
The above referenced number has been assigned by this office and will be used as identification for the approved contract.
Please use this number when referring to the contract in any future correspondence or amendment(s).

The Internal Revenue Service (IRS) may find that this contract creates an employment relationship between your agency and
the contractor.  You should be advised that your agency is responsible for all taxes and penalties if such a finding is
forthcoming.  It is incumbent upon your agency to determine if an employee/employer relationship exists.  Your agency must
make the appropriate withholdings in accordance with law and IRS regulations, if applicable.

Office of State Procurement
Contract Certification of Approval

This certificate serves as a confirmation that the Office of State
Procurement has reviewed and approved the contract referenced below.

Reference Number: 2000683487

Vendor: AETNA BETTER HEALTH INC (LA) 

Description: Managed Care Organizations 3.0

Approved By: PAMELA RICE

Approval Date: 12/22/2022 11:05:49
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AND 

Terms of Payment

If progress and/or completion of services are provided to the satisfaction of the initiating Office/Facility, payments are to be made as follows:

ONLY UPON APPROVAL OF:

14 ) PAYMENT WILL BE MADE First Name Last Name

Title Phone Number

15) Special or Additional Provisions which are incorporated herein, if any (IF NECESSARY, ATTACH SEPARATE SHEET AND REFERENCE):

Contractor (Registered Legal Name)1)

2) Street Address

City Zip Code

3) Telephone Number

4) Mailing Address (if different)

Zip CodCity 

State LDR Account #(if applicable)  

Parish(es) Served

License or Certification #

Subrecipient:

Corporation:

For Profit:

Publicly Traded:

Contractor Status 

  CFDA#(Federal Grant

Brief Description Of Services To Be Provided:9)

Effective Date 11) Termination Date

Maximum Contract Amount 

13) Estimated Amounts by Fiscal Year

    Governmental (State/Agency)  Governmental (Local)   Social Services   Consulting Services  Professional Service   Pro    Personal Service      

FOR

RFP NUMBER (if applicable)

Vendor #

Sole Source 

State 

State

LaGov #

Agency # 

LDH CF-1 
Revised 202 Page 1 of 7

5790795001

2400 Veterans Memorial Blvd., Suite 200 ST

N/A

(855) 242-0802

SAME

N/A

Cocran

Chief Financial Officer 225-219-3455

BHSF
Bureau of Health Services Financing

Aetna Better Health of Louisiana, Inc.

2000683487

310098085

Kenner LA 70062

01/01/2023 12/31/2025

$ 3,569,491,194.00

FY23: $588,884,043; FY24: $1,170,106,117; FY25: $1,199,243,882; FY 26: $611,257,152

Contractor will function as a risk-bearing managed care organization (MCO) that provides services to eligible Louisiana Medicaid enrollees in
accordance with the requirements set forth in this Contract, all provisions of state and federal laws, regulations, rules, the State Plan, and 
waivers applicable to managed care.

Contractor will be paid upon successful completion of deliverables in the manner outlined in Part 4 of Attachment A, Model Contract. Travel 
will not be reimbursed under this Contract.

Daniel

Attachment A: Model Contract 
Attachment B: MCO Covered Services
Attachment C: In Lieu of Services
Attachment D: Actuarial Rate Certification Letter 
(reserved)
Attachment E: APM Strategic Plan Requirements 
and Reporting Template
Attachment F: Provider Network Standards
Attachment G: Table of Monetary Penalties
Attachment H: Quality Performance Measures
Attachment I: OIG Addendum
Attachment J: MCO PBM Requirements

Exhibit 1: Resumes
Exhibit 2: Board Resolution
Exhibit 3: Secretary of State Certificate of 
Good Standing
Exhibit 4: Multi-year Letter
Exhibit 5: RFP #3000017417 and addenda
Exhibit 6: Proposal submitted by the 
Contractor in response to RFP #3000017417

3000017417

✔

Aetna Better Health of Louisiana, Inc.

✔
✔
✔

✔

305
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This Order of Precedence Clause applies only to contracts that resulted from
an RFP.



 

et seq

SIGNATURES TO FOLLOW ON THE NEXT PAGE



THIS CONTRACT CONTAINS OR HAS ATTACHED HERETO ALL THE TERMS AND CONDITIONS AGREED 
UPON BY THE CONTRACTING PARTIES.  IN WITNESS THEREOF, THIS CONTRACT IS SIGNED ON THE 
DATE INDICATED BELOW. 

STATE OF LOUISIANA, LOUISIANA 
DEPARTMENT OF HEALTH

SIGNATURE DATE SIGNATURE DATE

NAME NAME

TITLE TITLE 

SIGNATURE DATE SIGNATURE DATE

NAME NAME

TITLE TITLE

CONTRACTOR 

LDH CF-1 
Revised 202 Page 7 of 7

Richard C. Born

Chief Executive Officer

Tara A. LeBlanc

Medicaid Executive Director

Bureau of Health Services Financing
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Attachment B, MCO Covered Services 
Effective 1/1/2023    Page 1 

 
 

Medicaid Managed Care Organization Contract 
Attachment B: MCO Covered Services 

 
The Contractor  shall provide  to each Enrollee each of  the MCO Covered Services  listed below, and as  further 
described  in  the MCO Manual,  in  an  amount,  duration,  and  scope  that  is medically  necessary.    The  general 
descriptions  below of MCO Covered  Services do not  limit  the Contractor’s  obligation  to provide all Medically 
Necessary Services. 
 
Physical Health Services 
 

 Ambulatory Surgical Services 

 Applied Behavioral Analysis Therapy (age 0‐20) 

 Audiology Services 

 Chiropractic Services (age 0‐20) 

 Durable Medical Equipment, Prosthetics, Orthotics and Certain Supplies  

 Early Periodic Screening, Diagnostic, and Treatment (EPSDT) Services (age 0‐20) 

 Emergency Services 

 End Stage Renal Disease Services 

 Eye Care and Vision Services 

 Family Planning Services  

 Federally Qualified Health Center (FQHC)/Rural Health Clinic Services  

 Home Health‐Extended Services (age 0‐20) 

 Home Health Services  

 Hospice Services 

 Immunizations  

 Inpatient Hospital Services  

 Laboratory and Radiology Services 

 Limited Abortion Services 

 Medical Transportation Services 

 Outpatient Hospital Services 

 Pediatric Day Healthcare Services (age 0‐20) 

 Personal Care Services (age 0‐20) 

 Pharmacy Services 



 

Attachment B, MCO Covered Services 
Effective 1/1/2023    Page 2 

 Physician/Professional Services 

 Podiatry Services  

 Pregnancy‐Related Services 

 Routine patient costs for items and services furnished in connection with participation in a qualifying 
clinical trial in accordance with Section 1905(gg) of the Social Security Act 

 Telemedicine 

 Therapy Services  

 Tobacco Cessation Services 

 
Behavioral Health Covered Services 
 

 Basic Behavioral Health Services  

 Specialized Behavioral Health Services 

o Licensed Practitioner Outpatient Therapy 

o Mental Health Rehabilitation Services  

 Community Psychiatric Support and Treatment (CPST) 

 Multi‐Systemic Therapy (MST) (age 0‐20) 

 Functional Family Therapy (FFT) (age 0‐20) 

 Homebuilders® (age 0‐20) 

 Assertive Community Treatment (age 18 and older)  

 Psychosocial Rehabilitation (PSR) 

 Crisis Intervention  

o Crisis Stabilization Youth (age 0‐20)  

o Crisis Stabilization Adults (age 21 and older)  

o Therapeutic Group Homes (TGH) (age 0‐20) 

o Crisis Response Services (age 21 and older) 

 Mobile Crisis Response (MCR) 

 Community Brief Crisis Support (CBCS) 

 Behavioral Health Crisis Care (BHCC) 

o Peer Support Services (age 21 and older) 

o Psychiatric Residential Treatment Facilities (PRTF) (age 0‐20) 

o Inpatient Hospitalization in a Freestanding Psychiatric Hospital (ages 0‐20; 65 and older) 

o Inpatient Hospitalization in a Distinct Part Psychiatric Unit 

o Outpatient, Residential, and Inpatient Substance Use Disorder Services 



 

Attachment B, MCO Covered Services 
Effective 1/1/2023    Page 3 

o Medication Assisted Treatment  

o Personal Care Services for DOJ Agreement Target Population (age 21 and older) 

o Individual Placement Support Services for DOJ Agreement Target Population (age 21 and older) 



Attachment C, In Lieu of Services 
Effective 1/1/2023     Page 1 

 
 

Medicaid Managed Care Organization Contract 
Attachment C: In Lieu of Services 

 
The Contractor may, at its option, cover the approved services or settings for Enrollees in lieu of Medicaid 
State Plan services as provided in this Attachment. Requirements and policies for in lieu of services are 
provided in the Contract and the MCO Manual. 

 

Physical Health 

In Lieu of Service  Medicaid State Plan Service(s)  Effective Date 

Chiropractic services for adults age 21 
and older 

Inpatient hospitals, outpatient hospitals, 
physician services, nurse practitioner 
services, other licensed practitioners’ 
services, laboratory and x‐ray services, 
prescribed drugs 

1/1/2023 

Hospital‐based care coordination for 
pregnant and postpartum individuals 
with substance use disorder and their 
newborns 

Inpatient hospitals, outpatient hospitals, 
physician services, nurse practitioner 
services, other licensed practitioners’ 
services 

1/1/2023 

Doula Services  Inpatient and outpatient hospital services  1/1/2023 
 

Behavioral Health 

In Lieu of Service  Medicaid State Plan Service(s)  Effective Date 

23‐Hour observation bed services for 
adults age 21 and older 

Inpatient psychiatric hospitals  1/1/2023 

Freestanding psychiatric hospitals for 
adults ages 21‐64 

General hospital psychiatric units 
 

1/1/2023 

Injection services provided by licensed 
nurses to adults age 21 and older 

Physician services  1/1/2023 

Mental Health Intensive Outpatient 
Programs 

Inpatient psychiatric hospitals  1/1/2023 

Population health management 
programs 

Emergency services, inpatient hospitals  1/1/2023 

 



LDH Medicaid APM Reporting Tool

 Provider Payments

All provider payments 

Total dollars paid to providers (in and out of network) for Medicaid 
beneficiaries in specified payment period. Managed Care Incentive 
Program (MCIP) payments should be excluded from any calculations in 
this report. 

$0 #DIV/0!

Provider Payments

Category 2A Incentive 

Payments:

Care Management Only

Total dollars paid to providers for care management related to VBP 
agreements during the payment period.

$0 #DIV/0!

Category 2A Incentive 

Payments

 (Other) 

Total dollars paid to providers for foundational spending to improve 
care, e.g. infrastructure payments, during payment period, except those 
for care management payments included in cell C7 above. Do not 
include FFS/base payments.

$0 #DIV/0!

Contracts that include 

Category 2A APMs 

Provider Payments under Contracts that include Category 2A APMs ‐ 
Total dollars paid under provider contracts that include FFS/base 
payments plus care management/foundational spending to improve 
care.  

$0 #DIV/0!

#DIV/0!

Category 2B Incentive 

Payments only 

(Pay for Reporting)

Category 2B APMs ONLY ‐ Total dollars paid to providers for pay for 
reporting , e.g. payments for reporting on HEDIS measures ('pay‐per‐
click') during payment period. Do not include FFS/base payments, just 
report the portion of the provider payment that is linked to pay for 
reporting.

$0 #DIV/0!

Contracts that include 

Category 2B APMs 

Provider Payments under Contracts that include Category 2B APMs ‐ 
Total dollars paid under provider contracts that include FFS/base 
payments plus pay for reporting. 

$0 #DIV/0!

#DIV/0!

Instructions:  Fill in the cells that are shaded yellow in this worksheet. Other cells in this worksheet will automatically be calculated. 
For questions on terms see the Definitions tab. 

Payment Approach

Percentage of Total Provider Payments

Percentage of Provider Payments 

Payment Approach Percentage of Provider Payments 

For Provider Contracts with Category 2B APMs ‐ % of provider 
payments that are linked to pay for reporting

% of Total provider payments that are 
paid under contracts that include at least 

one Category 2A APM 

1. Total Annual Provider Payments

% of Total provider payments for 2A Care 
Management incentive payments

2. Alternative Payment Model Framework ‐ Category 2 (All methods below are linked to quality).

% of Total provider payments that are 
incentives paid under Category 2B APMs 

ONLY

% of Total provider payments that are 
paid under contracts that include at least 

one Category 2B APM 

For Provider Contracts with Category 2A APMs ‐ % of provider 
payments that are linked to foundational payments

% of Total provider payments for Other 
Category 2A Incentive Payments

VBP Reporting Template Page 1



LDH Medicaid APM Reporting Tool

Instructions:  Fill in the cells that are shaded yellow in this worksheet. Other cells in this worksheet will automatically be calculated. 
For questions on terms see the Definitions tab. 

Category 2C Incentives 

only 

(Rewards for 
Performance)

Category 2C APMs ONLY ‐ Total dollars paid to providers for pay for 
performance (P4P) rewards to improve care, such as provider 
performance to  population‐based target for quality such as a target 
HEDIS rate. Do not include FFS or base payments to providers. Do not 
include payments to providers for reporting HEDIS or other measures.

$0 #DIV/0!

Category 2C Penalties 

only 

(Penalties for 
Performance)

Category 2C APMs ONLY ‐ Total dollars for any penalties applied to 
providers based on performance to quality measures. Do not include 
FFS or base payments to providers. Do not include penalties for non‐
reporting.

$0 #DIV/0!

Contracts that include 

Category 2C APMs

Total dollars paid under provider contracts that include FFS/base 
payment plus (or minus) any P4P payments or penalties, as applicable, 
(linked to quality) during payment period

$0 #DIV/0!

#DIV/0!

% of Total provider payments that are 
incentives paid under Category 2C APMs 

ONLY

% of Total provider payments that are 
paid under contracts that include at least 

one Category 2C APM 

For Provider Contracts with Category 2C APMs ‐ % of provider 
payments that are linked to P4P

% of Total provider payments that are 
penalties collected under Category 2C 

APMs ONLY

VBP Reporting Template Page 2



LDH Medicaid APM Reporting Tool

Instructions:  Fill in the cells that are shaded yellow in this worksheet. Other cells in this worksheet will automatically be calculated. 
For questions on terms see the Definitions tab. 

Provider Payments

Category 3 ‐ Only 
Shared Savings 

Payments to providers

Total shared savings dollars ONLY paid to providers under contracts 
that include Category 3 APMs paid on FFS architecture (with links to 
quality).  Do not include FFS or base payments to providers. $0 #DIV/0!

Category 3 ‐ Only 
Downside Risk 

'recoupments' applied 
to providers

Total downside risk collections or recoupments applied to providers 
under contracts that include Category 3 APMs and paid on FFS 
architecture (with links to quality).  Do not include FFS or base payments 
to providers.

$0 #DIV/0!

Contracts that include 

Category 3 APMs

Total dollars paid to providers under contracts that include Category 3 
APMs paid on FFS architecture (with links to quality), plus any shared 
savings or minus downside risk based on a budget target or shared 
savings. In total cost of care (TCOC) models, all provider payments 
associated with attributed members for services included in the TCOC 
target for the accountable provider entity should be included in the 
amount reported here. 

$0 #DIV/0!

Category 4 ‐ 

Population Based 

Payments to providers

Total dollars paid to providers for population‐based payments as part 
of prospective payment/capitation. For example, PMPM primary care 
capitaton payments, prospective payments for specialty services, global 
budgets, and other payments made within prospective capitated 
arrangements. 

$0 #DIV/0!

Contracts with 

Category 4 APMs

Total dollars paid to providers under contracts that include Population‐
based APMs (Category 4).  Population‐based payments include 
prospective primary care, condition‐specific population‐based 
payments, comprehensive population‐based payments, and payments 
made within integrated finance and delivery systems. 

$0 #DIV/0!

% of Total provider payments that are 
paid under contracts that include at least 

one Category 3 APM 

% of Total provider payments that are 
paid out as incentive payments under 

Category 3 shared savings arrangements

For calculation only ‐ Contracts with one or more APMs in category 2A, 2C, 3 or 4 (excludes contracts with only Category 2B APMs)

% of Total provider payments that are 
paid as capitation payments under 

Category 4 APMs 

% of Total provider payments that are 
paid under contracts that include 

Category 4 APMs

% of Total provider payments that are 
collected or applied to providers as 

penalties under Category 3 shared risk 
arrangements

Alternative Payment Model Framework ‐ Category 3 (All methods below are linked to quality)

Alternative Payment Model Framework ‐ Category 4 (All methods below are linked to quality)

Payment Approach Percentage of Provider Payments 

VBP Reporting Template Page 3



LDH Medicaid APM Reporting Tool

Instructions:  Fill in the cells that are shaded yellow in this worksheet. Other cells in this worksheet will automatically be calculated. 
For questions on terms see the Definitions tab. 

Automated calculation 
of payments under 

provider contract with 
one or more APMs in 

categories 2A, 2C, 3 and 
4

Total dollars paid to providers during the payment period under 
contracts that include Category 2A, 2C, 3  or 4 APMs as reported above. 
If an MCO reported a contract(s) with more than one APM Categories 
(e.g., Category 2 and 3) in more than one of the following cells: C9, C16, 
C22 or C25, this total it will be "overstated."

$0

Overstated provider 

payments in contracts 

with multiple APMs

In cases of provider contracts that include mulitple APM categories, 
enter total amount of the overstated provider contract(s) so that no 
provider contract is counted more than once in cells C9, C16, C22, or 
C25.

$0

Total Provider 

Incentive Payment 

Payments in Category 
2A, 2C, 3 and 4

Total dollars paid to providers during the payment period within 
Categories 2A, 2C, 3 and 4, counting downside risk and penalties as 
positive numbers. 

$0 #DIV/0!

Contracts that include 

Category 2A, 2C, 3 or 

4 APMs 

(unduplicated)

Total dollars paid to providers during the payment period under 
contracts that include Category 2A, 2C, 3  or 4 APMs (all with links to 
quality). This may be less than the combination of provider contract 
payments reported under each applicable LAN category as calculated in 
cell C28.  If a contract includes more than one type of APM, it should 
only be counted once in the VBP benchmark.

$0 #DIV/0!

VBP BENCHMARK (Contracts with one or more APMs in category 2A, 2C, 3 or 4) 

% of Total provider payments that are 
paid under contracts that include at least 

one Category 2A, 2C, 3 or 4 APM 

% of Total provider incentive payments  
paid under Category 2A, 2C, 3 or 4 APMs

VBP Reporting Template Page 4



Attachment F, Provider Network Standards 
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Medicaid Managed Care Organization Contract 
Attachment F: Provider Network Standards  

  

At a minimum, the Contractor’s Provider Network must meet Contract Network Adequacy standards, 

including the ratio, distance, and timeliness of care standards in this Attachment.  

