minimum, to ensure individuals with behavioral
health conditions are not disproportionately losing coverage, states can collect and publish data on
the number of individuals with SUDs and disabling mental disorders who are excluded under the
medical frailty exclusion; information about how many requests for exclusions are approved, denied,
or pending; and the timeframes for states adjudicating requests for medical frailty due to an SUD or
disabling mental disorder. States can also publicly report on overall rates of compliance, appeals,
procedural disenrollments, and other coverage losses.

Monitor data that can highlight administrative barriers. It will also be important to monitor indicators
that may signal administrative barriers, such as rates of returned notices, incomplete documentation
submissions, appeals, procedural disenrollments, and reinstatements following coverage loss.
Consistent with lessons learned during the Medicaid continuous enrollment unwinding, states should
pay particular attention to whether individuals with behavioral health conditions experience higher
rates of procedural disenrollment than other populations.
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Appendix 1: Defining Medical Frailty Exclusion Terms

The IFR directs states to implement definitions of “SUD” and “disabling mental disorder” populations
under the medical frailty exclusion and create corresponding lists of qualifying conditions. Furthermore,
the IFR indicates that people who are in “stable recovery” from SUD (i.e., in recovery for five or more years)
do not qualify for the medical frailty exclusion.

States can use the below definitions, in combination with the SUD and Disabling Mental Disorder Code List
resource, to operationalize this exclusion effectively.

Who with behavioral health needs is considered “medically frail”?

The medical frailty exclusion does not include every person with behavioral health needs - it focuses on
people with SUDs and people with mental health conditions that are considered “disabling.” Someone’s
condition must also significantly impair their ability to work, attend school, or volunteer.

How can people with behavioral health needs who are medically frail be identified?

There are three main ways to identify people with behavioral health needs who qualify as “medically frail,”
and itis important to use all three pathways when operationalizing this exclusion:

1. Medicaid claims and encounter data and other state data sources (using diagnosis codes,
procedure codes, and other program data)

2. A medical frailty screener and accompanying self-attestation

3. Individual exclusion requests that are reviewed and approved

Clear definitions and indicators are needed to ensure these three processes appropriately capture
everyone with behavioral health needs who is medically frail and avoid unnecessary coverage loss.

Term Definition Example Indicators

Substance | AnSUD is achronic medical States can identify people with SUDs who are medically frail
Use condition characterized by a using both diagnosis and service indicators.

Disorder problematic pattern of

(SUD) with substance use that leads to SUD Diagnoses

Significant clinically significant SUD diagnoses include, but are not limited to:
impairment or distress and

Impairment — p " e Alcoholuse disorder
varying degrees of negative «  Opioid use disorder

physical, mental, and social . .
e Stimulant use disorder

consequences, including s . h ] iolvti isord
functional impairments in ° edatlvgs, ypn.otlcs, or anxiolytics use disorder
e Cannabis use disorder

meeting work, family, and

other life obligations.
SUD Service Indicators

SUD service indicators include, but are not limited to:
e |ntensive outpatient treatment

o Partial hospitalization

e Withdrawal management services

e |npatient or residential SUD treatment
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Term

Definition
engagement requirement may
qualify as medically frail.

Example Indicators
e Utilization of medication for addiction treatment

Significant Impairment Indicators

SUD diagnoses (in ICD-10-CM diagnosis code terminology,
“abuse” or “dependence” diagnoses) have functional
impairment incorporated into their diagnostic criteria and do
not require any additional indicator of significant impairment.
Similarly, some intensive services such as intensive outpatient
programs or SUD residential treatment illustrate significant
impairment without any additional indicators.

For people who have substance “use” diagnosis codes or who
are not using intensive SUD services, significant impairment
can be indicated by the presence of both a substance use code
and utilization of SUD treatment.

The SUD and Disabling Mental Disorder Code List provides
diagnosis and procedure codes that alone demonstrate
significant impairment and those that in combination
demonstrate significant impairment. The corresponding
diagnosis and service names can be used as examples in
medical frailty screeners and when assessing individual
exclusion requests.

