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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Managed Care Group

December 5, 2023

Jay Ludlum, Deputy Secretary

North Carolina Medicaid

NC Department of Health and Human Services
Division of Health Benefits

1985 Umstead Drive, Kirby Building

Raleigh, NC 27603

Re: North Carolina State Plan Amendment (SPA) 23-0034

Dear Deputy Secretary Ludlum:

The Centers for Medicare & Medicaid Services (CMS) completed review of North Carolina’s
State Plan Amendment (SPA) Transmittal Number 23-0034 submitted on September 29,
2023. The purpose of this SPA is to update Community Care of North Carolina (CCNC)
program eligibility criteria to indicate that if a CCNC member opts into the Tailored Care
Management Health Homes benefit, the member will be disenrolled from the CCNC primary
care case management entity program to avoid duplication of services.

We conducted our review of this amendment according to statutory requirements of Title XIX
of the Social Security Act and implementing Federal regulations. This letter is to inform you
that North Carolina Medicaid SPA Transmittal Number 23-0034 is approved effective July 1,
2023.

If you have any questions regarding this amendment, please contact Sarah Abbott at (410)
786-8286 or via email at Sarah.Abbott@cms.hhs.gov.

Bi1ll Brooks
Director
Division of Managed Care Operations

cc: Betty Staton, NC DHHS
Emma Sandoe, NC DHHS
Cynthia Garraway, CMS
Morlan Lannaman, CMS
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State: North Carolina

Citation Condition or Requirement

Population \% Notes

Other Insurance--Medicaid beneficiaries who Not applicable

have other health insurance

Reside in Nursing Facility or ICF/IID-- Medicaid [X Population would be mandatory unless otherwiseenrolled in

beneficiaries who reside in Nursing Facilities MCO or Tribal Option PCCMe

(NF) or Intermediate Care Facilities for

Individuals with Intellectual Disabilities

(ICF/1ID).

Enrolled in Another Managed Care Program- Not applicable

-Medicaid beneficiaries who are enrolled in

another Medicaid managed care program

Eligibility Less Than 3 Months--Medicaid Not applicable

beneficiaries who would have less than three

months of Medicaid eligibility remaining upon

enrollment into the program

Participate in HCBS Waiver--Medicaid X

beneficiaries who participate in a Home and

Community Based Waiver (HCBS, also referred

to as a 1915(c) waiver).

Retroactive Eligibility-Medicaid beneficiaries

for the period of retroactive eligibility.

Other (Please define): IPCCMe Care Management and Tailored Care Management
lare duplicative services and a beneficiary cannot receive
both services.

Members will be disenrolled from CCNC if they opt into the
Health Home Benefit called Tailored Care Management.
1932(a)(4)
42 CFR 438.54 F.  Enrollment Process.

Based on whether mandatory and/or voluntary enrollment are applicable to your
program (see E. Populations and Geographic Area and definitions in 42 CFR
438.54(b)), please complete the below:

1. For voluntary enrollment: (see 42 CFR 438.54(c))
a. Please describe how the state fulfills its obligations to provide information as
specified in 42 CFR 438.10(c)(4), 42 CFR 438.10(e) and 42 CFR

438.54(c)(3).

The Department will develop a model member handbook inclusive of
required managed care terminology as defined in 42 CFR 438.10(c)(4).
CCNC will use that model handbook to create a PCCM handbook for their
enrolled beneficiaries. The Department issues informational notices upon
eligibility determination or redetermination defining all managed care
programs an individual is available to elect. The notices include required
information outlined in 42 CFR 438.10(e) and 42 CFR 438.54(¢c)(3).

TN No._23-0034
Supersedes
TN No. 21-0009

Approval Date: 12/05/2023

Effective Date: _07/01/2023
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State: North Carolina

State with voluntary enrollment must have an enrollment choice period
or passive enrollment. Please indicate which will apply to the managed
care program:

b. X Ifapplicable, please check here to indicate that the state provides an
enrollment choice period, as described in 42 CFR 438.54(c)(1)(i) and 42
CFR 438.54(c)(2)(i), during which individuals who are subject to
voluntary enrollment may make an active choice to enroll in the managed
care program, or will otherwise continue to receive covered services
through the fee-for-service delivery system.

i. Please indicate the length of the enrollment choice period:

There is an unlimited choice period for AIAN
beneficiaries eligible to enroll in the N3CN PCCMe
program.

TN No._23-0034 Approval Date: 12/05/2023 Effective Date: 07/01/2023
Supersedes

TN No. 21-0009