Physical Health Access and Distance Standards   

 

Type1 
Network Ratio2 

(Provider: Member) 
Rural Parishes3 

(miles) 
Urban Parishes3 

(miles) 

Primary Care4     

Adult5 PCP (Family/General  
Practice; Internal Medicine; 
FQHC; RHC)6  

1:1,000 30 10 

Pediatric5 PCP (Pediatrics;  
Family/General Practice; 
Internal Medicine; FQHC; RHC)6  

1:1,000 30 10 

Hospitals    

Acute Inpatient Hospitals   30 10 

Ancillary    

Laboratory   30 20 

Radiology   30 20 

Pharmacy   30 10 

Hemodialysis Centers   30 10 

Specialty Care     

OB/GYN4  1:10,000 30 15 

Allergy/Immunology  1:100,000 60 60 

Cardiology  1:20,000 60 60 

Dermatology  1:40,000 60 60 

Endocrinology and Metabolism7  1:25,000 60 60 

Gastroenterology  1:30,000 60 60 

Hematology/Oncology  1:80,000 60 60 

Nephrology  1:50,000 60 60 

Neurology7  1:35,000 60 60 

Ophthalmology  1:20,000 60 60 

Orthopedics7  1:15,000 60 60 

Otorhinolaryngology/ 
Otolaryngology  

1:30,000 60 60 

Urology  1:30,000 60 60 

Other Specialty Care  60 60 

 



Attachment F, Provider Network Standards 
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Behavioral Health Access and Distance Standards   

 

Type1 
Rural Parishes3 

(miles) 
Urban Parishes3 

(miles) 

Psychiatrists 30 15 

Specialty Care 

Physicians and LMHPs who specialize in pregnancy-related 
and postpartum depression or related mental health 
disorders and pregnancy-related 

60 60 

Physicians and LMHPs who specialize in pregnancy-related 
and postpartum substance use disorders 

60 60 

Other Specialty Care 60 60 

Licensed Mental Health Specialists7, 9 

Advanced Practice Registered Nurse (Nurse Practitioners and 
Clinical Nurse Specialists with a behavioral health specialty)  

30 15 

Medical or Licensed Psychologist  30 15 

Licensed Clinical Social Worker  30 15 

Psychiatric Residential Treatment Facilities (PRTFs) (pediatric5)9 

Psychiatric Residential Treatment Facility  200 200 

Psychiatric Residential Treatment Facility Addiction (ASAM 
Level 3.7)  

200 200 

Psychiatric Residential Treatment Facility Other Specialization  200 200 

Substance Abuse and Alcohol Abuse Center - Outpatient 

ASAM Level 1 30 15 

ASAM Level 2.1 30 15 

ASAM Level 2WM 60 60 

Substance Use Residential Treatment Facilities (adult5)  

ASAM Levels 3.1  30  30  

ASAM Levels 3.3 30  30  

ASAM Levels 3.5 30  30  

ASAM Levels 3.2 –Withdrawal Management 60  60  

ASAM Level 3.7  60  60  

ASAM Level 3.7-Withdrawal Management  60  60  

Substance Use Residential Treatment Facilities (pediatric5)  

ASAM Level 3.1 60 60 

ASAM Level 3.2 Withdrawal Management 60 60 

ASAM Level 3.5 60 60 

Psychiatric Inpatient Hospital Services9   

Hospital, Free Standing Psychiatric Unit  75 60 

Hospital, Distinct Part Psychiatric Unit  75 60 

Behavioral Health Rehabilitation Services9   

Mental Health Rehabilitation Agency (Legacy MHR)   30 15 

Behavioral Health Rehab Provider Agency (Non-Legacy MHR) 30 15 
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Linkage Ratio Standards   

 

Type  
Linkage Ratio8  

(Provider: Enrollee)  

Adult PCP (Family/General Practice; Internal Medicine; FQHC; RHC)   1:2,500  

Adult Physician Extenders6  1:1,000  

Pediatric PCP (Pediatrics; Family/General Practice; Internal Medicine; FQHC; 
RHC)  

1:2,500  

Pediatric Physician Extenders6  1:1,000  

  

Access and Timeliness Standards  

 

Type of Visit/Admission/Appointment  Access/Timeliness Standard  

Emergency care  24 hours, 7 days/week within 1 hour of request  

Urgent non-emergency care   24 hours, 7 days/week within 24 hours of request,   

Non-urgent sick primary care   72 hours  

Non-urgent routine primary care  6 weeks  

After hours, by phone  
Answer by live person or call-back from a 
designated medical practitioner within 30 minutes  

Ob/Gyn care for pregnant women    

1st Trimester  14 days  

2nd Trimester  7 days  

3rd Trimester  3 days  

High risk pregnancy, any trimester  3 days  

Family planning appointments  1 week  

Specialist appointments  1 month  

Scheduled appointments  Less than a 45 minute wait in office  

Non-urgent routine behavioral health care   14 days  

Urgent non-emergency behavioral health care  24 hours  

Psychiatric inpatient hospital (emergency 
involuntary)  

4 hours  

Psychiatric inpatient hospital (involuntary)  24 hours  

Psychiatric inpatient hospital (voluntary)  24 hours  

ASAM Level 3.3, 3.5 & 3.7  10 business days  

Residential withdrawal management  24 hours when medically necessary  

Psychiatric Residential Treatment Facility (PRTF)  20 calendar days  
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Notes:  

1 For the purposes of assessing Network Adequacy, the MCO shall consider only those Providers who 

are actively providing services to enrollees, which shall be defined as (1) physical health providers 

who have submitted at least twenty-five (25) claims in an office setting within the prior  six (6) 

calendar months; (2) behavioral health providers who have submitted at least twenty-five (25) claims 

within the prior  six (6) calendar months; or (3) any providers who were newly contracted within the 

prior six (6) calendar months, regardless of claim submissions. 

2 The network ratio is a calculation of the MCO’s Network Providers relative to the MCO’s members.   

3 Unless otherwise specified in this Attachment, the Contractor must demonstrate that one hundred 

percent (100%) of applicable members (adult or pediatric) have access to Network Providers for the 

type of service specified within the identified distance standard from the Enrollee’s residence, based 

on a driving route  versus a straight line calculation.  

4 For purposes of assessing Network Adequacy for OB/GYN specialty services, access standards are 

established based on female members age 21 and over. The Contractor shall not include OB/GYN 

providers in its assessment of Network Adequacy for Primary Care Services.  

5 For purposes of reporting Network Adequacy for both physical and behavioral health services, adult is 

defined as an Enrollee age 21 and over and pediatric is defined as an enrollee under age 21.  

6 In order to be included in the calculation, the Provider must work as a PCP at least 24 hours per week. 

The MCO may use physician extenders to meet PCP network ratios and distance standards. Physician 

extenders include nurse practitioners and physician assistants linked to a physician group who 

provide Primary Care Services. For calculation of the network ratio, each physician extender is 

counted with a factor of 0.5 while physician PCPs are counted with a factor of 1.0.   

7 For these specialties, the travel distance standards shall be applied separately to the Contractor’s 

adult and pediatric member populations and to specialists serving the applicable age group(s).  

8 The linkage ratio is a calculation of the MCO’s network provider to his/her patients who are Louisiana 

Medicaid managed care enrollees, regardless of MCO. The linkage ratios specified are applicable to 

providers who work as PCPs at least 24 hours per week.  

9 Network standards are applied across the provider types listed collectively within the identified 

distance standard from the Enrollee’s residence, based on a driving route versus a straight line 

calculation from the applicable members (adult or pediatric) residences. 
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Medicaid Managed Care Organization Contract 
Attachment G: Table of Monetary Penalties 

  
See the Contract Non‐Compliance  section of Attachment A, Model Contract  for additional  information 
regarding Monetary  Penalties.  For  any  violation  not  explicitly  described  in  the  table  below,  LDH may 
impose a monetary penalty of up to $5,000 per occurrence per Calendar Day.  
 

 

Failed Deliverable or Deficiency  Penalty 

Contract Transition and Readiness 

Operational Start Date 

Fifty thousand dollars ($50,000) per Calendar Day for each day 
beyond the Operational Start Date that the Contractor has not 
fully  satisfied  the  Readiness  Requirements,  as  determined  by 
LDH. 

Readiness Review  
Five  thousand  ($5,000)  per  Calendar  Day  for  each  Readiness 
Review deliverable that is late, inaccurate, or incomplete. 

Administration and Contract Management 

Employment of Key Personnel  

One  thousand  dollars  ($1,000)  per  Calendar  Day  per  key 
personnel position for failure to have an individual serving in a 
full‐time  acting  or  permanent  capacity  in  any  key  personnel 
position for more than two (2) consecutive Calendar Days,  for 
each day the key personnel has not been appointed. 

Additional Personnel 
Requirements 
 

One  thousand  dollars  ($1,000)  per  Calendar  Day  for  any 
Contractor  or  Subcontractor  personnel  who  performs  work 
under  the  Contract  without  the  appropriate  license  and  or 
certification  required  by  applicable  State  and  Federal  laws 
and/or regulations and the Contract. 
 
One thousand dollars ($1,000) per appropriate staff person per 
meeting or event for failure to provide subject appropriate staff 
member(s) to attend a meeting or event when required. 
 
One thousand dollars ($1,000) per appropriate staff person per 
meeting  or  event  for  failure  to  attend  a meeting  or  event  in 
person when required by the Contract or requested by LDH.  
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Failed Deliverable or Deficiency  Penalty 

Conflict of Interest 

Ten  thousand  dollars  ($10,000)  per  occurrence  plus  an 
additional five thousand dollars ($5,000) per Calendar Day that 
the  Contractor  remains  in  violation  of  the  conflict  of  interest 
requirements after notification of the violation by LDH. 

Standing and Ad Hoc Reports 

Two thousand dollars ($2,000) per Calendar Day for each report 
that  is  late,  incorrect,  incomplete,  or  does  not meet  Contract 
requirements. 
 
Five thousand dollars ($5,000): 

 Per Calendar Day for each report that is late for two (2) 
consecutive  reporting  periods  or  more  than  three  (3) 
times within the calendar year; or 

 Per report returned to the Contractor for resubmission 
due  to missing  information or  LDH‐identified errors  in 
data reported for two (2) consecutive reporting periods 
or more than three (3) times within the calendar year. 

Requests for Information 

One  thousand  dollars  ($1,000)  per  Calendar  Day  that  the 
Contractor  or  its  Subcontractor  fails  to  provide  a  timely  and 
complete response to a request for  information  in accordance 
with  the  timelines established  in  the Contract or as otherwise 
specified by LDH. 

Policies, Procedures, and 
Provider Manuals 

Five  thousand  dollars  ($5,000)  for  each  new  or  materially 
amended  policy,  procedure,  and  provider  manual  that  is 
implemented without  prior  approval  from LDH,  in  accordance 
with the MCO Manual. 

Services 

MCO Covered Services 

The actual  cost  incurred by an Enrollee  for obtaining an MCO 
Covered Service from another source, as authorized by LDH, due 
to failure of the Contractor to provide the service. 
 
Fifteen  thousand  dollars  ($15,000)  per  Calendar  Day  for  each 
incident of failure to provide an MCO Covered Service and LDH, 
in  its  sole  discretion,  determines  that  such  failure  results  in 
actual  harm  to  an  Enrollee  or  places  the  Enrollee  at  risk  of 
imminent harm. 

Care Management 

Pre‐Admission Screening and 
Resident Review (PASRR) 

Five thousand dollars ($5,000) per month that less than ninety‐
five percent (95%) of PASRR Level II evaluations were submitted 
to OBH within four (4) Business Days of the receipt of referral. 
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Failed Deliverable or Deficiency  Penalty 

Continuity of Care / Utilization Management 

Appropriate Care Alternatives  
for Residential Treatment 

One thousand dollars ($1,000) for each denial of continuation of 
residential  treatment  for  failure  to  meet  medical  necessity, 
when the Contractor did not provide the service at a lower level 
of care. 

Appropriate Care Alternatives  
for Inpatient Hospital Service 

One thousand dollars ($1,000) for each denial of continuation of 
higher‐level services for failure to meet medical necessity, when 
the Contractor did not  provide  the  service  at  a  lower  level  of 
care. 

Preferred Drug List (PDL) 

One hundred thousand dollars ($100,000) per quarter in which 
the overall PDL compliance rate is less than ninety‐two (92%) as 
described in the MCO Manual. 

One hundred thousand dollars ($100,000) per quarter in which 
the brand‐over‐generic PDL compliance rate is less than ninety‐
two percent (92%) as described in the MCO Manual. 

Pharmacy Prior Authorization 
and Step Therapy 

Ten thousand dollars  ($10,000) per Calendar Day  in which  the 
application of Prior Authorization or step therapy criteria is more 
restrictive than FFS.  

Crisis Response Services Prior 

Authorization 

Five thousand dollars ($5,000.00) per calendar month in which 
the Contractor does not make at least ninety‐five percent (95%) 
of  the  determinations  for  behavioral  health  crisis  response 
services that require prior authorization within one (1) Calendar 
Day after obtaining appropriate documentation. 

Provider Network, Support, and Reimbursement 



Attachment G, Table of Monetary Penalties 
Effective 1/1/2023     Page 4 

Failed Deliverable or Deficiency  Penalty 

Provider Network and 
Reimbursement 
 

Ten thousand dollars ($10,000) per incident for failure: 
 To  comply with  Provider  Network  standards  for  ratio, 

distance, or timeliness of care; 
 To offer a Provider Agreement with mandatory contract 

provider  types  or  to  make  three  (3)  documented 
attempts to contract with the provider; or 

 To  pay  for  medically  necessary  services  to  an  out‐of‐
network provider.  
 

One  thousand  dollars  ($1,000)  per  Calendar  Day  for  each 
Provider  reimbursement  rate  that  is  not  updated  within  the 
three  (3)  Calendar  Day  timeframe  for  National  Average  Drug 
Acquisition Cost (NADAC) rates. 

Provider Directory 

Fifty  thousand  dollars  ($50,000)  per  audit  conducted  by  LDH 
wherein the Contractor’s Provider Directory is found to have not 
maintained  an  accuracy  rate  of  at  least  seventy‐five  percent 
(75%)  per  audit  period  or  does  not  demonstrate  a  minimum 
accuracy rate of fifty percent (50%) in conjunction with a two (2) 
percentage point improvement from the prior audit period.   
 
One  thousand dollars  ($1,000) per Calendar Day  for  failure  to 
correct  inaccurate  Provider  Directory  data  within  twenty‐one 
(21) Calendar Days of notification by LDH. 

Provider Relations 

Fifteen thousand dollars ($15,000) per Calendar Day for failure 
to handle emergency provider issues twenty‐four (24) hours per 
day seven (7) days per week. 
 
Fifteen thousand dollars ($15,000) per Calendar Day for failure 
to provide provider  relations staff  to handle non‐routine Prior 
Authorization requests twenty‐four (24) hours per day seven (7) 
days per week.   
 
Fifteen thousand dollars ($15,000) per Calendar Day for failure 
to  furnish  provider  services  functions  from  7  a.m.  to  7  p.m. 
Central Time, Monday through Friday to address non‐emergency 
issues encountered by providers. 
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Failed Deliverable or Deficiency  Penalty 

Provider Toll‐Free Telephone Line 

Twenty thousand dollars ($20,000) per Calendar Day for failure 
to operate a toll‐free hotline that providers can access twenty‐
four (24) hours a day, seven (7) days a week. 
 
Five  thousand  dollars  ($5,000)  per  percentage  point  for  each 
standard that fails to meet the requirements for any applicable 
reporting period. 
 
Five thousand dollars ($5,000) for each thirty (30) second time 
increment, or portion thereof, by which the Contractor’s daily 
average hold time exceeds the maximum acceptable hold time. 

Payment for Hospital Services – 
Interim Payments 

Five thousand dollars ($5,000) per Calendar Day per instance for  
failure to pay an interim directed payment in full to a qualified 
hospital  in  accordance  with  the  quarterly  interim  directed 
payment report within ten (10) Business Days of receipt of the 
report from LDH. 

Payment for Hospital Services – 
Reconciliation  

Five thousand dollars ($5,000) per Calendar Day per instance for 
failure  to  perform  the  directed  payment  reconciliation  in 
accordance  with  the  instructions  provided  by  LDH  within  the 
specified time period. 

Enrollee Services, Marketing, Grievances 

Member ID Card 

Five  hundred  dollars  ($500)  per  incident  of  a  justice‐involved 
pre‐release Enrollee’s MCO Member ID card not arriving at the 
DOC facility specified on the lock‐in file or supplied by LDH, or 
DOC headquarters in absence of a location code, within fifteen 
(15)  Calendar  Days  from  receipt  of  the  file  from  LDH  or  the 
Enrollment Broker identifying the new Enrollee. 

Enrollee Call Center 

Twenty thousand dollars ($20,000) per Calendar Day for failure 
to operate a toll‐free hotline that Enrollees can access twenty‐
four (24) hours a day, seven (7) days a week. 
 
Five thousand dollars ($5,000) for each thirty (30) second time 
increment, or portion thereof, by which the daily average hold 
time exceeds the maximum acceptable hold time. 
 
Five  thousand  dollars  ($5,000)  for  each  percentage  point  for 
each  standard  that  fails  to  meet  the  requirements  for  any 
applicable reporting period. 
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Failed Deliverable or Deficiency  Penalty 

Marketing/Steerage 

Ten  thousand  dollars  ($10,000)  per  marketing  and  education 
violation/incident outlined in the Contract. 
 
Amount of Capitation Payment attributed to Enrollees enrolled 
as  a  result  of  non‐compliant  marketing  practices  shall  be 
deducted from the next monthly Capitation Payment. 
 
Five  thousand  dollars  ($5,000)  per  Potential  Enrollee  that  the 
Contractor  or  its  Subcontractors  steered  to  enroll  with  the 
Contractor. 

Enrollee Grievances, Appeals, and 
State Fair Hearings 

Twenty‐five thousand dollars ($25,000): 
 Per occurrence that the Contractor created a barrier to 

timely due process as determined by LDH; 
 Per occurrence over ten percent (10%) within a Calendar 

Year that Enrollee appeals were reversed or otherwise 
resolved  in  favor of  the Enrollee  following a State Fair 
Hearing; or 

 Per occurrence that the Contractor failed to provide the 
medical  services  or  requirements  set  forth  in  a  final 
outcome of  the administrative decision by  LDH or  the 
appeals decision of the State Fair Hearing. 

24‐Hour Behavioral Health Crisis 
line 
 

Twenty  thousand  dollars  ($20,000.00)  per  Calendar  Day  for 
failure  to operate a behavioral health crisis  line  that Enrollees 
can access twenty‐four (24) hours a day, seven (7) days a week. 

Five  thousand  dollars  ($5,000.00)  for  each  thirty  (30)‐second 
time increment, or portion thereof, by which the average hold 
time exceeds the maximum acceptable hold time. 

Five thousand dollars ($5,000.00) for each percentage point for 
each  standard  that  fails  to  meet  the  requirements  for  any 
applicable reporting period. 

Quality Management and Quality Improvement 

Quality Assessment and 
Performance Improvement Plan 
and Related Reports 

Two thousand dollars ($2,000) per deliverable for each Calendar 
Day the QAPI plan, performance measure, and/or performance 
improvement project reports are late, inaccurate, or incomplete 
as outlined in this Contract and the MCO Manual. 

Claims Management 
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Failed Deliverable or Deficiency  Penalty 

Prompt Pay 

Five thousand dollars ($5,000) for the first month that the claims 
performance  percentages  by  claim  type  fall  below  the 
performance standard. 

Twenty‐five  thousand  dollars  ($25,000)  for  each  additional 
month that the claims performance percentages by claim type 
fall below the performance standards. 

One thousand dollars ($1,000) per claim if the Contractor fails to 
timely pay interest. 

Claims Processing  
One thousand dollars  ($1,000) per claim that  is not processed 
appropriately and results in an overpayment by the Contractor 
that is the subject of a Program Integrity audit finding.   

Drug Utilization Review (DUR) 
Program 

Two hundred fifty dollars ($250) per claim upon identification of 
DUR  initiatives  not  or  incorrectly  implemented,  plus  five 
thousand  dollars  ($5,000)  per  day  until  programming  is 
corrected and implemented. 

Inappropriate Payment Denials, 
Delays, or Recoupments 

The value of claims inappropriately denied, delayed, or recouped 
multiplied by a factor of 1.5. 

Encounter Data 

Ten  thousand  dollars  ($10,000)  per  Calendar  Day  that  the 
monthly encounter data has not been received in the format and 
per the specifications outlined in the Contract and MCO System 
Companion Guide. 
 
Twenty‐five thousand dollars ($25,000) per occurrence in each 
bimonthly  reconciliation  in  which  LDH  or  its  designee 
determines that the Contractor or its subcontracted vendor(s), 
individually or in aggregate, failed to submit complete encounter 
data within a one percent (1%) error threshold plus an additional 
ten  thousand dollars  ($10,000)  for each additional percentage 
point or fraction thereof. 
 
Five  thousand  dollars  ($5,000)  for  the  first  month  for  failure 
meet  the  encounter  processing  performance  standards  for 
reported  repairable  errors.  For  each  additional  month,  the 
penalty increases to twenty‐five thousand dollars ($25,000) per 
month. 
 
Note: At the discretion of LDH, the penalties specified above may 
not  apply  for  encounter  data  for  the  first  month  after  the 
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Failed Deliverable or Deficiency  Penalty 

Operational  Start  Date,  new  required  services  are  added,  or 
major  system  changes  are  implemented  to  permit  time  for 
development  and  implementation  of  a  system  for  exchanging 
data and training of staff and Health Care Providers. 

Claims Summary Report   One thousand dollars ($1,000) per Calendar Day that the claims 
summary report is late, inaccurate, or incomplete. 

Pharmacy Encounter Data 

Ten  thousand  dollars  ($10,000)  per  Calendar  Day  that  the 
pharmacy encounter claims file and/or the disputed encounter 
response file have not been submitted to LDH in the format and 
per the specifications outlined in the Contract and MCO Manual. 
 