Disabling A disabling mental disorder is States can identify people with a disabling mental disorder who
Mental a chronic mental health are medically frail using both diagnosis and service indicators.
Disorder condition with clinically
with significant impairmentin Disabling Mental Disorder Diagnoses
Significant | SOcial, occupational, orother | pigapiing mental disorder diagnoses include, but are not
Impairment important areas of functioning limited to:
bgcause of'the underlying e Schizophrenia
disorder or its symptoms. e Schizoaffective disorder
Anyone with a mental health * Bipolardisorder
condition that is considered * Majordepressive disorder
“disabling” whose condition e Post-traumatic stress disorder and other severe anxiety
impairs their ability to work, disorders
attend school, or volunteer e Executive functioning disorders
may qualify as medically frail. e Eating disorders
Disabling Mental Disorder Service Indicators
Disabling mental disorder service indicators include, but are
not limited to:
e Inpatient or residential psychiatric treatment
e Partial hospitalization
e Intensive outpatient treatment
e Assertive Community Treatment
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Term

Definition

Example Indicators
e Daytreatment programs

Significant Impairment Indicators

A subset of mental health diagnosis codes demonstrate that
someone has significant impairment, such as schizophrenia,
schizoaffective disorders, and bipolar disorders. Similarly,
some intensive psychiatric procedure codes such as Assertive
Community Treatment or treatment in a psychiatric health
facility illustrate significant impairment without any additional
indicators.

For people whose diagnosis or service use alone does not
demonstrate impairment, significant impairment can be
indicated by the presence of both a less implicitly impairing
diagnosis code and mental health treatment procedure codes.

The SUD and Disabling Mental Disorder Code List provides
health diagnosis and procedure codes that alone demonstrate
significant impairment and those that in combination
demonstrate significant impairment. The corresponding
diagnosis and service names can be used as examples in
medical frailty screeners and when assessing individual
exclusion requests.

Stable Stable recovery from an SUD is | States can identify stable recovery by looking for people who
Recovery characterized as beingin are in remission for at least the past five years and who are not
remission for five or more receiving ongoing treatment, monitoring, or other SUD services.
years without recovery being
supported by ongoing States can use claims and encounter data to identify people in
treatment, monitoring, or other | stable recovery without additional documentation.
medically necessary SUD
clinical or recovery support
services.
People in stable recovery from
an SUD do not qualify as
medically frail.
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Appendix 2: SUD and Disabling Mental Disorder Code List
Click here for the Excel spreadsheet of the NABH code list.

States should leverage all available data sources, including Medicaid claims and encounter data, to
operationalize their definitions of SUD, disabling mental disorder, and stable recovery and identify
individuals who are medically frail. The code list below includes diagnosis, procedure, revenue and
pharmacy codes states can use to program their systems to automatically exclude individuals with SUDs
and disabling mental disorders who meet medical frailty criteria.

The code list differentiates between:

1. Diagnosis codes that on their own demonstrate medical frailty;

2. Procedure codes that on their own demonstrate medical frailty; and

3. Certain diagnosis codes that in combination with certain procedure codes demonstrate
medical frailty.'®

The code list is not exhaustive; no code list will capture every behavioral health diagnosis or treatment that
indicates an individual’s condition significantly impairs their ability to meet the community engagement
requirement. Additionally, coverage varies by state, and the NABH code list may be incomplete or include
procedure codes not used in every state. States should carefully review the list and consider additional
codes that may be state-specific or missing from the list.

Diagnosis Codes Alone

Due to the nature of diagnostic criteria for SUD and many mental disorders, diagnosis codes can be used
alone to demonstrate medical frailty.

SUD diagnostic criteria include functional impairment. To have an SUD diagnosis, anindividual is assessed
on criteria that include, but are not limited to:

e Recurrent use causing failure to fulfill major role obligations at work, school, or home;

e Continued use despite persistent or recurrent social/interpersonal problems caused or worsened
by use;

e Giving up or reducing important social, occupational, or recreational activities because of use;

e Recurrent use in physically hazardous situations;

e Unsuccessful effort to cut down or control substance use; and

e Continued use despite knowledge of a persistent/recurrent physical or psychological problem likely
caused or worsened by the substance.