In addition to the above, a quarterly offset equal to the value of 
the  rebate  assessed  on  the  disputed  encounters  may  be 
deducted from the Contractor’s Capitation Payment. 

Systems and Technical Requirements 

Provider Registry and PCP 
Linkages 
 

Two thousand dollars ($2,000): 
 Per Calendar Day that  the Contractor  fails  to submit a 

complete electronic weekly Provider Registry file in the 
format described in the MCO System Companion Guide; 

 Per submission of the electronic Provider Registry file in 
which one or more non‐contracted or non‐credentialed 
providers remain listed as contracted; and 

 Per Calendar Day that  the Contractor  fails  to submit a 
complete  electronic  weekly  Primary  Care  Provider 
linkage file as described in the MCO System Companion 
Guide. 

Information Systems Availability 

Fifteen  thousand  dollars  ($15,000)  per  Calendar Day  per  core 
eligibility/enrollment and  claims processing  system  that  is  not 
restored within seventy‐two (72) hours of declared major failure 
or disaster. 
 
One  thousand  dollars  ($1,000)  per  hour  for  failure  to  restore 
system functions within the Contractor’s span of control beyond 
the time limits provided in the Contract. 

Medical Loss Ratio 

Medical Loss Ratio 
Twenty‐five  thousand  dollars  ($25,000)  per  finding  that  is 
identified  by  LDH  or  its  designee  in  two  (2)  consecutive 
examinations of the Contractor’s Medical Loss Ratio report. 
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Failed Deliverable or Deficiency  Penalty 

Third Party Liability 

Third Party Liability 
 

Penalties equal to the amount that could have been recovered 
for failure to demonstrate that reasonable effort has been made 
to seek, collect and/or report TPL and recoveries. 
 
Penalties  no  less  than  three  (3)  times  the  amount  that  could 
have  been  cost  avoided  for  failure  to  actively  engage  in  cost 
avoidance activities. 
 
Penalties equal to the amount that could have been recovered 
for  failure  to  actively  seek  reimbursement  in  accident/trauma 
related cases when claims for an Enrollees in the aggregate equal 
or exceed five hundred dollars ($500). 

Turnover Requirements 

Turnover Plan 
Ten thousand dollars ($10,000) per Calendar Day the Turnover 
Plan is late, inaccurate, or incomplete. 

Other Terms and Conditions 

Continuity of Operations Plan 

Ten thousand dollars ($10,000) per Calendar Day the Continuity 
of Operations Plan is late, inaccurate, or incomplete, up to one 
hundred thousand dollars ($100,000). 
 
An  additional  two  hundred  thousand  dollars  ($200,000)  for 
failure to submit a complete and accurate update of the plan at 
least thirty (30) days prior to the start of the Atlantic hurricane 
season, which begins June 1st, or a certification that the plan has 
not changed since the last LDH approval of the plan. 

Homeland Security 
Considerations 

Fifty  thousand  dollars  ($50,000)  per  occurrence  that  the 
Contractor has hired an individual without a work visa, approved 
by the U.S. Department of Homeland Security, to perform any 
services under this Contract. 

 



 

Attachment H, Quality Performance Measures 
Effective 1/1/2023  
$$: Incentive measure     Page 1 

 
 

Medicaid Managed Care Organization Contract 
Attachment C: Quality Performance Measures (Effective Measurement Year 2022) 

 
Aims  Goals  Objectives  $$  Measures  Measure Description  Steward 

Better Care. 
Make health 
care more 
person‐
centered, 

coordinated, 
and accessible 

so that 
enrollees get 
the right care 
at the right 
time in the 
right place. 

 
 
 
 
 
 
 
 

Ensure 
access to 

care to meet 
enrollee 
needs 

Ensure timely and 
approximate access 

to primary and 
specialty care 

1. Child and Adolescent Well‐Care Visits  The  percentage  of  members  3–21  years  of  age  who  had  at  least  one 
comprehensive well‐care visit with a PCP or an OB/GYN practitioner during the 
measurement year. 

NCQA 

2. Well‐Child Visits in the First 30 Months of Life  The percentage of members who had the following number of well‐child visits 
with a PCP during the last 15 months. The following rates are reported: 
1. Well‐Child Visits in the First 15 Months. Children who turned 15 months old 

during the measurement year: Six or more well‐child visits. 
2. Well‐Child Visits  for Age 15 Months–30 Months. Children who turned 30 

months old during the measurement year: Two or more well‐child visits. 
3. Adult Access to Preventive/Ambulatory Services  The percentage of members age 20 years and older who had an ambulatory or 

preventive care visit during the measurement year.  Three age stratifications 
and a total rate are reported: 
 20‐44 years 
 45‐64 years 
 65 years and older 
 Total 

Improve 
coordination 

and 
transitions of 

care 
 
 
 
 
 

Ensure appropriate 
follow‐up after 
emergency 

department visits 
and hospitalizations 
through effective 
care coordination 

and case 
management 

 

4. Ambulatory Care  This  measure  summarizes  utilization  of  ambulatory  care  in  the  following 
categories:  

 Outpatient Visits Including Telehealth.  
 ED Visits 

Note: A lower rate indicates better performance for ED visits..   
NCQA $$  5. Follow‐Up After Hospitalization for Mental Illness   The percentage of discharges for members 6 years of age and older who were 

hospitalized for treatment of selected mental illness or intentional self‐harm 
diagnoses and who had a follow‐up visit with a mental health practitioner. Two 
rates are reported: 
 $$: The percentage of discharges for which the member received follow‐

up within 30 days after discharge. 
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 The percentage of discharges for which the member received follow‐up 
within 7 days after discharge. 

$$ 6. Follow‐Up After Emergency Department Visit for Mental 
Illness 

The percentage of emergency department (ED) visits for members 6 years of 
age and older with a diagnosis of mental illness or intentional self‐harm, who 
had a follow‐up visit for mental illness. Two rates are reported: 
 $$: The percentage of ED visits for which the member received follow‐up 

within 30 days of the ED visit (31 total days). 
 The  percentage  of  ED  visits  for  which  the member  received  follow‐up 

within 7 days of the ED visit (8 total days). 

$$ 7. Follow‐Up  After  Emergency  Department  Visit  for 
Substance Use 

The percentage of emergency department (ED) visits for members 13 years of 
age and older with a principal diagnosis of substance use disorder (SUD), or 
any diagnosis of drug overdose, for which there was a follow up. Two rates are 
reported: 
 $$: The percentage of ED visits for which the member received follow‐up 

within 30 days of the ED visit (31 total days). 
 The  percentage  of  ED  visits  for  which  the member  received  follow‐up 

within 7 days of the ED visit (8 total days). 
8. Plan All‐Cause Readmissions   For members 18 ‐64 years of age, the risk‐adjusted rate of acute inpatient stays 

during  the  measurement  year  that  were  followed  by  an  unplanned  acute 
readmission for any diagnosis within 30 days. 

 
Facilitate 
patient‐
centered, 
whole 

person care 

Engage and partner 
with enrollees to 
improve enrollee 
experience and 

outcomes 

9. Consumer  Assessment  of  Healthcare  Providers  and 
Systems  (CAHPS®)  Health  Plan  Survey  5.1H  –  Child 
Version (Medicaid) 

This measure provides  information on parents’ experience with their child’s 
Medicaid organization. 

NCQA 10. Consumer  Assessment  of  Healthcare  Providers  and 
Systems (CAHPS®) Health Plan Survey 5.1H, Adult Version 
(Medicaid) 

This measure provides information on the experiences of Medicaid members 
with  the  organization  and  gives  a  general  indication  of  how  well  the 
organization meets members’ expectations. 

Integrate behavioral 
and physical health 

11. Depression Screening and Follow‐Up for Adolescents and 
Adults 
 
(Note: This is a pilot measure and LDH will work with the 
MCO  on  strategies  to  collect  this  information.  This 
measure is not required for reporting). 

The percentage of members 12 years of age and older who were screened for 
clinical depression using a standardized instrument and, if screened positive, 
received follow‐up care.  

 Depression  Screening.  The  percentage  of  members  who  were 
screened for clinical depression using a standardized instrument. 
 

NCQA 
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 Follow‐Up  on  Positive  Screen.  The  percentage  of  members  who 

received  follow‐up  care  within  30  days  of  screening  positive  for 
depression. 

12. Diabetes  Screening  for  People  with  Schizophrenia  or 
Bipolar  Disorder  Who  Are  Using  Antipsychotic 
Medications 

The  percentage  of  members  18–64  years  of  age  with  schizophrenia, 
schizoaffective  disorder  or  bipolar  disorder,  who  were  dispensed  an 
antipsychotic  medication  and  had  a  diabetes  screening  test  during  the 
measurement year. 

13. Diabetes  Monitoring  for  People  with  Diabetes  and 
Schizophrenia 

The  percentage  of  members  18–64  years  of  age  with  schizophrenia  or 
schizoaffective  disorder  and  diabetes  who  had  both  an  LDL‐C  test  and  an 
HbA1c test during the measurement year. 

14. Cardiovascular Monitoring for People with Cardiovascular 
Disease and Schizophrenia 

The  percentage  of  members  18–64  years  of  age  with  schizophrenia  or 
schizoaffective  disorder  and  cardiovascular  disease, who  had  an  LDL‐C  test 
during the measurement year. 

15. Metabolic  Monitoring  for  Children  and  Adolescents  on 
Antipsychotics 

The  percentage  of  children  and  adolescents  with  ongoing  antipsychotic 
medication use who had metabolic testing during the year 

Healthier 
People, 
Healthier 

Communities. 
Improve the 
health of 
enrollees 
through 
evidence‐
based 

prevention 
and treatment 
interventions 
that address 
physical and 
behavioral 

health needs. 

Promote 
wellness and 
prevention 

Improve overall 
health 

16. Self‐Reported Overall Health (Adult and Child) 
 
Note: This measure is from the CAHPS survey. Reporting 
will be dependent on availability and validity of data.  

The percentage of members reporting overall excellent or very good health. 

AHRQ 
17. Self‐Reported Overall Mental or Emotional Health (Adult 

and Child) 
 
Note: This measure is from the CAHPS survey. Reporting 
will be dependent on availability and validity of data. 

The percentage of members reporting overall excellent or very good mental 
or emotional health. 

Ensure maternal 
safety and 

appropriate care 
during childbirth 
and postpartum 

18. Prenatal  and  Postpartum  Care:  Timeliness  of  Prenatal 
Care  

The percentage of deliveries of live births on or between October 8 of the year 
prior to the measurement year and October 7 of the measurement year that 
received a prenatal care visit in the first trimester, on or before the enrollment 
start date or within 42 days of enrollment in the organization. 

NCQA 

$$ 19. Cesarean Rate for Low‐Risk First Birth Women  $$:  The  percentage  of  cesareans  in  live  births  at  or  beyond  37.0  weeks 
gestation to women that are having their first delivery and are singleton (no 
twins  or  beyond)  and  are  vertex  presentation  (no  breech  or  transverse 
positions). 
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Aims  Goals  Objectives  $$  Measures  Measure Description  Steward 
Note: A lower rate indicates better performance. 

20. Prenatal and Postpartum Care: Postpartum Care   The percentage of deliveries of live births on or between October 8 of the year 
prior to the measurement year and October 7 of the measurement year that 
had a postpartum visit on or between 7 and 84 days after delivery. 

NCQA 

Prevent prematurity 
and reduce infant 

mortality 

21. Initiation  of  Injectable  Progesterone  for  Preterm  Birth 
Prevention 

The  percentage  of women  15‐45  years  of  age with  evidence  of  a  previous 
preterm  singleton  birth  event  (24‐36  weeks  completed  gestation)  who 
received  one  or more  progesterone  injections  between  the  16th  and  24th 
week of gestation for deliveries during the measurement year. 

State 

22. Percentage of Low Birthweight Births  Percentage  of  live  births  that  weighted  less  than  2,500  grams  in  the  state 
during the reporting period.  AHRQ 

Promote healthy 
development and 
wellness in children 
and adolescents 

  23. Developmental Screening in the First Three Years of Life  The  percentage  of  children  screened  for  risk  of  developmental,  behavioral, 
and  social  delays  using  a  standardized  screening  tool  in  the  12  months 
preceding or on their first, second, or third birthday. 

CMS 

24. Lead Screening in Children  The percentage of children 2 years of age who had one or more capillary or 
venous lead blood test for lead poisoning by their second birthday.  NCQA 

Improve 
immunization rates 

$$ 25. Childhood Immunization Status  The percentage of children 2 years of age who had four diphtheria, tetanus 
and  acellular  pertussis  (DTaP);  three  polio  (IPV);  one measles, mumps  and 
rubella  (MMR);  three haemophilus  influenza  type B  (HiB);  three hepatitis B 
(HepB),  one  chicken  pox  (VZV);  four  pneumococcal  conjugate  (PCV);  one 
hepatitis A (HepA); two or three rotavirus (RV); and two influenza (flu) vaccines 
by their second birthday. The measure calculates a rate for each vaccine and 
nine separate combination rates. ($$: Combo 3)  NCQA 

$$ 26. Immunizations for Adolescents  Percentage of adolescents that turned 13 years old during the measurement 
year  and  had  specific  vaccines  by  their  13th  birthday.  Report  all  individual 
vaccine numerators and combinations. ($$: Combo 2) 

27. Flu Vaccinations for Adults Ages 18 to 64  The percentage of adults 18 years of age and older who self‐report receiving 
an influenza vaccine within the measurement period. 

Prevent obesity and 
address physical 

activity and 
nutrition in children 

and adults 

28. Weight  Assessment  and  Counseling  for  Nutrition  and 
Physical  Activity  for  Children/Adolescents  –  Body Mass 
Index Assessment for Children/Adolescents 

The percentage of members 3–17 years of age who had an outpatient visit 
with  a  PCP  or  OB/GYN  and who  had  evidence  of  the  following  during  the 
measurement year. 
 BMI percentile documentation  
 Counseling for nutrition  
 Counseling for physical activity 

NCQA 
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Promote 
reproductive health 

29. Contraceptive Care – All Women Ages 15 ‐ 20  The percentage of women ages 15‐20 who are at risk of unintended pregnancy 
and were provided a most or moderately effective method of contraception 
or were provided a LARC. Two rates are reported. 

OPA 

30. Contraceptive Care – Postpartum Women Ages 15‐20  The percentage of women ages 15‐20 who had a live birth and were provided 
a most or moderately effective method of contraception within 3 and 60 days 
of delivery or were provided a LARC within 3 and 60 days of delivery. Four rates 
are reported. 

31. Contraceptive Care – All Women Ages 21–44  The percentage of women ages 21‐44 who are at risk of unintended pregnancy 
and were provided a most or moderately effective method of contraception 
or were provided a LARC. Two rates are reported. 

32. Contraceptive Care – Postpartum Women Ages 21–44  The percentage of women ages 21‐44 who had a live birth and were provided 
a most or moderately effective method of contraception within 3 and 60 days 
of delivery or were provided a LARC within 3 and 60 days of delivery. Four rates 
are reported. 

33. Chlamydia Screening in Women  The percentage of women 16–24 years of age who were identified as sexually 
active and who had at least one test for Chlamydia during the measurement 
year. 

NCQA 

Improve cancer 
screening 

$$ 34. Cervical Cancer Screening  $$: Percentage of women 21–64 years of age who were screened for cervical 
cancer: 
 Women 21‐64 who had cervical cytology performed every 3 years. 
 Women  30‐64  who  had  cervical  cytology/HPV  co‐testing  performed 

every 5 years.  NCQA 
  35. Breast Cancer Screening   Percentage of women 50‐74 years of age who had a mammogram to screen 

for breast cancer. 
$$ 36. Colorectal Cancer Screening  $$:  The  percentage  of  members  50‐75  years  of  age  who  had  appropriate 

screening for colorectal cancer. 
Improve hepatitis C 

virus infection 
screening 

  37. Hepatitis C Virus Screening  Percentage of eligible individuals screened for hepatitis C virus infection. 
State 

Promote use of 
evidence‐based 
tobacco cessation 

treatments 

38. Medical  Assistance  With  Smoking  and  Tobacco  Use 
Cessation 

Assesses  different  facets  of  providing medical  assistance with  smoking  and 
tobacco use cessation. 
MCOs will  report three components (questions): 
 Advising Smokers and Tobacco Users to Quit 
 Discussing Cessation Medications 
 Discussing Cessation Strategies 

NCQA 
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Improve 
chronic 
disease 

management 
and control 

Improve 
hypertension, 
diabetes, and 
cardiovascular 

disease 
management and 

control 

$$ 39. Controlling High Blood Pressure   $$: The percentage of members 18‐85 years of age who had a diagnosis of 
hypertension (HTN) and whose blood pressure (BP) was adequately controlled 
(<140/90 mm Hg) during the measurement year. 

NCQA 

40. Diabetes Short‐Term Complications Admission Rate  
 
 

Number  of  discharges  for  diabetes  short  term  complications  per  100,000 
member months per Medicaid enrollees age 18 and older. 
Note: A lower rate indicates better performance. 

AHRQ 

41. Statin Therapy for Patients with Cardiovascular Disease   The percentage of males 21‐75 years of age and females 40‐75 years of age 
during  the  measurement  year,  who  were  identified  as  having  clinical 
atherosclerotic  cardiovascular  disease  (ASCVD)  and  who  received  statin 
therapy  (were  dispensed  at  least  one  high  or  moderate‐intensity  statin 
medication during the measurement year.) 

 The percentage of males 21‐75 years of age and females 40‐75 years of age 
during  the  measurement  year,  who  were  identified  as  having  clinical 
atherosclerotic  cardiovascular  disease  (ASCVD)  and  who  had  statin 
adherence of at least 80% (who remained on a high or moderate‐intensity 
statin medication for at least 80% of the treatment period.) 

NCQA 

42. Heart Failure Admission Rate  Percent  of  population  with  an  admissions  for  heart  failure  (reported  by 
Recipient  Parish).  The  number  of  discharges  for  heart  failure  per  100,000 
member  months  for  Medicaid  enrollees  age  18  and  older  (reported  by 
Recipient Parish). 

AHRQ 

$$ 43. Hemoglobin A1c Control for Patients With Diabetes  The percentage of members 18–75 years of age with diabetes (types 1 and 2) 
whose  hemoglobin  A1c  (HbA1c)  was  at  the  following  levels  during  the 
measurement year:  

 HbA1c control (<8.0%). 
 $$  HbA1c poor control (>9.0%) 
 

Note: A  lower rate  indicates better performance for HbA1c poor contol  (i.e., 
low rates of poor control indicate better care). 

NCQA 

  44. Blood Pressure Control for Patients With Diabetes  The percentage of members 18–75 years of age with diabetes (types 1 and 2) 
whose  blood  pressure  (BP)  was  adequately  controlled  (<140/90  mm  Hg) 
during the measurement year 

NCQA 

  45. Eye Exam for Patients With Diabetes  The percentage of members 18–75 years of age with diabetes (types 1 and 2) 
who had a retinal eye exam 

NCQA 
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Improve respiratory 
disease 

management and 
control 

46. Asthma in Younger Adults Admission Rate   Admissions for a principal diagnosis of asthma per 100,000 population, ages 
18  to  39  years.  Excludes  admissions with  an  indication  of  cystic  fibrosis  or 
anomalies of the respiratory system, obstetric admissions, and transfers from 
other  institutions.    Number  of  discharges  for  asthma  per  100,000 member 
months for Medicaid enrollees ages 18 to 39. 
Note: A lower rate indicates better performance.  AHRQ 

47. Chronic  Obstructive  Pulmonary  Disease  or  Asthma  in 
Older Adults Admission Rate 

This  measure  is  used  to  assess  the  number  of  admissions  for  chronic 
obstructive pulmonary disease (COPD) per 100,000 population. The number of 
discharges for chronic obstructive pulmonary disease (COPD) or asthma per 
100,000 member months for Medicaid enrollees age 40 and older. 
Note: A lower rate indicates better performance. 

Improve HIV control  $$ 48. HIV Viral Load Suppression  $$: Percentage of patients, regardless of age, with a diagnosis of HIV with a 
HIV viral load less than 200.  HRSA 

Improve quality of 
mental health and 
substance use 
disorder care 

  49. Pharmacotherapy for Opioid Use Disorder  The percentage of new opioid use disorder (OUD) 
pharmacotherapy episodes that resulted  in 180 or more covered treatment 
days among members 16 years 
of age and older with a diagnosis of OUD 

NCQA 
 
 

  50. Initiation  and  Engagement  of  Substance  Use  Disorder 
Treatment 

The  percentage  of  adolescent  and  adult  members  with  a  new  episode  of 
alcohol or other drug (AOD) abuse or dependence who received the following. 
 Initiation  of  AOD  Treatment.  The  percentage  of members who  initiate 

treatment through an inpatient AOD admission, outpatient visit, intensive 
outpatient encounter or partial hospitalization, telehealth or medication 
treatment within 14 days of the diagnosis. 