8 This code list includes ICD-10-CM diagnosis codes, CPT and HCPCS procedure codes, and select pharmacy and revenue
codes. For diagnosis codes, where only a “parent” code (e.g., F25) is listed, all applicable “child” codes (e.g., F25.0, F25.1,
F25.8, F25.9) should be included. For diagnosis families that do not have child codes (e.g., F21), the parent code alone should
be used.

National Association
24 for Behavioral Healthcare
Access. Care. Recovery.


https://www.nabh.org/download/sud-and-disabling-mental-disorder-code-list/

Given these criteria, states can appropriately exclude individuals who have an SUD “abuse” or
“dependence” diagnosis from the community engagement requirement, as the diagnosis alone
demonstrates significant impairment.

A subset of mental disorder diagnoses illustrates a disabling mental disorder with significant impairment.

For example, an individual with active schizophrenia or another psychotic disorder may experience
hallucinations, cognitive impairments, or other symptoms that interfere with following instructions,
interacting with others, or maintaining employment. Individuals with these types of diagnoses can
appropriately be excluded from the community engagement requirement without additional
documentation.

The diagnosis codes listed below are those that include functional impairment. Qualifying diagnosis codes
should be considered irrespective of whether they are listed as primary or additional on a claim or
encounter.

Diagnosis Codes That Alone Demonstrate Medical Frailty
SUD Diagnosis Codes Disabling Mental Disorder Diagnosis Codes

Alcohol abuse or dependence (F10.1, F10.2, excluding | Schizophrenia spectrum disorders (F20)

F10.11, F10.21
) Schizotypal disorder (F21)

Opioid abuse or dependence (F11.1, F11.2, excluding

F11.11, F11.21) Delusional disorders (F22)

Cannabis abuse or dependence (F12.1, F12.2, Brief psychotic disorder (F23)

excluding F12.11, F12.21) Shared psychotic disorder (F24)

Sedative, hypnotic or anxiolytic abuse or dependence | Schizoaffective disorder (F25)

(F13.1, F13.2, excluding F13.11, F13.21)
Other psychotic disorder not due to a substance (F28)

Cocaine abuse or dependence (F14.1, F14.2, .
excluding F14.11, F14.21) Mania (F30)

Other stimulant abuse or dependence (F15.1, F15.2, Bipolar disorder (F31)

excluding F15.11, F15.21) Major depressive disorder (F32.1, F32.4, F32.9, F33.1-

Hallucinogen abuse or dependence (F16.1, F16.2, F33.3, F33.41, F33.8-F33.9)

excluding F16.11, F16.21) Agoraphobia (F40.0)

Inhalant abuse or dependence (F18.1, F18.2, Panic disorder (F41.0)

excluding F18.11, F18.21)
Post-traumatic stress disorder (F43.1)
Other psychoactive substance abuse or dependence
(F19.1 ,F19.2, excluding F19.11, F19.21) Anorexia nervosa (F50.011-F50.013, F50.021-F50.023)

Bulimia nervosa (F50.21-F50.23)

Procedure Codes Alone
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Participation in intensive services or programs such as residential SUD treatment, partial hospitalization,
or Assertive Community Treatment can indicate an individual requires substantial clinical support to
manage their condition. Individuals receiving these intensive services or participating in specialized
programming can also appropriately be excluded from the community engagement requirement.

States can use claims with the procedure codes below to demonstrate medical frailty on their own. States

should also incorporate state-specific SUD and mental health procedure codes into the codes used to
deem someone as meeting the medical frailty exclusion ex parte.

Procedure Codes That Alone Demonstrate Medical Frailty

SUD Procedure Codes

Disabling Mental Disorder Procedure Codes

SUD inpatient detoxification (revenue codes 116, 126,
136, 146, 156)

Residential treatment (H0017, HO018, HO019)
Crisis services (H0007, H2011, T2034, 90839, 90840)

Detoxification/withdrawal management (H0011, H0012,
HO0014)

Methadone administration (H0020)

Partial hospitalization (H0035, G0410, G0411, revenue
codes 912, 913)

Intensive outpatient treatment (H0015, S9480, revenue
code 905)

Alcohol and/or drug halfway house services (H2034)
Alcohol and/or drug treatment program (H2036)

Buprenorphine/naloxone (J0570-J0575, RxCUI IN
352364)