 Engagement  of  AOD  Treatment.  The  percentage  of  members  who 
initiated treatment and who had two or more additional AOD services or 
medication treatment within 34 days of the initiation visit. 

51. Use  of  First‐Line  Psychosocial  Care  for  Children  and 
Adolescents on Antipsychotics 

The percentage of children and adolescents 1–17 years of age who had a new 
prescription  for  an  antipsychotic  medication  and  had  documentation  of 
psychosocial care as first‐line treatment. 

52. Adherence  to  Antipsychotic Medications  for  Individuals 
with Schizophrenia  

The  percentage  of  members  18  years  of  age  and  older  during  the 
measurement year with schizophrenia or schizoaffective disorder who were 
dispensed and remained on an antipsychotic medication for at  least 80% of 
their treatment period. 

53. Follow‐Up  Care  for  Children  Prescribed  Attention‐
Deficit/Hyperactivity Disorder Medication 

The  percentage  of  children  newly  prescribed  attention‐deficit/hyperactivity 
disorder (ADHD) medication who had at least three follow‐up care visits within 
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Aims  Goals  Objectives  $$  Measures  Measure Description  Steward 
a 10‐month period, one of which was within 30 days of when the first ADHD 
medication was dispensed. Two rates are reported. 
 Initiation Phase. The percentage of members 6–12 years of age as of the 

IPSD with  an  ambulatory  prescription  dispensed  for  ADHD medication, 
who had one follow‐up visit with practitioner with prescribing authority 
during the 30‐day Initiation Phase. 

 Continuation and Maintenance (C&M) Phase. The percentage of members 
6–12  years  of  age  as  of  the  IPSD  with  an  ambulatory  prescription 
dispensed for ADHD medication, who remained on the medication for at 
least 210 days and who, in addition to the visit in the Initiation Phase, had 
at least two follow‐up visits with a practitioner within 270 days (9 months) 
after the Initiation Phase ended. 

54. Antidepressant Medication Management  The  percentage  of members  18  years  of  age  and  older with  a  diagnosis  of 
major  depression  and were  newly  treated with  antidepressant medication, 
and who remained on an antidepressant medication treatment. Two rates are 
reported. 

Improve 
population 
health and 
address 
health 

disparities 

Stratify key quality 
measures by 

race/ethnicity and 
rural/urban status 
and narrow health 

disparities 

55. Measures for stratified data: 
a. Pregnancy:  Percentage  of  Low  Birthweight  Births, 

Contraceptive Care – Postpartum Women Ages 21–
44 

b. Child: Well Child Visits in the First 30 Months of Life, 
Childhood  Immunizations  (Combo  3), 
Immunizations for Adolescents (Combo 2) 

c. Adult:  Colorectal  Cancer  Screening, HIV Viral  Load 
Suppression, Cervical Cancer Screening 

d. Behavioral  Health:  Follow‐Up  After  Emergency 
Department Visit for Mental Illness (within 30 days), 
Follow‐Up  After  Emergency  Department  Visit  for 
Substance  Use  (within  30  days),  Follow‐Up  After 
Hospitalization for Mental Illness (within 30 days) 

*Refer to individual measures

Various 

Smarter 
Spending. 

Reduce low value 
care 

56. Appropriate  Treatment  for  Children  With  Upper 
Respiratory Infection 

The  percentage  of  children  3  months–18  years  of  age  who  were  given  a 
diagnosis  of  upper  respiratory  infection  (URI)  and  were  not  dispensed  an 
antibiotic prescription. 

NCQA 
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Aims  Goals  Objectives  $$  Measures  Measure Description  Steward 

Advance high‐
value, efficient 

care.  Minimize 
wasteful 
spending 

57. Avoidance of Antibiotic Treatment  in Adults With Acute 
Bronchitis 

The  percentage  of  adults  18–64  years  of  age  with  a  diagnosis  of  acute 
bronchitis who were not dispensed an antibiotic prescription. 

58. Use of Imaging Studies for Low Back Pain  The percentage of members with a primary diagnosis of low back pain who did 
not have an  imaging study (plain X‐ray, MRI, CT scan) within 28 days of the 
diagnosis. 

59. Non‐recommended  Cervical  Cancer  Screening  in 
Adolescent Females 

 

The percentage of adolescent females 16–20 years of age who were screened 
unnecessarily for cervical cancer. 
Note: A lower rate indicates better performance. 
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Medicaid Managed Care Organization Contract 
Attachment G: OIG Addendum 

Additional Requirements for OIG Compliance 

 
The  Louisiana Department of Health  (“LDH”) has  entered  into  a  State Agency Compliance Agreement 
(“Compliance Agreement”) with the Office of Inspector General (“OIG”) of the United States Department 
of Health and Human Services (“HHS”) to promote compliance with the statutes, regulations, and written 
directives of Medicare, Medicaid, and all other Federal health care programs (as defined in 42 U.S.C. § 
1320a‐7b(f))  (Federal  health  care  program  requirements).    The  Compliance  Agreement  includes 
requirements that are applicable to LDH and to certain of its contractors and subcontractors who meet 
the definition of “Covered Person” as provided below, and this Addendum is attached to all LDH contracts 
with such “Covered Person” contractors. 
 
1.  Definitions.  For purposes of this Addendum: 
 

a. “Covered  Person”  shall  include  any  contractor,  subcontractor,  agent,  or  other  person  who 
furnishes patient care items or services or who performs billing or coding functions on behalf of 
LDH, excluding vendors whose sole connection with LDH is selling or otherwise providing medical 
supplies or equipment to LDH.   
 
i. “Individual Covered Person” means a Covered Person who is a natural person and includes 

any  individual  who  is  an  officer,  employee,  member,  or  partner  of  a  Corporate  Covered 
Person, as defined below, and who participates in the performance of any work or services 
under the contract. 
 

ii. “Corporate Covered Person” means any Covered Person  that  is not an  Individual Covered 
Person, including but not limited to a corporation, limited liability company (LLC), partnership, 
or other legal entity. 
 

b. “Ineligible Person” shall include an individual or entity who: 
 

i. is currently excluded from participation in any Federal health care program; or 
 

ii. has been convicted of a criminal offense that falls within the scope of 42 U.S.C. § 1320a‐7(a), 
but has not yet been excluded. 
 

c. “Exclusion List” means the HHS/OIG List of Excluded Individuals/Entities (LEIE) (available through 
the Internet at http://www.oig.hhs.gov). 

 
2.  Training Requirements.    In accordance with the written Training Plan developed by LDH, Covered 
Persons must receive at least annual training regarding LDH’s Compliance Agreement requirements and 
the applicable Federal health care program requirements, including the requirements of the Anti‐Kickback 
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Statute and the Stark Law.  A Corporate Covered Person shall be responsible for ensuring that all Individual 
Covered Persons within its organization receive the required training. 
 
3.  Screening and Disclosure Requirements. 
 

a. Before  LDH  enters  into  a  contract  with  a  prospective  Covered  Person,  it  will  screen  that 
prospective Covered Person against the Exclusion List, and a Corporate Covered Person shall be 
responsible  for  screening  all  Individual  Covered  Persons  within  its  organization  against  the 
Exclusion  List.    Thereafter,  LDH  and  all  current  Corporate  Covered  Persons  shall  continue  to 
perform such screening on a monthly basis. 
 

b. Both during and after the contracting process, all prospective and current Covered Persons shall 
immediately  disclose  in  writing  to  LDH  as  soon  as  they  discover  that  that  they  are,  or  have 
become, an Ineligible Person.  A Corporate Covered Person shall be responsible for facilitating and 
expediting  such  disclosures  to  LDH  with  regard  to  any  Individual  Covered  Person  within  its 
organization who is an Ineligible Person. 

 
4.  Removal Requirements.   

 
a. If  LDH  receives  actual  notice  that  a  Covered  Person  has  become  an  Ineligible  Person,  it  shall 

remove  such  Covered  Person  from  responsibility  for,  or  involvement  with,  LDH’s  business 
operations related to the Federal health care program(s) from which such Covered Person has 
been excluded and shall remove such Covered Person from any position for which the Covered 
Person’s compensation or the items or services furnished, ordered, or prescribed by the Covered 
Person are paid in whole or part, directly or indirectly, by any Federal health care program(s) from 
which the Covered Person has been excluded at least until such time as the Covered Person is 
reinstated into participation in such Federal health care program(s). 

 
b. If LDH receives actual notice that a Covered Person is charged with a criminal offense that falls 

within the scope of 42 U.S.C. §§ 1320a‐7(a), 1320a‐7(b)(1)‐(3), or is proposed for exclusion during 
the Covered Person’s  employment or  contract  term,  LDH  shall  take  all  appropriate  actions  to 
ensure that the responsibilities of that Covered Person have not and shall not adversely affect the 
quality of care rendered to any beneficiary or the accuracy of any claims submitted to any Federal 
health care program. 
 

c. A Corporate Covered Person shall be responsible for facilitating and expediting the removal of any 
Individual Covered Person within its organization who is an Ineligible Person. 
 

5.  Flowdown  of  Requirements.    A  Covered  Person  shall  be  responsible  for  ensuring  that  any 
subcontractor, agent, or other person  to whom  it delegates  the performance of any work or  services 
under the contract shall comply with all requirements contained in this Addendum that are applicable to 
the subcontractor, agent, or other person as a Covered Person. 
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Medicaid Managed Care Organization Contract 
Attachment J: MCO Pharmacy Benefits Manager Requirements 

1. Use of an MCO Pharmacy Benefits Manager (PBM) 

If the LDH‐designated single PBM is not operational by the Operational Start Date, the Contractor, if not a 
New Entrant, shall continue its PBM subcontract from its previous contract with LDH. The Contractor and its 
PBM shall comply with the following requirements: 

1.1. The Contractor shall identify the PBM and the ownership of the PBM. The Contractor shall submit a 
written  description  of  the  assurances  and  procedures  that  shall  be  put  in  place  under  the  PBM 
subcontract,  such as an  independent audit,  to prevent patient  steering,  to ensure no  conflicts of 
interest exist and ensure the confidentiality of proprietary information. The Contractor shall provide 
a  plan  documenting  how  it  will  monitor  such  PBM.  These  assurances  and  procedures  shall  be 
transmitted to LDH for review and approval prior to the Operational Start Date.  

1.2. The Contractor shall submit a plan for oversight of the PBM’s performance. The plan shall be 
subject to LDH approval and comply with this Contract and all LDH requirements. 

1.3. The Contractor’s PBM shall not deny any Louisiana‐licensed pharmacy or Louisiana‐licensed 
pharmacist  the  right  to  be  a  participating  provider  in  the  Contractor  or  PBM  provider 
network  if  the  pharmacy  or  pharmacist  meets  all  requirements  of  participation  in  the 
Louisiana Medicaid program.   

1.4. Any contract for PBM services shall be a direct contract with the Contractor: 

1.4.1. As payment in‐full for the services performed under the contract, the Contractor shall pay 
the  PBM  an  all‐inclusive  administrative  fee,  calculated  by  multiplying  the  number  of 
processed claims by a transaction fee, which shall not exceed $1.25 per pharmacy claim 
processed. 

1.4.2. In accordance with La. R.S. 46:450.7, the contract shall prohibit "spread pricing," defined 
as any amount  charged or  claimed by a PBM to  the Contractor  that  is  in excess of  the 
amount paid to the dispensing pharmacy, including the ingredient cost, provider fee and 
dispensing fee. 

1.4.3. The  PBM  or  other  Subcontractor  shall  provide  the  MCO  pharmacy  staff  real‐time, 
unredacted,  read  access  to  view  the  pharmacy  claims  processing  system  and  prior 
authorization records, at no cost to the Contractor. 
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1.4.4. The PBM shall coordinate with the Contractor the dissemination of materials to enrollees 
and providers such that the Contractor can obtain the appropriate prior approvals from 
LDH, when necessary. 

1.4.5. If the PBM contracts with a subcontractor, the Contractor shall request prior approval of 
the subcontract and any amendment  thereto.   To obtain such approval,  the Contractor 
shall submit a written request and a copy of the proposed subcontract.  The request shall 
also describe how the Contractor and PBM will oversee the subcontractor.  The Contractor 
shall provide LDH with any additional information requested by LDH. LDH shall review and 
approve or deny the subcontractor contract. 

1.4.6. The  PBM  shall  not  make  or  allow  any  direct  or  indirect  reduction  of  payment  to  a 
pharmacist or pharmacy for a drug, device, or service under a reconciliation process to an 
effective  rate  of  reimbursement,  including,  but  not  limited  to,  generic  effective  rates, 
brand  effective  rates,  direct  and  indirect  remuneration  fees,  or  any other  reduction or 
aggregate reduction of payment. 
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Rick Born 

Chief Executive Officer  

Rick Born is an executive with more than 30 years of health care and health 
insurance experience with a proven record of strategic, operational, and financial 
success. As a respected leader of cross‐functional teams, Mr. Born is known for 
developing innovative, sound, and creative business strategies that improve 
outcomes through strong skills in leadership, relationship building, financial 
analysis, value‐based contracting, and process improvement.  

Experience 

Aetna Better Health of Louisiana, Baton Rouge, LA 
2016–present  
Chief Executive Officer 
 
Health Alliance Medical Plans, Inc., Urbana, IL 
2013–2015  
Chief Operating Officer 
 
Women’s Care of Wisconsin, S.C., Appleton, WI 
2007–2013  
Chief Operating Officer 
 
Coventry Health Care, Inc., Richmond, VA 
2006–2007  
Chief Operating Officer 

Education 

 St. Louis University, St. Louis, MO, Master of Business Administration  
 University of Evansville, IN, Bachelor of Science in Business Administration  

Licensures and Certifications 

 Certified Public Accountant (inactive); Member of the American Institute of CPAs  
 Certified Managed Care Executive through America’s Health Insurance Plans 

Board Membership 

 President – Louisiana Managed Medicaid Association  
 Boys and Girls Club of Metro Louisiana, including Board Member of the Year – 2019  
 Louisiana Association of Health Plans, including Medicaid Chair 
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Building a Healthier World through 

Better Health, Better Care, and Lower Costs 
 

 

Roger Gunter 

Interim Chief Operating Officer 

With more than 26 years of managed care experience, Mr. Gunter is a senior 
business executive and transformation expert with strong financial acumen, 
operations proficiency, and deep experience in improving health care 
delivery, driving operational excellence, and positively impacting profit and 
loss statements, medical loss ratio, cash flow, and corporate culture. His 
other attributes include acute knowledge and understanding of health care 
environments; authentic leader who values cross‐functional relationships 
and infrastructure that allow for rapid growth and provide empathetic care 
to the most fragile across Medicaid, Medicare, and commercial markets; 
innovative agent of change, valued for analyzing complex situations and 
developing/delivering strategy and initiatives that lower costs, enhance 
earnings, and improve market share through progressive reimbursement and market access experience; 
visionary offering strong values to advance an organization’s essential mission and business goals 
through use of technology, mentoring, and creative problem‐solving; adept, collaborative communicator 
with all partners, from doctors to attorneys to systems specialists; skilled recruiter, builder, and 
motivator of strong, successful teams that are results‐driven. 

Experience 
Aetna Better Health of Louisiana, Kenner, LA 
August 2021–present 
Interim Chief Operating Officer 
 

Aetna Better Health of Virginia  
2014–present 
Chief Executive Officer, Senior Engagement Manager 
 

Behavioral Healthcare, Inc. (BHI)  
2011–2014 
Chief Executive Officer, Chief Operations Officer 
 

McKesson Health Solutions  
2006–2010 
Senior Director, Care Management and Program Outcomes 
 

Colorado Access  
2005–2006 
Director of Finance and Actuarial Services 
 

Colorado Department of Health Care Policy and Financing  
1994‐2005 
Deputy Director, Medicaid Acute Care Services

Education 

 University of Denver, Denver, CO, Master’s Program, Health Care Systems – Strategic Healthcare 
Management 

 University of Colorado, Boulder, Colorado, Bachelor of Science    
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Madelyn M. Meyn, MD, MBA FAAP 
 

Board Certified Pediatrician, American Board of Pediatrics  
New Orleans, Louisiana  

Cell: (504) 232-4190                                                                                          Email:meynmm@yahoo.com 
Work: (504) 667-4541             Work email: meynm@aetna.com 

Experience 
09/2019-Present Chief Medical Officer. Aetna Better Health of Louisiana.                                                 Kenner, LA 

 Oversees physical and behavioral health quality, population health, and medical management (prior 
authorization, pharmacy, and care management) for 152,000 member Medicaid Manage Care 
Organization. Works closely with health plan executive leadership to help oversee day-to- day operations 
and analysis of medical care cost and utilization data. Works closely with segment level executive 
leadership to implement member-driven, provider focused, cost saving utilization, care management, and 
population-health initiatives with focus on health equity and social determinants of health. Overseas 
rendering of medical management decisions and provides oversight to all clinical grievances, appeals, 
fraud/waste/abuse, and disputes for the plan.  

 Lead complex teams at the local and national level to a successful rebid of the 2021 Healthy Louisiana 
Medicaid Contracts 

 Works with external stakeholders including the Louisiana State Department of Health Medicaid 
leadership to maintain health plan compliance and state directed quality initiatives. Participates in the 
state Medicaid Quality and Pharmacy/DUR committees.  

 Developed and lead Louisiana managed care organizations in a collaborative project with Volunteers of 
America to develop their CHW program with focus on SDOH and Colorectal Cancer Screening. 

 Works with providers to align VBS strategies and contracts to achieve meaningful and attainable goals 
directed at increasing provider reimbursement for quality care and uptake of Covid-19 Vaccine (lead 
Louisiana MCOs with adult vaccine uptake. 

 Developed plan-wide matrixed strategies to increase HEDIS metrics through value-based contracts, in-
lieu of services for behavioral and physical health, member value adds, provider engagement, and 
community outreach. Successful implementation of PYX Health, an app based program focused on social 
isolation and SDOH now being adopted by all 16 health plans of the Aetna Better Health Medicaid 
Segment. Successful in-lieu-of program development for Chiropractic, Doula, and MHIOP services. 

 Developed and instituted strategies to reduce non-emergent emergency room visits by 8% y/y and costs 
savings of $16 million in 2021 including implementation of Eviti for pre-review of oncologic 
authorizations for an 11:1 ROI.  

 Developed a population health program embedded in the quality department that matrixes to provider 
relations, behavioral health, case management, and utilization management and includes community 
health workers, peer supports, a fully integrated system of care, and supports state mandated performance 
improvement projects. Focus on health equity and addressing social determinates of health and collecting 
SDoH data to address root causes for community disease prevalence and to focus pop-health programs, 
provider networks, and relationships with community-based organizations to address disparities. This 
program is aligned with the Louisiana Medicaid Managed Care Quality Strategy and addresses 
populations with asthma, diabetes, hypertension, severe mental illness, and adverse childhood 
experiences. Additional populations and programs created and enhanced include those centered around 
Maternal Health, EPSDT, and federally recognized tribes. Developed strategies using member data to 
increase collaboration with community based partners and strategic CVS Health investments including 
$25million to inner city New Orleans Housing project. 

Clinical business executive leader with a passion for driving positive outcomes in all aspects of the 
quadruple aim of health care. Outstanding spoken and written presentation with clear ability to lead 
complex teams within a matrixed environment. Respected member of the community with focus on 

evidence-based medicine, public health, and health equity. 
 



 

 
 

 Chairs health plan QAPI Committee (Quality Assessment and Performance Improvement Program), 
Provider Advisory Board, Culturally Linguistic Appropriate Committee, Participates in the health plan 
Pharmaceutical and Therapeutics Committee. 

 Co-Chair of Medicaid Product Innovation Committee sub-committee on Provider Experience  
 
04/2019-09/2019 Interim Chief Medical Officer. Aetna Better Health of Louisiana.                                Kenner, LA  
10/2017-Present Medical Director. Aetna Better Health of Louisiana.                                                 Kenner, LA 

 Performed daily review of individual physical health cases from concurrent review, prior authorization, 
and pharmacy using established criteria for a Medicaid managed care plan of 120,000 lives. Decreased 
LTAC utilization, NICU bed days and length of stay, and physical health inpatient utilization year over 
year. 

 Provided medical review and support for case management to ensure optimal care of our members. 
 Initiated care management pilot program to assess optimal outreach efforts to reduce inpatient and 

emergency room utilization. 
 Met with NICU/OBGYN providers to collaborate and assess best practices according to terms of the 

benefit members receive. 
 Partnered with various departments including healthcare equity, quality, appeals and grievances, and 

finance to identify opportunities of improvement and implement policy and procedures while maintaining 
compliance with state regulators. 

 Developed and instituted fully integrated daily rounds with behavioral health, physical health, care 
management, and quality.  

 Developed and instituted new initial and concurrent review documentation and clinical presentations to 
better identify discharge/disposition issues to reduce administrative days.  

 
07/2009-Present Assistant Clinical Professor. Tulane University.                                                 New Orleans, LA 

 Teach community pediatric residents and was preceptor to student nurse practitioners within section of 
Community Pediatrics and Global Health.  

 Assist with creation of goals and objectives for the department and resident education to align with 
ACGME core competencies.  

 
07/2009-10/2016 Staff Pediatrician.  EXCELth, Inc. (FQHC)                                                       New Orleans, LA 

 Opened and built a successful pediatric practice, ages 0-21, which focused on preventative services that 
addressed healthcare inequities by providing complete integrated care that included gynecological care to 
predominately Medicaid recipients and at-risk adolescents. 

 Developed immunization program that obtained the highest vaccination rates of those pediatric practices 
utilizing Vaccine for Children funded vaccines. 

 Worked with local schools and school-based clinics to provide immunizations and gynecological care 
students grades pre-k through college. 

 Consistently obtained excellent performance reviews from clinical staff and patients. 
 
2008 – 2014 Hospital and Clinical Assignments 

2013-2014 Pediatric Hospitalist  
West Jefferson Medical Center.                                                                                     Marrero, LA 

2008-2011 Pediatric Emergency Room Physician. 
  West Jefferson Medical Center Pediatric Emergency Room.                                        Marrero, LA 

2008-2009 Staff Pediatrician.  
Children’s Health Fund Mobile Medical Unit.                                                       New Orleans, LA  

2008-2009 Staff Pediatrician. 
  Lakeside Hospital Neonatal Intensive Unit.                                                            New Orleans, LA 

1998-2001 Histology Assistant. Pathology Department 
The Deaconess Hospital                                                                                   Cincinnati, OH 

1996- 1997 Associate Energy Department   
AIG Trading Corporation                                                                                                          New York, NY 



 

 
 

 Marketer/Trader of Energy Commodities (oil/natural gas) 
 Developed Latin American energy trading portfolio through procurement of new business and 

maintenance of existing clientele that included private and government run businesses. 
1995-1996 Derivative Trader-Technology Department Liaison 
 Fuji Capital Markets Corporation                                                                                              New York, NY 

 
Education 
June 2019          Masters of Business Administration  

Tulane University Freeman School of Business. With honors.                               New Orleans, LA  
May 2005         Doctor of Medicine 

            Wright State University School of Medicine                                                                  Dayton, OH 
June 2000 Certificate of Pre-Medical Studies 

Xavier University                                                                                                       Cincinnati, OH 
May 1995         Bachelor of Arts  
                         International Studies with a double minor in Economics and Latin American Studies               
                         Colby College                                                                                                             Waterville, ME 

 
Post- Graduate Medical Training 
2008-2009 Chief Resident in Pediatrics 

Tulane University School of Medicine                                                                  New Orleans, LA 
2006-2008 Resident in Pediatrics 

Tulane University School of Medicine             New Orleans, LA 
2005-2006 Internship in Pediatrics. 
 Tulane University School of Medicine.                                                                 New Orleans, LA 
 
Licensure and Certifications 
2009-Present   American Board of Pediatrics, Board Certified 
2006-Present Medical License, Louisiana State Medical Board 
2005-Present CDS, Louisiana Board of Pharmacy 
2005-Present DEA License 
 
Professional Memberships/Awards 
2020-2022 Executive Board Member; Medical Affairs and Operations subcommittees                                                  
                        Ronald McDonald House Charities, Gulf Coast                                        New Orleans, LA 
May 2019 Recipient 

Beta Gamma Sigma, International Business Honor Society 
2005- Present Member 

American Academy of Pediatrics, Louisiana Chapter American Academy of Pediatrics 
2014-2016 Loan Repayment Recipient  
                        National Health Service Corp 
 
Awards/Leadership Affiliations 
June 2022  AHIP Executive Leadership Program for Medical Directors 
August 2020  CVS Transitions to Advanced Leadership Program 
May 2019 Beta Gamma Sigma, International Business Honor Society 
2019- 2022  CVS Health Emerging Clinical Leaders  
 
 
 



 

 
 

 
Committees and Activities 
2011-2018 Medical Advisor, Abeona House Child Development Center 
2010-2017  Faculty Advisor, Tulane Resident Advocacy Group, REACH 
  Tulane University Department of Pediatrics.  
2008-2012  American Academy of Pediatrics representative to America’s Promise 
2008-2009    Chief Resident Council. Ochsner Health Systems.  
2008-2009    Resident Advisory Board. Tulane University Department of Pediatrics.  
2008-2009 Resident Recruitment Committee Tulane University Department of Pediatrics.  
2005-2009  Graduate Medical Education Committee: Resident Member; Tulane University 

Department of Pediatrics.  
2002-2003 Phi Rho Sigma: Alpha Upsilon Chapter: Chapter Treasurer. Wright State University 

School of Medicine.  
2002-2003 Popular Medicine (POP Med): Vice President. Wright State University School of 

Medicine.  
 
Language 
Spanish: Proficient in written and spoken Spanish. 
 
Volunteer Experience  
2014-2018 Fundraising Committee Chair. Volunteer medical director.  
  Abeona House Child Development Center.  
July 2007 Diabetes Association of America Diabetes Camp: Staff Physician. 
Sept 2005 Louisiana State University: Physician. Assisted with the medical care of Hurricane 

Katrina evacuees at the Field House and Pete Maverick Center. 
2003-2005 Free Migrant Worker Health Clinic. Volunteer physician in training. 
June 2002 Raleigh Fitkin Memorial Hospital. Volunteer physician in training. Mambi, Swaziland 
March 2002 Diabetes Prevention Program. Volunteer physician in training. Pine Ridge Indian 

Reservation. Pine Ridge, SD 
 
Oral Presentations/Research 
Tulane University Saturday CME Series 
 June 2016: Adolescent Well Visit.  
Adolescent Health in Pediatric Practice 
 November 2014: Participant/Study Recruiter.  
Pediatric Grand Rounds 
 May 2009: Gaucher Disease Ochsner Medical Center.  
Resident Lecture Series: Tulane Department of Pediatrics.  

February 2010: The Pre-Participation Physical 
January 2010: Asthma Outpatient Management 
October 2009: The Well Child Visit 
September 2009: Global Health, Community Pediatrics, and Advocacy 
February 2008: Transplacental Infections  
April 2007: The Well Child Visit: Birth through Age Two  
November 2007: Autism Spectrum Disorders  
March 2006: Amenorrhea  
 

Poster Presentations 
Meyn, M; Sabbagh, W; Polenakovik, H. 2004. Pituitary Apoplexy Mimicking Multiple 



 

 
 

Neurologic Syndromes: A Case Report.  Poster presentation given at Dayton Area Graduate 
Medical Education Consortium.  

Meyn, M; Sabbagh, W; Polenakovik, H. 2005. Pituitary Apoplexy Mimicking Multiple 
Neurologic Syndromes: A Case Report.  Poster presentation given at regional  
meeting of The American Medical Association.  

 



Jared J. Wakeman, M.D., FAPA, FASAM 
 

ABPN Board-Certified in Psychiatry – September 2011 
ABPM Board-Certified in Addiction Medicine – February 2019 
 
MEDICAL LICENSING 
Virginia – Expires 8/31/2022 
Louisiana – Expires 8/31/2022 
 
TRAINING: 
George Washington University Medical Center, Washington, DC – Psychiatry 
Chief Resident, July 2010 – June 2011 
Resident, July 2007 – June 2010 
 
EDUCATION: 
Tulane University School of Medicine, New Orleans, LA - M.D., graduated May 2007 

Columbia University, New York, NY – B.A. in Neuroscience, graduated May 2000 

 
EMPLOYMENT EXPERIENCE 
Aetna Better Health of Louisiana, Kenner, LA, June 2018 – present 
Behavioral Health Medical Director 

 Perform daily review of individual behavioral health cases from concurrent review, prior 
authorization, and pharmacy using established criteria for a Medicaid managed care 
plan of 150,000 lives.  

 Provide medical review and support for Case Management to ensure optimal care of our 
members. 

 Partner with various departments including Quality, Appeals and Grievances, Special 
Investigations Unit and Finance to identify opportunities of improvement and 
implement policy and procedures while maintaining compliance with state regulators. 

 Work closely with Louisiana Department of Health with their mental health reform 
initiatives and performance improvement plans. 

 Serve on the Shatterproof State Advisory committee where Louisiana will become one 
of the first pilot states in 2020. 

 
CrescentCare, New Orleans, LA, July 2015 – June 2018 
Outpatient Psychiatrist 

 Consultant to primary care team in an integrated care model 
 Supervision over Chicago School of Professional Psychology PsyD student 
 Supervision over Behavioral Health RN 

 
 
 



Fairfax – Falls Church Community Service Board, Virginia, Jan 2013 – May 2015 
Outpatient Psychiatrist – Adult Services & Urgent Care – Woodburn Mental Health 
Center and Merrifield Center 
 
INOVA Fairfax Hospital Comprehensive Addiction Treatment Services (CATS), 
Falls Church, Virginia, June 2012 – December 2012 
Addictionologist, Day Treatment Program and Intensive Outpatient Program 

 Medication management for Vivitrol clinic and Suboxone clinic. 
 Psychiatric Consultation service for the inpatient detoxification unit 
 Supervision over George Washington University PGY-II resident 

 
Fairfax – Falls Church Community Service Board, Virginia, July 2011 – June 2012 
Outpatient Psychiatrist 

 Addiction Psychiatry, including Dual-Diagnosis residential programs 
 Served on team for new EHR implementation and developed training for 

physicians on e-prescribing system 
 
Ochsner Hospital, New Orleans, LA, August 2000- August 2003 
Human Resources Specialist 

 Provided one-on-one training and conducted educational classes for managers on 
Human Resources issues. 

 Implemented new online job application system and assisted with interviewing 
and hiring. 

 
ACADEMIC PRESENTATIONS 
Medication Assisted Treatment and the Opioid Crisis 
Aetna Better Health of Louisiana provider webinars, October 2018 
 
Medication Assisted Treatment at CrescentCare 
CrescentCare Grand Rounds, February 2018 
 
Psychiatry Update for Primary Care presentation 
CrescentCare Grand Rounds, April 2017 
 
Psychopharmacology presentation 
CrescentCare case managers, September 2016 
 
Psychopharmacology presentation 
Marymount University Psychology Interns, October 2011 
 
Dual Diagnosis presentation 
Whitman-Walker Clinic Substance Abuse patient program, April 2011 
 



Schizophrenia Diagnosis, Epidemiology and Prognosis 
Novartis Preceptorship Presentation, May 2010 
 
PGYIII Psychotherapy Case Conference 
Psychiatric Grand Rounds, May 2010 
 
Case Presentation of a Bipolar Patient 
GWU Goodwin Conference 
Dr. Fred Goodwin, May 2010 
 
Access and Coverage in Health Reform 
GW Health Policy Fellowship, October 2009 
 
“Mental Health Care of the Transgendered Patient” 
Psychiatric Grand Rounds, April 2009 
 
PROFESSIONAL AFFILIATIONS: 
Clinical Instructor, George Washington University School of Medicine, 2012 to present 

Fellow, American Psychiatric Association, 2013 to present; Member, 2004 to present 

Fellow, American Society of Addiction Medicine, 2015 to present; 

Member, 2011 to present 

Member, Louisiana Psychiatric Medical Association, 2015 to present 

Member, American Academy of Addiction Psychiatry, 2008 to present 



DAVID A. NICOSIA, CPA 
8800 Melrose Lane (504) 577-1392 
River Ridge, LA  70123 Dnicosia2@gmail.com 

 
SUMMARY 

 
An accomplished, results-oriented, accounting and finance professional with executive level 
experience in both for profit and not-for -profit settings.  Demonstrated strengths in strategic and 
business planning, analysis-based decision guidance, accrual financial statement preparation, 
cost accounting, budgeting, and capital investment direction. 

 
CAREER HISTORY & SELECTED ACCOMPLISHMENTS 

 
AETNA BETTER HEALTH LOUISIANA, New Orleans, LA. February 2018 – Current. 
Chief Financial Officer  
 Prepare all Corporate and departmental financial statements/budgets including variance to budget analysis 
 Responsible for all financial and statistical reporting to the Louisiana Department of Health 
 Prepare all audit materials and lead audit function with external auditors 
 Responsible for accounts payable 
 Prepare value based contracting analyses to evaluate the program and propose improvements 
 Work closely with Operations colleagues on operational efficiencies   
 Lead financial analysis and utilizations review functions  
 Responsible for all other accounting, finance, budgeting functions 

 
PACE GREATER NEW ORLEANS, New Orleans, LA. January 2011 – December 2017. 
Chief Financial Officer  
 Prepare all Corporate and departmental financial statements/budgets including variance to budget analysis 
 Report financial results, budgets, strategic financial decisions at Finance Committee and Board level 
 Lead supply chain function, resulting in significant cost savings to the organization 
 Lead internal and external audits 
 Work closely with Operations colleagues on operational efficiencies   
 Lead financial analysis and utilizations review functions 
 Participate in strategic planning, diversification, and service line expansion projects 
 Complete governmental (CMS & DHH) reporting requirements 
 Complete Medicare Part D Bid Process and Part D attestations 
 Led contracting, grants/philanthropy, and enrollment functions for the organization 
 Responsible for all other accounting, finance, budgeting functions 
 
NICOSIA CONSULTING SERVICES, River Ridge, LA. 2009 – 2010. 
President   
 Provided consulting services for healthcare clients including revenue cycle analysis, bad debt analysis, 

expense analysis and minimization, cash flow maximization, variance analysis, budgeting, banking 
relationships, and proformas/projections for strategic planning purposes. 

 Provided litigation consulting services including damage calculations, contract valuations, asset and 
business valuations. 

 
 
 
 
 

  

 



OCHSNER HEALTH SYSTEM, New Orleans, LA 1991 - 2009 
Vice President - Budgeting and Decision Support.  2001 – 2009. 
 Directed organization-wide Decision Support, Cost Accounting, and Budgeting functions for seven 

hospitals, 650 medical providers, and multiple subsidiary business units. A strong participant in the strategic 
decision making process. 

 Supported Executive Vice Presidents in organizational expansion planning activities. Acted as liaison to 
investment bankers on bond issues to support refinancing/facilities development and purchase agreements. 

 Prepared and presented cost saving initiative plan resulting in multi-million dollar expense reduction. 
 Prepared accrual financial statements for all business units. 
 Integrated four hospital acquisitions onto organization's budget and decision support system with zero 

increase in departmental expense. 
 Designed model for decentralizing/integrating Decision Support and Budget functions into operational 

business units, allowing a more direct flow of operational management support. 
 Developed senior management dashboard reporting system. 
 Automated information distribution system using web-based applications and Intranet. 
 Produced post-storm models utilized in aid requests and insurance claims. 
 
Interim Chief Financial Officer - Ochsner Hospital Westbank.  2008. 
 Facilitated operations oversight as the lead finances executive working closely with the hospital's 

management team. 
 Provided financial guidance for the 2009 strategic planning process, spearheaded the 2009 budget process, 

and resolved various complex billing and/or collection issues. 
 Completed financial analysis for monthly operating review process and presented financial results of 

operations to the Executive Operating Committee. 
 Interacted with community physicians on financial issues affecting their relationship with the hospital. 
  
Director of Budgeting and Financial Analysis. 1995 – 2001. 
 Managed a group responsible for all departmental and organizational budgeting for New Orleans, Baton 

Rouge, and Satellite Clinics. 
 Facilitated production of all monthly departmental accrual financial statements. 
 Provided senior management with decision support analyses for a wide range of projects including, but not 

limited to, profitability, cash flow, space planning, and staffing. 
 
Financial Analyst/Senior Financial Analyst. 1991 – 1995. 
 Coordinated operations and capital budgeting, capital additions financing alternatives analysis, space 

utilization analysis, departmental profitability analysis, payer class profitability, and industry statistical 
reporting and comparison. 

 Prepared pro-forma financial impact studies and valuations for proposed new business units, prior year 
comparison reports, cost savings plans, variance reports, and budgets. 

 Estimated year-end income and cash flow statements for internal and external use. 
 
ERNST & YOUNG, New Orleans, LA.  1989 – 1991.  
Senior Management Consultant - Corporate Services Division 
 Estimated year-end income and cash flow statements for internal and external use. Provided litigation 

support, bankruptcy debtor and creditor analyses, and various financial valuations within industries 
including healthcare, oil and gas, maritime, real estate, banking, and public utility. 

 Managed projects lasting three to four months and requiring in-depth analysis and presentation skills. 
 
 
 
 

 



IBM, New Orleans, LA.  1985 – 1987.  
Intern selling personal computers, accessories, and providing post-sale support.  Technical computer support. 
 
Tulane University, New Orleans, LA 1986 - 1987 
Teaching Assistant instructing graduate finance, accounting, and cost accounting students. 
 
 

EDUCATION 
 
A.B. FREEMAN SCHOOL OF BUSINESS, Tulane University, New Orleans, LA. 1989.  
Master of Business Administration - Concentration in Accounting. GPA: 3.82/4.00 
 
LOYOLA UNIVERSITY, New Orleans, LA.  1987.  
Bachelor of Business Administration - Concentration in Finance. Magna Cum Laude. GPA: 3.89/4.00. 
 
ARCHBISHOP RUMMEL HIGH SCHOOL, Metairie, LA.  1983. 
Graduated Salutatorian of a graduating class of 305.  Varsity basketball player. 
 

 
HONORS/ASSOCIATIONS 

 Certified Public Accountant since July 1990 (passed all parts on the first attempt)  
A.B. Freeman School of Business Honors Fellowship 

A.B. Freeman Business Council Awards and Elections Committee Chairman 
A.B. Freeman Ambassadors 

 Tulane Investors Group 
Loyola University Presidential Scholarship 

 Loyola Beta Alpha Psi 



Louisiana Department of Health 
Louisiana Medicaid Managed Care Organizations 
RFP #3000017417  Building a Healthier World through 

Better Health, Better Care, and Lower Costs

 

Vanessa Smith 

Pharmacy Director, DPh 

Vanessa Smith is a practicing Doctor of Pharmacy with over 25 years of  
pharmacy experience. She has 9 years of managed care experience and 23 
years of retail pharmacy experience. She has a wide range of pharmacy 
knowledge which includes previous ownership of a local pharmacy in New 
Orleans, LA, a clinical pharmacist with the Department of Veterans Affairs and 
10 years with a major chain pharmacy.

Experience 

Aetna Better Health of Louisiana, Baton Rouge, LA 
2018–present  
Director of Pharmacy  

Louisiana Healthcare Connections, Baton Rouge, LA 
2013–2018  
Manager of Pharmacy 

Baton Rouge General Hospital, Baton Rouge, LA 
2011–2013 
Pharmacist‐in‐charge  

Department of Veterans Affairs, Baton Rouge, LA 
2005–2010 
Clinical Pharmacist

Walmart Inc,  Bentonville, AR 
1998–2008
Staff Pharmacist/Pharmacist-in-Charge

Education and Organizations
Xavier University, New Orleans, LA, Bachelor of Science – Pharmacy Louisiana 
Pharmacy Associations (LPA)
Academy of Managed Care Pharmacy (AMCP)  

Licenses and Certifications 

Medication Therapy Management‐certified 
Louisiana Board of Pharmacy, Doctor of Pharmacy, 1990
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Building a Healthier World through 
Better Health, Better Care, and Lower Costs 

Louisiana Department of Health 
Louisiana Medicaid Managed Care Organizations 

RFP #3000017417 

 

 

Emily Byrd 

Contract Compliance Officer 

With almost a decade of experience focusing on legal health care issues and 
compliance operations, Emily Byrd ensures State and health plan compliance 
goals by executing contract requirements and related company policies. She and 
her team monitor, audit, and investigate possible fraud and abuse while 
overseeing health plan staff training and education. Ms. Byrd’s emphasis on team 
collaboration, annual risk assessments, and an informed annual compliance 
workplan confirm continuous adherence to compliance requirements 
safeguarding both enrollees and the State. 