Naltrexone (J2315, RxCUI IN 7243)
Acamprosate (RxCUI IN 82819)

Disulfiram (RxCUI IN 3554)

Psychiatric health facility services (H2013)

Psychiatric inpatient treatment (revenue codes 114,

124,134, 144, 154, 204)

Psychiatric residential treatment (H0018, HO019,

revenue code 911)

Crisis services (H2011, S9484, S9485, T2034, 90839,

90840)

Partial hospitalization (H0035, G0410, G0411,
revenue codes 912, 913)

Assertive community treatment (H0039, H0040)
Electroconvulsive therapy (90870)
Esketamine therapy (G2082, G2083, J0013)

Coordinated specialty care for first episode
psychosis (H2040)

Intensive outpatient treatment (S9480, revenue code

905)
Psychiatric day treatment (H2012)

Clubhouse services (H2030, H2031)

Transcranial magnetic stimulation (90867, 90868,

90869)
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Diagnosis in Combination with Procedure Codes

States can also use claims and encounter data to identify individuals with behavioral health conditions
whose diagnosis or service patterns alone do not meet medical frailty criteria, but whose diagnoses and
services in combination indicate a qualifying condition and significantimpairment to meet the community
engagement requirement.

For example, an individual with obsessive-compulsive disorder may not automatically qualify as medically
frail based on diagnosis alone. However, if the individual is also receiving frequent psychotherapy, peer
support services, or other ongoing recovery support services it could indicate they are experiencing
symptoms such as impaired concentration, sleep disturbance, or difficulty maintaining a consistent
schedule that substantially interferes with their ability to work, attend school, or volunteer.

Diagnosis in Combination with Procedure Codes That Demonstrate Medical Frailty

SUD Diagnosis Codes SUD Procedure Codes

All SUD diagnosis codes in standalone list" All SUD procedure codes in standalone list?
Alcohol use (F10.9) Counseling (H0004, HO005)

Alcohol abuse or dependence, in remission (F10.11, Behavioral health hotline services (H0030)
F10.21)%°

Peer support services (H0038)

Opioid use (F11.9
P ( ) Alcohol and/or drug services (H0047, HO050)

Opioid abuse or dependence, in remission (F11.11,

F11.21) Alcohol and/or drug screening and intervention (99408)
Cannabis use (F12.9)

Cannabis abuse or dependence, in remission (F12.11,
F12.21)

Sedative, hypnotic or anxiolytic use (F13.9)

Sedative, hypnotic or anxiolytic abuse or dependence,
in remission (F13.11, F13.21)

Cocaine use (F14.9)

Cocaine abuse or dependence, in remission (F14.11,
F14.21)

19 State processes and systems for operationalizing this code list may vary. If a state’s system first checks for “codes in
combination,” it is important the system also checks for codes in the “code alone” lists before making a final medical frailty
determination.

20 |ndividuals in “stable recovery” from SUD are not excluded from the community engagement requirement. States can
operationalize “stable recovery” in their code list as individuals who have had an SUD remission diagnosis continuously for the
most recent five-year period, and no SUD treatment, monitoring, or other medically necessary clinical or recovery support
services in that period. Individuals with an SUD remission diagnosis and SUD treatment, monitoring, or other medically
necessary clinical or recovery support services can appropriately be excluded from the community engagement requirement.
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Diagnosis in Combination with Procedure Codes That Demonstrate Medical Frailty
Other stimulant use (F15.9)

Other stimulant abuse or dependence, in remission
(F15.11, F15.21)

Hallucinogen use (F16.9)

Hallucinogen abuse or dependence, in remission
(F16.11, F16.21)

Inhalant use (F18.9)

Inhalant abuse or dependence, in remission (F18.11,
F18.21)

Other psychoactive substance use (F19.9)

Other psychoactive substance abuse or dependence,
in remission (F19.11, F19.21)

Substance-related poisoning, overdose, adverse effect
or underdosing (T40)

Toxic effect of alcohol (T51)

Disabling Mental Disorder Diagnosis Codes

Disabling Mental Disorder Procedure Codes

All disabling mental disorder diagnosis codes in
standalone list?