Experience 

Aetna Better Health of Louisiana, Kenner, LA 
2021–present 
Contract Compliance Officer 
 
Ochsner Health System, New Orleans, LA 
2019–2021 
Compliance Specialist 
 
2015–2019 
Compliance Specialist – Reimbursement Department  
 
Peoples Health, Metairie, LA 
2014–2015 
Compliance Specialist – Claims Operations 
 
Honorable Ivan L. R. Lemelle, U.S. District Court Eastern District of Louisiana, New Orleans, LA  
2012–2013 
Legal Judicial Extern 
 
Naman, Howell, Smith & Lee, PLLC, Waco, TX 
2012  
Law Clerk 

Education 

 Loyola University New Orleans College of Law, New Orleans, LA, Juris Doctor  
 The University of Texas at Austin, Austin, TX, Bachelor of Science in Biology 
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Louisiana Department of Health 
Louisiana Medicaid Managed Care Organizations 
RFP #3000017417 

 
Building a Healthier World through 

Better Health, Better Care, and Lower Costs 
 

 

D’Andra Bradford Odom 

Health Equity Administrator 

Ms. Odom is a 20‐year career veteran with more than 10 years of experience 
collaborating with community and state leaders to develop and implement 
strategies that support a healthy lifestyle in minority communities. She is a top‐
performing health care professional who guides strategic initiatives that address 
poor health outcomes for populations experiencing disparities. As our tobacco 
cessation program manager, she has been recognized for her work with the 
Louisiana Department of Health to implement a 100 percent tobacco‐free 
workplace site‐wide. 

Experience 

Aetna Better Health of Louisiana, Baton Rouge, LA 
2020–present  
Health Care Equity Director 
 
Southeast Louisiana Area Health Education Center/Louisiana Department of Health, Baton Rouge, LA  
2013–2020  
Minority Outreach Director – Bureau of Minority Health Access and Promotions 
 
LA Department of Health and Hospitals – Health Promotions Team, Baton Rouge, LA 
2010–2013  
Lead Policy Analyst/Legislative Liaison 
 
Academic Distinction Fund, Baton Rouge, LA 
2009 
Public Policy Intern 
 
Louisiana Association of Non‐Profit Organizations, Baton Rouge, LA 
2008 
Budget Project Public Policy Intern 
 
Century Link, Monroe, LA 
2005–2006 
Quality Assurance Analyst II 
 
United States House of Representatives 
2003–2005 
District Representative 

Education 

 Southern University A&M College, Master of Public Administration, Public Policy 
 Grambling State University, Bachelor of Science, Computer Information Systems 
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August 23, 2022 

LaGov# 2000683487 
Exhibit 4 

Ms. Pamela Bartfay Rice, Esq 
Assistant Director, Professional Contracts 
DOA-Office of State Procurement 
P.O. Box 94095 
Baton Rouge, Louisiana 70804-9095 

 
RE:  LaGov# 2000683487 

Justification for Multi-Year Contract 
 

Dear Ms. Rice: 

Please consider this justification for the Louisiana Department of Health to enter into a 
multi-year contract with Aetna Better Health, Inc. Funds for the first fiscal year of the 
contract are available and payment and performance for subsequent fiscal years shall be 
subject to the availability of funds. 

The Contractor will function as a risk-bearing managed care organization (MCO) that 
provides services to eligible Louisiana Medicaid enrollees in accordance with the 
requirements set forth in this Contract, all provisions of state and federal laws, regulations, 
rules, the State Plan, and waivers applicable to managed care.  

The estimated requirements covering the period of the contract are reasonably firm and 
continuing and such a contract will serve the best interests of the State by encouraging 
effective competition or otherwise promoting economies in state procurement. 

If further information is needed, please contact me at (225) 342-8809. 

 

Sincerely, 

 

Ali Bagbey 
Medicaid Program Manager 1-B 

John Bel Edwards 
GOVERNOR 

Dr. Courtney N. Phillips  
SECRETARY 

State of Louisiana 
Louisiana Department of Health 

Bureau of Health Services Financing 
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PART 1: ADMINISTRATIVE AND GENERAL INFORMATION 

 Purpose 

1.1.1 The purpose of this Request for Proposals (RFP) is to obtain competitive proposals from qualified 

Managed Care Organizations (MCOs) to provide high quality healthcare services statewide to 

Enrollees in the Louisiana Medicaid Managed Care Program, utilizing the most cost-effective 

manner and in accordance with the terms and conditions set forth herein. 

1.1.2 The Louisiana Medicaid Managed Care Program is a full risk-bearing health care delivery system. 

MCOs will be responsible for providing Medicaid covered services to enrollees in return for a 

monthly capitation payment.  

1.1.3 LDH will not use a competitive bidding process to develop the Capitation Rates. LDH shall 

establish an actuarially sound risk‐adjusted Capitation Rate to be paid to the Contractor, in 

accordance with all applicable rules and regulations of the Centers for Medicare and Medicaid 

Services (CMS). The rates shall not be subject to negotiation or dispute resolution. The rate is 

intended to cover all benefits and management services outlined in this RFP. 

1.1.4 Current federal authority for the Louisiana Medicaid Managed Care Program is contained 

primarily in Section 1932(a) and Section 1915(b) of the Social Security Act and 42 C.F.R. Part 438. 

The Louisiana Medicaid Managed Care Program is operated under the authority of a Section 

1932(a) State Plan Amendment and a Section 1915(b) waiver. The Louisiana Medicaid Managed 

Care Program is also impacted by a Section 1115 waiver for substance use disorder services. The 

Department may pursue a change in federal authority or additional federal authorities for the 

Louisiana Medicaid Managed Care Program at any time.  

 Background  

1.2.1 Title XIX of the Social Security Act (Act) authorizes federal grants to states to implement the 

medical assistance program (Medicaid) to provide health coverage for low-income adults, 

children, pregnant women, elderly adults, and people with disabilities. The Children’s Health 

Insurance Program (CHIP), authorized by Title XXI of the Act, provides federal matching funds to 

states to expand health insurance coverage for children above states’ Medicaid eligibility levels, 

through Medicaid and/or separate CHIP programs. Medicaid and CHIP are funded by both the 

Federal and State government and cover a wide range of services, including physicians, hospitals, 

nursing homes, and home and community-based services. Although the Federal government 

establishes the general rules for Medicaid and CHIP, specific requirements are established by 

each state.  

1.2.2 The Louisiana Department of Health (LDH) is the single state agency designated to administer or 

supervise the administration of the Louisiana Medicaid Program and the Louisiana Children’s 

Health Insurance Program (LaCHIP) in accordance with Federal regulations set forth by the 

Centers for Medicare and Medicaid Services (CMS). The Bureau of Health Services Financing 
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(BHSF) is the Agency within LDH that is responsible for administering the Louisiana Medicaid 

Program and LaCHIP.  

1.2.3 The Louisiana Medicaid Managed Care Program, implemented 2012, is designed to improve 

health outcomes and contain costs through coordination of acute care, specialized behavioral 

health, and medical transportation services for Beneficiaries. In 2016, Louisiana implemented 

the expansion of Medicaid eligibility under the Patient Protection and Affordable Care Act 

(PPACA). In 2018, Louisiana implemented the Dental Benefit Program, designed to provide 

dental services for Beneficiaries through a Prepaid Ambulatory Health Plan (PAHP). 

1.2.4 In Louisiana, over 1.8 million Louisiana residents receive health care coverage through the 

Louisiana Medicaid Program and LaCHIP. As of May 2021, nearly 1.6 million are enrolled with an 

MCO.  

 Goals and Objectives  

1.3.1 This RFP provides background information on the Louisiana Medicaid Managed Care Program, 

the vision for the program, key priorities for the contract period, questions that Proposers must 

respond to as part of their submission, and evaluation criteria. Proposers should also refer to the 

procurement library on the LDH website for information relevant to this procurement, including 

a data book and MCO Manual. “Proposer” is defined as a firm or individual who responds to this 

RFP. 

1.3.2 Attachment A to this RFP is the stand-alone Model Contract, which details the scope of work for 

contracted MCOs. The Model Contract, incorporating the RFP and related proposal by reference, 

is the essence of the contracts to be executed between selected Proposers and the Department. 

This approach to organizing the RFP and contract will allow for a cleaner structure and 

management of the contract. 

1.3.3 A key goal in publishing this RFP is to provide transparency regarding the Department’s 

objectives and possible design elements for the State’s next generation Medicaid managed care 

procurement. LDH sought to obtain as much stakeholder feedback on major design elements as 

was possible during the SARS-COV-2 epidemic.  

1.3.4 Finally, the Department will hold contracted MCOs accountable for:  

1.3.4.1 Advancing evidence-based practices, innovation, high-value care and health care 

service excellence; 

1.3.4.2 Ensuring access to care and improving enrollee health; 

1.3.4.3 For all enrollees, but particularly those with behavioral health needs, decreasing 

fragmentation and increasing integration across providers and care settings; 

1.3.4.4 For children and mothers, improving child and maternal health outcomes, particularly 

in these areas - coordinated care and patient engagement, special populations, 
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mitigation of harmful social determinants of health and adverse childhood 

experiences, transitions of care for mothers and children, and benefits for medically 

and psychosocially complex children;  

1.3.4.5 Promoting new payment methodologies that reward providers for the value they 

create as opposed to fee-for-service methodologies that reward providers for the 

volume of services they provide;  

1.3.4.6 Planning and implementing additional procedures for effective disaster planning and 

recovery response;  

1.3.4.7 Ensuring care and service integration for Medicaid-eligible adults with a serious mental 

illness (SMI) in community-based settings under the terms of the Department of 

Justice (DOJ) settlement agreement (Case 3:18-cv-00608, U.S. District Court, Middle 

District of Louisiana);  

1.3.4.8 Minimizing fraud, waste, and abuse;  

1.3.4.9 Addressing health equity by focusing on improving population health, working to 

reduce identified disparities for Medicaid populations, maximizing enrollee health, 

and addressing priority social determinants of health which include aspects of housing, 

food insecurity, physical safety, and transportation; 

1.3.4.10 Ensuring that quality care is delivered to Enrollees, and reducing complexity and 

administrative burden for providers and enrollees;  

1.3.4.11 Providing support to and enhanced monitoring of medical transportation providers; 

and  

1.3.4.12 Addressing issues related to pharmacy benefits, particularly advancing the efficiency 

and economy of the pharmacy program by moving to a single PBM for the entire 

Louisiana Medicaid Managed Care Program.  

 Term of Contract 

The term of any contract resulting from this RFP shall begin on or near the date approximated in the 

Schedule of Events. LDH shall have the right to contract for up to thirty-six (36) months with the 

concurrence of the Contractor and all appropriate approvals, (hereinafter, the “Term”). With all proper 

approvals and concurrence with the successful Contractor, agency may also exercise an option to extend 

for up to twenty-four (24) additional months at the same rates, terms and conditions of the initial contract 

Term. Prior to the extension of the contract beyond the initial thirty-six (36) month Term, prior approval 

by the Joint Legislative Committee on the Budget (JLCB) or other approval authorized by law shall be 

obtained. Such written evidence of JLCB approval shall be submitted, along with the contract amendment 

to the Office of State Procurement (OSP) to extend contract Term beyond the initial 3-year Term. The total 

contract Term, with extensions, shall not exceed five (5) years. The continuation of the contract is 

contingent upon the appropriation of funds by the legislature to fulfill the requirements of the contract. 
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No contract/amendment shall be valid, nor shall the LDH be bound by the contract/amendment, until it 

has first been executed by the head of the using agency, or his designee, the Contractor and has been 

approved in writing by the director of the Office of State Procurement.  

 Definitions 

See Attachment A, Model Contract, incorporated herein in its entirety, Part 1: Glossary and Acronyms.  

 Schedule of Events 

Event: Date: 

RFP posted to LaPAC Wednesday, June 23, 2021 

Deadline for receipt of written inquiries from Proposers Friday, July 16, 2021 

3:00 PM Central Time 

Deadline for LDH to answer written inquiries Friday, August 13, 2021 

Deadline for receipt of Proposals 
Friday, September 3, 2021 

3:00 PM Central Time 

ALL PROPOSALS SHALL REMAIN SEALED 

UNTIL AFTER THE DEADLINE FOR RECEIPT OF PROPOSALS 

Notice of Intent to award announcement, and 14-day 

protest period begins, on or about 
Friday, November 5, 2021 

Contract execution, on or about Friday, December 10, 2021 

Readiness reviews/implementation begins, on or about Monday, December 13, 2021 

Operational start date, on or about  Friday, July 1, 2022 

 

NOTE: The State of Louisiana reserves the right to revise this schedule. Revisions, if any, before the Proposal 

Submission Deadline will be formalized by the issuance of an addendum to the RFP.  

 Cost Proposal 

Cost proposals are not required for this RFP and cost will not be evaluated. LDH shall establish an actuarially 

sound risk‐adjusted Capitation Rate to be paid to the Contractor, in accordance with all applicable rules 

and regulations of the Centers for Medicare and Medicaid Services (CMS). The rates shall not be subject to 

negotiation or dispute resolution. The rate is intended to cover all benefits and management services 

outlined in this RFP. See Attachment A, Model Contract, Part 4, Payment and Financial Provisions. 

 Confidential Information, Trade Secrets, and Proprietary Information 

The designation of certain information as trade secrets and/or privileged or confidential proprietary 

information shall only apply to the technicalmay apply to any portion of the proposal. The financial 

proposal will not be considered confidential under any circumstance. Any proposal copyrighted or marked 

as confidential or proprietary in its entirety may be rejected without further consideration or recourse.  
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For the purposes of this procurement, the provisions of the Louisiana Public Records Act (La. R.S. 44:1 et 

seq.) shall be in effect. Pursuant to this Act, all proceedings, records, contracts, and other public documents 

relating to this procurement shall be open to public inspection. Proposers are reminded that while trade 

secrets and other proprietary information they submit in conjunction with this procurement may not be 

subject to public disclosure, protections must be claimed by the Proposer at the time of submission of its 

Technical Proposal. Proposers should refer to the Louisiana Public Records Act for further clarification. 

The Proposer shall clearly designate the part of the proposal that contains a trade secret and/or privileged 

or confidential proprietary information as “confidential” in order to claim protection, if any, from 

disclosure. The Proposer shall mark the cover sheet of the proposal with the following legend, specifying 

the specific section(s) of the proposal sought to be restricted in accordance with the conditions of the 

legend: 

“The data contained in pages _____of the proposal have been submitted in confidence and contain trade 

secrets and/or privileged or confidential information and such data shall only be disclosed for evaluation 

purposes, provided that if a contract is awarded to this Proposer as a result of or in connection with the 

submission of this proposal, the State of Louisiana shall have the right to use or disclose the data therein 

to the extent provided in the contract. This restriction does not limit the State of Louisiana’s right to use or 

disclose data obtained from any source, including the Proposer, without restrictions.” 

Further, to protect such data, each page containing such data shall be specifically identified and marked 

“CONFIDENTIAL”. 

If the Proposer’s response contains confidential information, the Proposer should shall also submit a 

redacted copy of their proposal along with their original proposal submission in accordance with Section 

2.2.3. When submitting the redacted copy, the Proposer should clearly mark the cover page and file name 

as such - “REDACTED COPY.”. The redacted copy should also state which sections or information has been 

removed. The proposer should also submit one (1) electronic redacted copy of its proposal on a USB flash 

drive. The redacted copy of the proposal will be the copy produced by the State if a public records request 

is receivedcompeting proposer or other person seeks review or copies of the Proposer’s confidential data.  

If the Proposer does not submit the redacted copy, it will be assumed that any claim to keep information 

confidential is waived. 

Proposers must be prepared to defend the reasons why the material should be held confidential. By 

submitting a proposal with data, information, or material designated as containing trade secrets and/or 

privileged or confidential proprietary information, or otherwise designated as “confidential”, the Proposer 

agrees to indemnify and defend (including attorney’s fees) the State and hold the State harmless against 

all actions or court proceedings that may ensue which seek to order the State to disclose the information.  

The State reserves the right to make any proposal, including proprietary information contained therein, 

available to OSP personnel, the Office of the Governor, or other State Agencies or organizations for the 

sole purpose of assisting the State in its evaluation of the proposal. The State shall require said individuals 

to protect the confidentiality of any specifically identified proprietary information or privileged business 

information obtained as a result of their participation in these evaluations. 
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Additionally, any proposal that fails to follow this section and/or La. R.S. 44:3.2.(D)(1) shall have failed to 

properly assert the designation of trade secrets and/or privileged or confidential proprietary information 

and the information may be considered public records. 

 Proposal Clarifications Prior to Submittal 

1.9.1 Pre-proposal Conference 

Not required for this RFP.  

1.9.2 Proposer Inquiries 

Written questions regarding RFP requirements or Scope of Services must be submitted via e-mail 

to the RFP Coordinator listed below. 

Ali Bagbey, RFP Coordinator 

E-mail address: ali.bagbey@la.gov  

Written inquiries must be received by the date and time specified in the Schedule of Events. The 

State will consider written inquiries and requests for clarification of the content of this RFP 

received from potential Proposers. The State shall reserve the right to modify the RFP should a 

change be identified that is in the best interest of the State.  

Official responses to all questions submitted by potential Proposers will be posted by the date 

specified in the Schedule of Events at 

https://wwwcfprd.doa.louisiana.gov/osp/lapac/pubMain.cfm.  

Only the RFP Coordinator has the authority to officially respond to a Proposer’s questions on 

behalf of the State. Any communications from any other individuals shall not be binding to the 

State.  

Note: LaPAC is the State’s online electronic bid posting and notification system resident on the 

Office of State Procurement website https://www.doa.la.gov/doa/osp/. In that LaPAC provides 

an immediate e-mail notification to subscribing Bidders/Proposers that a solicitation and any 

subsequent addenda have been let and posted, notice and receipt thereof is considered formally 

given as of their respective dates of posting. To receive the e-mail notification, 

Vendors/Proposers must register in the LaGov portal. Registration is intuitive at the following 

link: https://lagoverpvendor.doa.louisiana.gov/irj/portal/anonymous?guest_user=self_reg.  

Help scripts are available on OSP website under vendor center at: 

https://www.doa.la.gov/doa/osp/vendor-resources/.  

1.9.3 Blackout Period 

The blackout period is a specified period of time during a competitive sealed procurement 

process in which any Proposer, or its agent or representative, is prohibited from communicating 

mailto:ali.bagbey@la.gov
https://wwwcfprd.doa.louisiana.gov/osp/lapac/pubMain.cfm
https://www.doa.la.gov/doa/osp/
https://lagoverpvendor.doa.louisiana.gov/irj/portal/anonymous?guest_user=self_reg
https://www.doa.la.gov/doa/osp/vendor-resources/
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with any State employee or contractor of the State involved in any step in the procurement 

process about the affected procurement. The blackout period applies not only to State 

employees, but also to any Contractor of the State. “Involvement” in the procurement process 

includes but may not be limited to project management, design, development, implementation, 

procurement management, development of specifications, and evaluation of proposals for a 

particular procurement. All solicitations for competitive sealed procurements will identify a 

designated contact person, as per Proposer Inquiries section of this RFP. All communications to 

and from potential Proposers and/or their representatives during the blackout period must be 

in accordance with this solicitation’s defined method of communication with the designated 

contact person. The blackout period will begin upon posting of the solicitation. The blackout 

period will end when the contract is awarded. 

In those instances in which a prospective Proposer is also an incumbent contractor, the State 

and the incumbent contractor may contact each other with respect to the existing contract only. 

Under no circumstances may the State and the incumbent contractor and/or its representative(s) 

discuss the blacked-out procurement. 

Any Proposer or State Contractor who violates the blackout period may be liable to the State in 

damages and/or subject to any other remedy allowed by law. 

Any costs associated with cancellation or termination will be the responsibility of the Proposer. 

Notwithstanding the foregoing, the blackout period shall not apply to: 

 A protest to a solicitation submitted pursuant to La. R.S. 39:1671; 

 Duly noticed site visits and/or conferences for Proposers; 

 Oral presentations during the evaluation process; and 

 Communications regarding a particular solicitation between any person and staff of the 

procuring agency provided the communication is limited strictly to matters of procedure. 

Procedural matters include deadlines for decisions or submission of proposals and the 

proper means of communicating regarding the procurement, but shall not include any 

substantive matter related to the particular procurement or requirements of the RFP. 

 Errors and Omissions in Proposal 

The State reserves the right to seek clarification of any proposal for the purpose of identifying and 

eliminating minor irregularities or informalities.  

 Changes and Addenda 

The State reserves the right to change the schedule of events or revise any part of the RFP by issuing an 

addendum to the RFP at any time. Addenda, if any, will be posted at 

https://wwwcfprd.doa.louisiana.gov/osp/lapac/pubMain.cfm.  

https://wwwcfprd.doa.louisiana.gov/osp/lapac/pubMain.cfm
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It shall be the responsibility of the Proposer to check the website for addenda to the RFP. 

 Withdrawal of Proposal 

A Proposer may withdraw a proposal that has been submitted at any time up to the date and time the 

proposal is due. To withdraw a proposal, a written request signed by the authorized representative of the 

Proposer must be submitted to the RFP coordinator identified in the RFP.  

 Waiver of Administrative Informalities 

The State reserves the right, at its sole discretion, to waive minor administrative informalities contained in 

any proposal. 

 Proposal Rejection/RFP Cancellation 

Issuance of this RFP shall in no way constitute a commitment by the State to award a contract. The State 

reserves the right to accept or reject, in whole or in part, all proposals submitted and/or cancel this RFP if 

it is determined to be in the State’s best interest. The State reserves the right to cancel or decline to enter 

into a contract with the successful Proposer(s) at any time after the award is made and before the 

contract(s) receives final approval from the Division of Administration, Office of State Procurement. 

 Ownership of Proposal 

All materials submitted in response to this RFP shall become the property of the State. LDH retains the 

right to use any and all ideas or adaptations of ideas contained in any proposal received in response to this 

solicitation. Selection or rejection of a proposal shall not affect this right. Once the contract is awarded, all 

proposals will become subject to the Louisiana Public Records Act.  

 Cost of Offer Preparation 

LDH shall not be liable for any costs incurred by Proposers prior to issuance of or entering into a contract. 

Costs associated with developing the proposal, preparing for oral presentations, and any other expenses 

incurred by the Proposer in responding to this RFP shall be entirely the responsibility of the Proposer and 

shall not be reimbursed in any manner by LDH. The Proposer shall not include these costs or any portion 

thereof in the proposed contract cost. The Proposer is fully responsible for all preparation costs associated 

therewith even if an award is made but subsequently terminated by LDH. 

 Taxes 

Contractor shall be responsible for payment of all applicable taxes from the funds to be received under 

contract awarded from this RFP. 

In accordance with R.S. 39:1624(A) (10), the Louisiana Department of Revenue must determine that the 

prospective Contractor is current in the filing of all applicable tax returns and reports and in payment of all 

taxes, interest, penalties, and fees owed to the State and collected by the Department of Revenue prior to 
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the approval of the contract by the Office of State Procurement. The Proposer shall attest to its current 

and/or prospective compliance by signing Exhibit A, Certification Statement, submitted with its proposal, 

and also agrees to provide its seven-digit LDR Account Number to the contracting agency so that the 

Proposer’s tax payment compliance status may be verified. The prospective Contractor further 

acknowledges understanding that issuance of a tax clearance certificate by the Louisiana Department of 

Revenue is a necessary precondition to the approval and effectiveness of the contract by the Office of State 

Procurement. The contracting agency reserves the right to withdraw its consent to the contract without 

penalty and proceed with alternate arrangements should the vendor fail to resolve any identified apparent 

outstanding tax compliance discrepancies with the Louisiana Department of Revenue within seven (7) days 

of such notification. 

 Determination of Responsibility 

Determination of the Proposer’s responsibility relating to this RFP shall be made according to the standards 

set forth in LAC 34:V.1505. The State must find that selected Proposers: 

 Have adequate financial resources for performance, as stated in Section 2.5.5, or have the ability 

to obtain such resources as required during performance; 

 Have the necessary experience, organization, technical qualifications, skills, and facilities, or has 

the ability to obtain them; 

 Are able to comply with the proposed or required time of delivery or performance schedule; 

 Have a satisfactory record of integrity, judgment, and performance; and 

 Are otherwise qualified and eligible to receive an award under applicable laws and regulations. 

Proposers should ensure that their proposals contain sufficient information for the State to make its 

determination by presenting acceptable evidence of the above to perform the contracted services. 

 Written or Oral Discussions/Presentations 

Not required for this RFP.  

 Acceptance of Proposal Content 

All proposals will be reviewed to determine compliance with administrative and mandatory requirements 

as specified in the RFP. Proposals that are not in compliance will be rejected from further consideration.  

 Best and Final Offers (BAFO) 

The State reserves the right to conduct a BAFO with one or more Proposers identified by the evaluation 

committee to be reasonably susceptible of being selected for an award. If conducted, the Proposers 

selected will receive written notification of their selection, a list of specific items to address in the BAFO, 
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and instructions for submittal. The BAFO negotiation may be used to assist the State in clarifying the scope 

of work.  

The written invitation to participate in BAFO will not obligate the State to a commitment to enter into a 

contract. 

 Contract Award and Execution 

The State reserves the right to enter into contracts based on the initial offers received without further 

discussion of the proposals submitted.  

The contract between LDH and the selected Proposer shall be comprised of the LDH Standard Contract 

Form (CF-1) (Attachment I), including the Model Contract (Attachment A), attachments and exhibits, this 

RFP and its amendments and addenda, and the Contractor’s proposal. 

The selected Proposers shall be expected to enter into a contract that is substantially the same as 

Attachment A, Model Contract. A Proposer shall not submit its own standard contract terms and conditions 

as a response to this RFP. The Proposer should submit in its proposal any exceptions or contract deviations 

that its firm wishes to negotiate. Negotiations may coincide with the announcement of the selected 

Proposer. 

If the contract negotiation period exceeds twenty (20) calendar days, or if the selected Proposer(s) fail to 

sign the final contract within twenty (20) calendar days of delivery, the State may elect to cancel the award 

and award the contract to the next highest ranked Proposer. 

The selected Proposer(s) shall submit a license or certificate of authority issued by the Louisiana 

Department of Insurance (LDI) to operate as a Medicaid risk bearing “prepaid entity” pursuant to La R.S. 

22:1016 to LDH upon the start of contract negotiations. 

 Notice of Intent to Award 

The Evaluation Team shall compile the scores and make a recommendation to the head of the agency on 

the basis of the responsive and responsible Proposer(s) with the highest score(s). The State reserves the 

right to make multiple awards. 

The State will notify the successful Proposer(s) and proceed to negotiate terms for final contract(s). 

Unsuccessful Proposers will be notified in writing accordingly.  

The proposals received (except for that information appropriately designated as confidential in accordance 

with R.S. 44:1. et seq.), scores of each proposal considered along with a summary of scores, and a narrative 

justifying selection shall be made available, upon request, to all interested parties after the “Notice of 

Intent to Award” letter has been issued.  

Any person aggrieved by the proposed award has the right to submit a protest in writing to the Chief 

Procurement Officer within fourteen (14) calendar days after the agency issues a Notice of Intent to award 

a contract.  
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The award of a contract shall be subject to the approval of the Division of Administration, Office of State 

Procurement.  

 Right to Prohibit Award 

In accordance with the provisions of La. R.S. 39:2192, any public entity shall be authorized to reject a 

proposal from, or not award a contract to, a business in which any individual with an ownership interest of 

five percent or more, has been convicted of, or has entered a plea of guilty or nolo contendere to any State 

felony or equivalent federal felony crime committed in the solicitation or execution of a contract or RFP 

awarded under the laws governing public contracts under the provisions of Chapter 10 of Title 38 of the 

Louisiana Revised Statutes of 1950, and all contracts under Title 39, Chapter 17 of the Louisiana 

Procurement Code, including contracts for professional, personal, consulting, and social services. 

 Insurance Requirements for Contractors 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.32 Insurance Requirements. 

 Duty To Defend  

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.33 Duty to Defend. 

 Liability and Indemnification 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.34 Liability and 

Indemnification. 

 Payment  

See Attachment A, Model Contract, Part 4: Payment and Financial Provisions and Part 6: Terms and 

Conditions for payment specifications and other requirements. 

 Termination 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.53 Termination. 

 Assignment 

No contractor shall assign any interest in the contract by assignment, transfer, or novation, without prior 

written consent of the State. This provision shall not be construed to prohibit the contractor from assigning 

to a bank, trust company, or other financial institution any money due or to become due from approved 

contracts without such prior written consent. Notice of any such assignment or transfer shall be furnished 

promptly to the State. 
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 Right to Audit 

See Attachment A, Model Contract, Part 2: Contractor Requirements and Part 6: Terms and Conditions, 

Section 6.50 Right to Audit. 

 Civil Rights Compliance 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.6 Civil Rights Compliance. 

 Record Ownership 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.46 Record Ownership. 

 Entire Agreement/ Order of Precedence 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.19 Entire Contract and Order 

of Precedence.  

 Contract Modifications 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.2 Amendments for contract 

modification specifications. 

 Substitution of Personnel 

See Attachment A, Model Contract, Part 2: Contractor Requirements, Section 2.2 Administration & 

Contract Management for staffing requirements and substitution of personnel. 

 Governing Law 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.20 Governing Law and Venue. 

 Claims or Controversies 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.11 Contract Controversies. 

 Code of Ethics 

Proposers shall be responsible for determining that there will be no conflict or violation of the Louisiana 

Code of Governmental Ethics (La. R.S. 42:1101 et seq.) if their company is awarded the contract. The 

Louisiana Board of Ethics shall be the only entity that can officially rule on ethics issues. Notwithstanding, 

any potential conflict of interest that is known or should reasonably be known by a Proposer as it relates 

to the RFP should be immediately reported to the Department by Proposer. 
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See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.9 Conflict of Interest for conflict 

of interest requirements for the Contractor. 

 Corporate Requirements 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.16 Corporation Requirements. 

 Prohibition of Discriminatory Boycotts of Israel 

In preparing its response, the Proposer has considered all proposals submitted from qualified, potential 

subcontractors and suppliers, and has not, in the solicitation, selection, or commercial treatment of any 

subcontractor or supplier, refused to transact or terminated business activities, or taken other actions 

intended to limit commercial relations, with a person or entity that is engaging in commercial transactions 

in Israel or Israeli-controlled territories, with the specific intent to accomplish a boycott or divestment of 

Israel. Proposer also has not retaliated against any person or other entity for reporting such refusal, 

termination, or commercially limiting actions. The State reserves the right to reject the response of the 

Proposer if this certification is subsequently determined to be false, and to terminate any contract awarded 

based on such a false response. 

 Security 

See Attachment A, Model Contract, Part 6: Terms and Conditions, Section 6.26 Security. 

 LDH Diversity and Inclusion Statement 

The Louisiana Department of Health (LDH) characterizes diversity as representing the differences and 

similarities of all of us that include, for example, individual characteristics (e.g., disability, age, education 

level, poverty status, rural/urban setting, race, ethnicity, and sexual orientation), values, beliefs, 

experiences and backgrounds.  

LDH also characterizes inclusion as creating a work environment in which all individuals are treated fairly 

and respectfully, have equal access to opportunities and resources, and can contribute fully to the work of 

our agency. This is inclusive of LDH also building its capacity to create, support and/or fund (i.e., via 

programming projects and contracts) efforts that do not discriminate against people, populations, and/or 

communities due to disability, age, education level, poverty status, rural/urban setting, race, ethnicity, and 

sexual orientation.  

LDH believes that diversity and inclusion aid in more equitably achieving its mission — “…protect and 

promote health and to ensure access to medical, preventive and rehabilitative services for citizens of the 

State of Louisiana.” 
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 Veteran-Owned and Service-Connected Disabled Veteran-Owned Small Entrepreneurships 

(Veteran Initiative) and Louisiana Initiative for Small Entrepreneurships (Hudson Initiative) 

Programs Participation  

1.44.1 The State of Louisiana Veteran and Hudson Initiatives are designed to provide additional 

opportunities for Louisiana-based small entrepreneurships (sometimes referred to as LaVet's 

and SE's respectively) to participate in contracting and procurement with the State. A certified 

Veteran-Owned and Service-Connected Disabled Veteran-Owned small entrepreneurship 

(LaVet) and a Louisiana Initiative for Small Entrepreneurships (Hudson Initiative) small 

entrepreneurship are businesses that have been certified by the Louisiana Department of 

Economic Development. All eligible vendors are encouraged to become certified. Qualification 

requirements and online certification are available at: 

https://smallbiz.louisianaeconomicdevelopment.com.  

1.44.2 During the Term of the contract and at expiration, the contractor will also be required to report 

Veteran-Owned and Service-Connected Disabled Veteran-Owned and Hudson Initiative small 

entrepreneurship subcontractor or distributor participation and the dollar amount of each. 

1.44.3 In RFPs requiring the compliance of a good faith subcontracting plan, the State may require 

Proposers to submit information on their business relationships and arrangements with certified 

LaVet or Hudson Initiative subcontractors at the time of proposal review. Agreements between 

a Proposer and a certified LaVet or Hudson Initiative subcontractor in which the certified LaVet 

or Hudson Initiative subcontractor promises not to provide subcontracting quotations to other 

Proposers shall be prohibited. 

1.44.4 If performing its evaluation of proposals, the State reserves the right to require a non-certified 

Proposer to provide documentation and information supporting a good faith subcontracting 

plan. Such proof may include contracts between Proposer and certified Veteran Initiative and/or 

Hudson Initiative subcontractor(s). 

1.44.5 If a contract is awarded to a Proposer who proposed a good faith subcontracting plan, the using 

agency, the Louisiana Department of Economic Development (LED), or the Office of State 

Procurement (OSP) may audit contractor to determine whether contractor has complied in good 

faith with its subcontracting plan. The contractor must be able to provide supporting 

documentation (i.e., phone logs, fax transmittals, letter, e-mails) to demonstrate its good faith 

subcontracting plan was followed. If it is determined at any time by the using agency, LED, or the 

OSP Director that the contractor did not in fact perform in good faith its subcontracting plan, the 

contract award or the existing contract may be terminated. 

1.44.6 The statutes (La. R.S. 39:2171 et. seq.) concerning the Veteran Initiative may be viewed at: 

http://www.legis.la.gov/Legis/Law.aspx?d=671504. 

The statutes (La. R.S. 39:2001 et. seq.) concerning the Hudson Initiative may be viewed at: 

http://www.legis.la.gov/Legis/Law.aspx?d=96265.  

https://smallbiz.louisianaeconomicdevelopment.com/
http://www.legis.la.gov/Legis/Law.aspx?d=671504
http://www.legis.la.gov/Legis/Law.aspx?d=96265
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1.44.7 The rules for the Veteran Initiative (LAC 19:IX.Chapters 11 and 13) and for the Hudson Initiative 

(LAC 19:VIII.Chapters 11 and 13) may be viewed at: https://www.doa.la.gov/doa/osp/vendor-

resources/hudson-se-veteran-initiatives/.  

1.44.8 A current list of certified Veteran-Owned and Service-Connected Disabled Veteran-Owned and 

Hudson Initiative small entrepreneurships may be obtained from the Louisiana Economic 

Development Certification System at: https://smallbiz.louisianaeconomicdevelopment.com 

1.44.9 Additionally, a list of Hudson and Veteran Initiative small entrepreneurships, which have been 

certified by the Louisiana Department of Economic Development and who have opted to register 

in the State of Louisiana LaGov Supplier Portal: 

https://lagoverpvendor.doa.louisiana.gov/irj/portal/anonymous?guest_user=self_reg.  

1.44.10 This may be accessed from the State of Louisiana Procurement and Contract (LaPAC) Network: 

https://wwwcfprd.doa.louisiana.gov/OSP/LaPAC/vendor/VndPubMain.cfm.  

1.44.11 When using this site, determine the search criteria (i.e. alphabetized list of all certified vendors, 

by commodities, etc.) and select SmallE, VSE, or DVSE. 

  

https://www.doa.la.gov/doa/osp/vendor-resources/hudson-se-veteran-initiatives/
https://www.doa.la.gov/doa/osp/vendor-resources/hudson-se-veteran-initiatives/
https://smallbiz.louisianaeconomicdevelopment.com/
https://lagoverpvendor.doa.louisiana.gov/irj/portal/anonymous?guest_user=self_reg
https://wwwcfprd.doa.louisiana.gov/OSP/LaPAC/vendor/VndPubMain.cfm
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PART 2: PROPOSALS 

 Proposal Submittal 

Firms or individuals who are interested in providing services requested under this RFP must submit a 

proposal containing the mandatory information specified in this RFP. The proposal must be received in 

hard copy (printed and USB) formats by the RFP Coordinator on or before the date and time specified in 

the Schedule of Events. The responsibility lies solely with each Proposer to ensure their proposal is 

delivered at the specified place and prior to the deadline for submission. Proposals received after the 

deadline, corrupted files, and incomplete submissions will not be considered. 

2.1.1 Proposal Submissions 

2.1.1.1 The Proposer shall hand or courier deliver, at its own expense, its hard copy (printed 

and USB) submission by 3:00 pm Central Time on the proposal due date to:  

Ali Bagbey 

Louisiana Department of Health 

628 N. Fourth Street 

Baton Rouge, LA 70802 

(225) 219 - 0206 

 

2.1.1.2 If the Proposer wishes to hand deliver its hard copy submission prior to the proposal 

due date, Proposers should contact the RFP Coordinator to confirm availability for 

receipt. 

2.1.2 FAX or e-mail submissions shall not be acceptable.  

2.1.3 All communications relating to this RFP must be directed to the LDH RFP Coordinator named 

above. All communications between Proposers and other LDH staff concerning this RFP shall be 

strictly prohibited until the date of award of the contract. Failure to comply with these 

requirements shall result in proposal disqualification.  

2.1.4 This RFP is available in PDF format at the following web addresses: 

https://wwwcfprd.doa.louisiana.gov/osp/lapac/pubMain.cfm and 

https://ldh.la.gov/index.cfm/newsroom/detail/6219.  

2.1.5 Electronic copies of material relevant to this RFP will be posted in the procurement library at the 

following web address: https://ldh.la.gov/index.cfm/page/4198 

2.1.6 Potential Proposers may request and receive historic partially de-identified Medicaid claims data 

at the parish of residence level for Calendar Year (CY) 2019 and CY 2020, for MCO covered 

services provided to the Managed Care populations by completing and submitting electronically 

the following items to the RFP Coordinator:  

2.1.6.1 Non-binding Letter of Intent to Propose; and  

https://wwwcfprd.doa.louisiana.gov/osp/lapac/pubMain.cfm
https://ldh.la.gov/index.cfm/newsroom/detail/6219
https://ldh.la.gov/index.cfm/page/4198


Page 21 of 55 
 

2.1.6.2 Signed Louisiana Medicaid MCO RFP Data Use Agreement provided in the 

procurement library. 

2.1.7 Upon receipt of the Letter of Intent to Propose and Data Use Agreement, the Proposer will be 

given instructions to obtain the data. 

 Number of Copies 

2.2.1 The Proposer shall submit one (1) original hard copy (the Certification Statement must have 

original signature signed in ink) and five (5) additional hard copies of the entire proposal. At least 

one copy of the proposal shall contain original signatures of those company officials or agents 

duly authorized to sign proposals or contracts on behalf of the organization. A certified copy of 

a board resolution granting such authority should be submitted if the Proposer is a corporation. 

The proposal containing original signatures will be retained for incorporation into any contract 

resulting from this RFP.  

2.2.2 The Proposer shall submit an electronic version of the entire proposal on three (3) USB drives. 

This submission should contain one (1) electronic file of the proposal in its entirety, in addition 

to one (1) electronic file for each RFP section identified on the Proposal Compliance Matrix, 

preferably in PDF format unless otherwise specified.  

2.2.3 If applicable based on Section 1.8, the Proposer shall submit an electronic version of the redacted 

proposal in its entirety on two (2) USB drives.  

2.2.4 All electronic copies must be machine-searchable. 

2.2.5 The evaluation team will utilize both the hard copies and the electronic copies to evaluate the 

proposal. It is the Proposer’s responsibility to ensure that all copies are complete and contain all 

required components for the evaluation. The Proposer must certify, by signing the Certification 

Statement, that all copies are correct and complete.  