Unspecified psychosis not due to a substance (F29)

Major depressive disorder (F32.0, F32.5, F33.0, F33.40,
F33.42)

Other anxiety disorders (F41.1, F41.3, F41.8, F41.9)
Obsessive-compulsive disorder (F42)
Dissociative and conversion disorders (F44)

Anorexia nervosa (F50.00, F50.010, F50.014, F50.019,
F50.020, F50.024, F50.029)

Bulimia nervosa (F50.20-F50.21, F50.25)

Paranoid, schizoid or borderline personality disorder
(F60.0, F60.1, F60.2, F60.3)

Attention-deficit hyperactivity disorders (F90)

All disabling mental disorder procedure codes in
standalone list?

Psychotherapy (90832, 90834, 90849, 90853, 90837,
revenue codes 914, 915, 916)

Psychosocial rehabilitation (H2014, H2017, H2018
revenue code 917)

Community-based wraparound services (H2021,
H2022)

Supported employment (H2023, H2026)

Behavioral health hotline services (H0030)
Community psychiatric supportive treatment (H0036)
Peer support services (H0038)

Targeted case management (T1017)

Antipsychotic medications (J1630, J1631, J2358,
12426, J0401)
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Additionally, as included in Recommendation 1.A, states should consider the cumulative impact of
chronic conditions by incorporating algorithms that identify and exclude people with multiple behavioral
health diagnoses or co-occurring behavioral and physical health diagnoses, irrespective of whether the
state considers the independent conditions as qualifying conditions for the medical frailty exclusion. While
some conditions may not meet medical frailty criteria when considered independently, the presence of
multiple conditions may exacerbate symptoms or otherwise complicate treatment.
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Appendix 3: Medical Frailty Screener for Behavioral Health Conditions

States can use a simple medicalfrailty screener forindividuals to self-attest under penalty of perjury where

data alone is insufficient to identify and exclude individuals with qualifying behavioral health conditions.

Medical frailty screeners should include the below questions related to behavioral health conditions and

questions developed by experts in serious or complex medical conditions and disability.

Tell Us About Your Health Needs

Under a new federal law, some people must show they work, go to school, take part in a work program, or
volunteer to get and keep Medicaid coverage. You may not have to meet these requirements if your health
makes it hard to do these activities.

This includes if you have any of the following conditions, and these conditions make it hard for you to
work, volunteer, or go to school:

e Aserious or complex medical condition

e A mental health condition that makes daily life difficult

e A substance use condition (problems with drugs or alcohol)

e A physical, developmental, or intellectual disability

Answering the questions below will help us decide if you qualify for an exclusion.
Please answer the questions below:

Serious or Complex Medical Condition

[Insert relevant questions]

Mental Health Condition or Substance Use Disorder (Drugs or Alcohol)
Answer yes, if any of these conditions make it hard for you to work, volunteer, or go to school.

1. Has a doctor or health professional told you in the past 12 months that you have a serious mental
health condition?
For example: bipolar disorder, delusional disorder, major depression, post-traumatic stress disorder
(PTSD), schizophrenia, or schizoaffective disorder.
] Yes LI No

2. Has a doctor or health professional told you in the past 12 months that you have a substance use
disorder, addiction, or problem with drugs or alcohol?
[ Yes [ No

3. Inthe past 12 months, have you needed treatment or medication to help manage a serious mental
health condition or substance use disorder, addiction, or problem with drugs or alcohol?
[ Yes [0 No
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4. Inthe past 12 months, have you had an emergency related to mental health symptoms or the use of
drugs or alcohol, such as an emergency psychiatric visit, hospitalization, treatment for an overdose,
or crisis services?

[ Yes [ No

5. Do your mental health symptoms or alcohol or drug use often make it hard for you to do
daily tasks? For example: remembering things, following directions, managing money, keeping a
job, or taking care of yourself.

IYes O No

6. Inthe past 12 months, have your mental health symptoms or alcohol or drug use caused
major problems in your life?

For example: problems with relationships, housing, school, or keeping a job.
OYesONo

Disability

[Insert relevant questions]

| certify that the information | provided is true and correct to the best of my knowledge. | understand that
providing false information may result in penalties under federal or state law.

Signature of applicant/beneficiary or authorized representative Date (month/day/year)

Thank you for completing this form. We may follow up if additional information is needed.
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