 Legibility/Clarity 

Responses to the requirements of this RFP in the formats requested are desirable with all questions 

answered in as much detail as practicable. The Proposer’s response should demonstrate an understanding 

of the requirements. Proposals prepared simply and economically, providing a straightforward, concise 

description of the Proposer’s ability to meet the requirements of the RFP are also desired. Each Proposer 

shall be solely responsible for the accuracy and completeness of its proposal. 

 Proposal Response Format 

The Proposer should respond to each item in the order in which it appears in Part 2 of the RFP. The proposal 

should contain a table of contents, and each section should be separated by a tabbed page that includes 

headings and numbering to match the corresponding section of the RFP. 



Page 22 of 55 
 

2.4.1 The proposal should include a cover letter on the Proposer’s letterhead and include the following 

information:  

2.4.1.1 Location of Proposer’s administrative office with full time personnel;  

2.4.1.2 Name and address of Proposer’s corporate principal office registered with the 

Louisiana Secretary of State, email address, website URL, and telephone number;  

2.4.1.3 Name and address of the Proposer’s corporate principal office for the purpose of 

issuing checks and/or drafts;  

2.4.1.4 Any other name(s) under which the Proposer does, or has done within the last ten (10) 

years, business;  

2.4.1.5 Ownership status (whether the bidding organization is publicly traded or privately 

held). If privately held, a statement listing name(s) and address(es) of principal owners 

who hold five percent (5%) interest or more in the organization; 

2.4.1.6 The type of legal entity (for example, corporation (profit or not for profit), limited 

partnership, general partnership, or trust), and the state where the entity is organized, 

including any parent organization; 

2.4.1.7 If out-of-state Proposer, name and address of local representative; if none, so state; 

2.4.1.8 If any of Proposer’s planned personnel is a current Louisiana State employee, or was 

employed by the State of Louisiana within the past two (2) years, provide a listing to 

include the employee name, State agency, and termination date, if applicable; 

2.4.1.9 Proposer's State and federal tax identification numbers, LaGov vendor number, and 

Louisiana Department of Revenue number, if available; 

2.4.1.10 A brief statement of the Proposer’s involvement in litigation related to the delivery of 

Medicaid benefits in the last ten (10) years; 

2.4.2 The Proposer’s response must include a business proposal and a technical proposal as described 

in Sections 2.5 and 2.6, respectively.  

2.4.3 LDH strongly urges Proposers to adhere to recommended page limits wherever specified. 

Proposals should not exceed two hundred fifty (250) pages in total, inclusive of attachments, 

appendices, and exhibits, unless explicitly exempted in this RFP. LDH reserves the right to not 

evaluate any proposal content beyond the recommended page limits.  

2.4.4 The Proposer shall not embed documents (e.g., copying a PDF within a Word document) within 

any document submitted as part of the proposal. 

2.4.5 There is no intent to limit the content of the proposals, though each proposal document should 

contain only relevant information that is specific to the topic of that proposal document as 
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required by the RFP. Emphasis should be on simple, straightforward and concise statements of 

the Proposer's ability to satisfy the requirements of the RFP. Superfluous information may be 

disregarded.  

 Business Proposal 

The Proposer shall meet all standards and must comply with all business proposal submission requirements 

in this section. For each required section listed below, the Proposer should include headings and numbering 

to match the corresponding section of the RFP. The Proposer’s business proposal should not exceed five 

(5) pages.  

2.5.1 Mandatory Qualifications 

In order to be considered for award, the Proposer must demonstrate that it has met the following 

mandatory requirements prior to the deadline for receipt of proposals: 

2.5.1.1 Meets the federal definition of an MCO, as defined in 42 C.F.R. §438.2; 

2.5.1.2 Has the capacity and willingness to perform all functions in this RFP and in the Model 

Contract; 

2.5.1.3 Is not an excluded individual or entity as described in 42 C.F.R. §438.808(b); 

2.5.1.4 Has a minimum of five (5) years of experience* as an MCO for a Medicaid managed 

care program prior to the deadline for receipt of proposals; 

2.5.1.5 Has, within the last thirty-six (36) months, been engaged in a contract or awarded a 

new contract as a Medicaid MCO in a state with a Medicaid managed care population 

equal to or greater than 1.5 million Enrollees*; and 

2.5.1.6 Has its principal place of business located inside the continental United States. 

*Experience requirements in Sections 2.5.1.4 and 2.5.1.5 may be satisfied if the Proposer is a 

new MCO that takes direction from its parent organization, and the parent organization operates 

a Medicaid MCO that meets the requirements of those sections. 

2.5.2 Conflict of Interest 

Neither the Proposer nor any of its subcontractors may have any interest that will conflict, as 

determined by LDH, with the performance of services required under this RFP. To demonstrate 

freedom from conflicting interests, the Proposer must submit the following: 

2.5.2.1 A signed Exhibit A, Certification Statement, attesting that the Proposer does not have 

any financial, legal, contractual, and other business interest that will conflict in any 

manner or degree with the performance required under the contract;   
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2.5.2.2 A signed Exhibit A, Certification Statement, attesting that the Proposer does not have, 

nor does any of the Proposer’s Material Subcontractors have, any financial, legal, 

contractual or other business interest in LDH’s Enrollment Broker Contractor, or in 

such vendors’ subcontractors, if any;  

2.5.2.3 A signed Exhibit A, Certification Statement, attesting that the Proposer agrees to 

submit any additional information requested by LDH that, in LDH’s judgment, may be 

relevant to the Proposer’s financial, legal, contractual, or other business interests as 

they relate to the RFP and contract; 

2.5.2.4 A statement describing any and all of the financial, legal, contractual, and other 

business interests of the Proposer and any subcontractor, its affiliates, partners, 

parent(s), subsidiaries, and related organizations, if any, that may affect or impact its 

performance under the contract. In cases where such relationships or interests exist 

or appear to exist, describe how a potential or actual conflict of interest will be avoided 

or remedied; and 

2.5.2.5 Any other information that may be relevant to the Proposer’s or any material 

subcontractor’s financial, legal, contractual, or other business interests as they relate 

to the RFP and contract.  

2.5.3 Moral or Religious Objections 

The Proposer shall provide:  

2.5.3.1 A statement of attestation that the Proposer has no moral or religious objections to 

providing any MCO Covered Services described in the Model Contract, Part 2, Services; 

or  

2.5.3.2 A statement of any moral and religious objections to providing any MCO Covered 

Services. The statement must describe, in as much detail as possible, all direct and 

related services that are objectionable. It must include a listing of the codes impacted 

including but not limited to CPT codes, HCPCS codes, diagnosis codes, revenue codes, 

modifier codes, etc., and if there are none, it must so state. 

2.5.4 Material Subcontractors 

Proposers may enter into subcontractor arrangements or agreements, however, shall 

acknowledge in their proposals total responsibility for the entire contract.  

2.5.4.1 If the Proposer intends to subcontract for portions of the work, the Proposer shall 

identify any subcontractor relationships and include specific designations of the tasks 

to be performed by the subcontractor. Information required of the Proposer under the 

terms of this RFP shall also be required for each subcontractor, if requested by the 

State. The prime Contractor shall be the single point of contact for all subcontract 

work. 
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2.5.4.2 The Proposer shall state whether material subcontractors will be used to provide all, 

or part, of any program area or function that relates to the delivery or payment of 

MCO Covered Services under the contract, and if so, shall identify each such 

subcontractor by corporate or other legal entity name, address, and telephone 

number. Additional information is requested in the technical proposal requirements. 

2.5.4.3 Where the Proposer utilizes a material subcontractor to provide behavioral health, 

pharmacy,or vision or transportation services, or a value-added benefit such as dental 

service, the Proposer should provide a completed Exhibit B, Material Subcontractor 

Response Template, including the executed or draft agreement, for each material 

subcontractor. This response may be submitted in electronic format in lieu of hard 

copy and is exempt from the business proposal and total page limits. 

2.5.4.4 The Proposer must submit a signed Exhibit A, Certification Statement, attesting that 

the Proposer: 

2.5.4.4.1 Acknowledges it will not be relieved of any legal obligations under any 

contract resulting from this RFP as a result of any contracts with 

subcontractors, that it shall be fully responsible for the subcontractor’s 

performance, and that all partnership agreements, subcontracts, and 

other agreements or arrangements for reimbursement will be in writing 

and will contain terms consistent with all terms and conditions of the 

contract; and 

2.5.4.4.2 Acknowledges that proposals to use subcontractors shall not cause any 

additional administrative burden on LDH as a result of the use of multiple 

entities. 

2.5.4.4.3 Unless provided for in the contract, the Proposer shall not contract with 

any other party for any of the services provided for therein without the 

express prior written approval of the Department. 

2.5.5 Financial Condition [exempt from business proposal and total page limits]  

2.5.5.1 The Proposer shall submit documentation to demonstrate to the satisfaction of LDH 

that the Proposer’s organization (and the Proposer’s parent organization) has 

adequate financial resources for performance, or has the ability to obtain such 

resources as required during performance. The documents submitted should include 

the following:  

2.5.5.1.1 Copies of audited financial statements for each of the last three (3) years, 

including at least a balance sheet, profit and loss statement, or other 

appropriate documentation, and the auditor’s report. The Proposer 

should also submit such information with respect to the Proposer’s 

parent organization. The Proposer may submit this information in 

electronic format in lieu of hard copy.; and  
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2.5.6 Required Forms and Certifications [exempt from the business proposal and total page limits]  

The Proposer shall complete and submit the forms detailed below. Electronic versions of the 

forms are available in the procurement library. 

2.5.6.1 Exhibit C, Proposal Compliance Matrix. 

2.5.6.2 Exhibit A, Certification Statement. The Proposer must be registered as a vendor with 

the Louisiana Procurement and Contract Network (LaPAC) prior to submitting their 

proposal, and must include their vendor number on the Proposer’s Certification 

Statement. Information on registration may  be found at 

https://wwwcfprd.doa.louisiana.gov/osp/lapac/Vendor/VndPubMain.cfm?tab=2.   

2.5.6.3 Exhibit D, Medicaid Ownership and Disclosure Form, as Federal laws require full 

disclosure of ownership, management, and control of MCOs. The Proposer may submit 

this information in electronic format in lieu of hard copy. 

 Technical Proposal 

2.6.1 The Proposer should submit all materials, including narratives and attachments, as specified in 

this section in the order in which the information is requested. Proposers will be evaluated on 

the quality and completeness of their responses to the technical proposal questions. Responses 

should demonstrate the Proposer’s full understanding of all specified requirements contained in 

the Model Contract, with references to corresponding sections of the Model Contract where 

appropriate.  

2.6.2 Proposer Organization and Experience  

2.6.2.1 Proposer Organization [2-page limit; information related to non-compliance actions 

are exempt from section-specific page limit] 

2.6.2.1.1 The Proposer should provide a brief summary of the organizational 

history of the Proposer and, where applicable, its parent organization, 

organizational goals, the relevance of Medicaid managed care to the 

mission of the organization, volume of Medicaid managed care business, 

and in which states the Proposer currently serves the Medicaid 

population. 

2.6.2.1.2 The Proposer shall identify whether the Proposer, and/or its parent 

organization, and its affiliate organizations have any current Medicaid 

managed care contracts in state programs (including in Louisiana’s 

current program) or have completed any such contracts over the past 

seven (7) years. 

 It is desired that Proposers have a minimum of seven (7) years of 

experience in providing health care services for a Medicaid 

https://wwwcfprd.doa.louisiana.gov/osp/lapac/Vendor/VndPubMain.cfm?tab=2
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managed care program prior to the deadline for receipt of 

proposals. 

 It is also desired that Proposers have, within the last twelve (12) 

months, been engaged in a contract or awarded a new contract 

as a Medicaid MCO in a state with a Medicaid population equal 

to or greater than 1.5 million Enrollees. 

2.6.2.1.3 Proposer shall identify and describe any instances of non-compliance 

which the Proposer, and/or its parent organization, and its affiliate 

organizations have incurred as a part of any Medicaid managed care 

contracts (including Louisiana’s current program) within the past seven 

(7) years. For each non-compliance action listed, Proposer shall indicate 

the type of non-compliance action, the date the non-compliance was 

issued, the reason the non-compliance action was issued, the issuing 

entity, the state(s) in which the Proposer was providing services for which 

the non-compliance action was issued, details of the sanctions applied 

against the Proposer because of the non-compliance, and the steps taken 

by the Proposer to address non-compliance. 

2.6.2.1.4 Proposer shall provide a brief statement if any of the following has 

occurred: Within the last ten (10) years, Proposer’s Medicaid managed 

care contract was (1) terminated or not renewed for non-performance or 

poor performance; and/or (2) terminated on a voluntary basis prior to 

the contract end date. The Proposer must provide the name and contact 

information of the lead program manager of the contracting entity.  

2.6.2.2 Proposed Staff Qualifications and Organizational Structure [6-page limit; 

organizational chart and resumes are exempt from section-specific page limit] 

2.6.2.2.1 The Proposer should describe its process for identifying its key personnel 

and describe its management structure and organization; 

2.6.2.2.2 For each individual appointed to a key personnel role, the Proposer 

should provide the individual’s name, résumé, and key personnel role. If 

the individual is not required to serve exclusively in the key personnel 

role, the Proposer should provide a brief description of the individual’s 

other responsibilities; and 

2.6.2.2.3 The following information about the Proposer’s operating structure:  

 A description of the operating structure’s leadership and how 

this leadership reports to and otherwise interacts with the 

Proposer’s governance structure and parent corporation, if 

applicable; 
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 An organizational chart of the Proposer’s operating structure, 

depicting the key teams or units involved in performing the 

Proposer’s activities under the contract, including roles of any 

material subcontractors identified in response to 2.5.4; 

 For each such team or unit, a brief description of the role the 

team or unit plays, the operating activities for which it is 

accountable, and the way in which it reports to and informs 

decisions by operating leadership;  

 For each such team or unit, the number of full-time equivalents 

(FTEs) on the team or unit, a brief description of their major 

qualifications and competencies, and a brief description of the 

team or unit lead. The Proposer may assume a total enrollment 

of 350,000 for this question, and should also describe its plan to 

scale staffing levels based on increased or decreased enrollment; 

and 

 For each such team or unit, the Proposer’s approach for 

determining the appropriate staffing level, the difference 

between current and proposed staffing levels (applicable to 

incumbents only), and the timeline to scale up to the proposed 

levels.  

2.6.3 Enrollee Value-Added Benefits [15-page limit]  

2.6.3.1 The Proposer should identify whether it proposes to offer any of the following optional 

value-added benefits to its enrollees:   

2.6.3.1.1 Evidence-based non-pharmacologic alternatives to opioids for chronic 

pain management services for adults;  

2.6.3.1.2 Respite care model targeting homeless persons with post-acute medical 

needs. Model shall address strategies for counseling, nutrition, housing 

stabilization, transitional care, and other services necessary for successful 

community reintegration; 

2.6.3.1.3 Newborn circumcision benefits;  

2.6.3.1.4 Tobacco cessation benefits, other than medications and in-office tobacco 

cessation counseling services;  

2.6.3.1.5 Vision benefits for adults, including annual exam and glasses or contacts;  

2.6.3.1.6 Identification and remediation of health-harming environmental factors 

related to an enrollee’s shelter (e.g., infestations, mold, utility 
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interruptions, improper sewage drainage and treatment, and evictions) 

including legal aid services, if applicable; 

2.6.3.1.7 Nonclinical home-based interventions for asthma such as home 

remediation, periodic and repeated asthma education, targeted tobacco 

cessation education, and air purifiers; 

2.6.3.1.8 Comprehensive, evidence-based, longitudinal home visiting programs 

(for example, Nurse Family Partnership, Parents as Teachers, or Healthy 

Start) for pregnant and postpartum enrollees and their newborns. 

2.6.3.2 LDH reserves the right to add additional options during the term of the contract, and 

the selected Proposer may provide additional value-added benefits during the term of 

the contract at its option.  

2.6.3.3 For each selected value-added benefit, the Proposer should describe:  

2.6.3.3.1 The populations who may receive the benefit;  

2.6.3.3.2 The scope of the benefit, including procedure codes, descriptions where 

applicable, and how the scope compares to existing Louisiana Medicaid 

coverage;  

2.6.3.3.3 Any proposed co-payments;  

2.6.3.3.4 How the benefit will be provided to enrollees, including, if provided 

through a subcontractor, either the selected subcontractor or description 

of how the subcontractor shall be selected; and  

2.6.3.3.5 How the Proposer will provide oversight of the value-added benefits.   

2.6.3.4 For each selected value-added benefit, the proposal should indicate the PMPM 

actuarial value of benefits on a per member basis, assuming an enrollment of 350,000 

members, accompanied by a statement from the preparing/consulting actuary who is 

a member of the American Academy of Actuaries certifying the accuracy of the 

information. The PMPM actuarial value of benefits will not be evaluated but shall be a 

binding Contract deliverable. 

2.6.3.5 The proposal should include a statement of commitment to provide the selected value-

added benefits for the entire thirty-six (36) month term of the initial contract and for 

any extensions, if applicable. 

2.6.4 Population Health [12-page limit]  

2.6.4.1 The Proposer should describe its approach to, and experience with, improving 

population health for Medicaid populations including how principles of a population 
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health approach will inform and guide its managed care program in Louisiana. This 

should include approaches to such components as: 

2.6.4.1.1 Identifying baseline health outcome measures and targets for health 

improvement;  

2.6.4.1.2 Measuring population health status and identification of sub-populations 

within the population;  

2.6.4.1.3 Identifying key determinants of health outcomes and strategies for 

targeted interventions to reduce disparities;  

2.6.4.1.4 How required components of this procurement and other Proposer 

developed initiatives are integrated, representing a comprehensive 

approach to population health; and  

2.6.4.1.5 Other considerations the Proposer may seek to present.  

2.6.4.2 The Proposer should describe what it will do to address population health in the first 

year of the contract, including milestones and timeframes.   

2.6.4.3 The Proposer should describe its recent experience with utilizing data regarding social 

determinants of health (SDOH) to improve health equity and the health status of 

targeted populations, including the Proposer’s approach to collecting SDOH data. 

Include at least one example of how an issue impacted by SDOH was identified, which 

interventions were developed, how the impacts of the interventions were assessed, 

and what outcomes were achieved. The Proposer should describe how this approach 

may be applied to a population health and/or health equity priority(ies) named in the 

Model Contract.  

2.6.4.4 The Proposer should describe its approach to engage providers, enrollees, and 

families, and to contracting with community-based organizations and OPH to 

coordinate population health improvement strategies to increase health equity. 

2.6.5 Health Equity [12-page limit] 

2.6.5.1 Describe the Proposer’s management techniques, policies, procedures, and initiatives 

it has implemented to promote health equity for enrollees and the proposed approach 

to promoting health equity for its Medicaid managed care program in Louisiana.  

2.6.5.2 Specifically describe strategies the Proposer uses or will use to recruit, retain, and 

promote at all levels, personnel and leadership who are representative of the 

demographic characteristics of its Medicaid managed care populations and, in 

particular, those persons who identify as members of communities underrepresented 

in the workforce to date. 
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2.6.5.3 Describe the Proposer’s organizational practices related to ensuring the Proposer and 

its provider network provide culturally and linguistically appropriate services to 

enrollees. 

2.6.5.4 Describe the Proposer’s organizational capacity to develop, administer, and monitor 

completion of training material for its staff, contractors and network providers, 

including if providers or Material Subcontractors are currently required to complete 

training topics on health equity, beyond CLAS standards. 

2.6.5.5 Describe the Proposer’s demonstrated experience and capacity for engaging 

community members and health care providers in improving the health of the 

community and addressing regional, cultural, socioeconomic, and racial disparities in 

health care that exist among Enrollees. 

2.6.5.6 Does the Proposer currently utilize community health workers, peer support 

specialists, and doulas in any capacity in its Medicaid managed care programs? If yes, 

please describe how these workers are utilized and how performance of the approach 

is measured and evaluated. 

2.6.5.7 Describe how the Proposer will engage Medicaid consumers and trusted messengers, 

including community health workers and/or community-based organizations, to 

improve access to quality care and reduce health disparities among Louisiana Medicaid 

enrollees. Please include specific actions, timelines, and a plan for evaluating the 

effectiveness of these partnerships at improving health equity. 

2.6.5.8 Describe the Proposer’s data collection procedures related to enrollees’ race, 

ethnicity, language, disability status (RELD data), geography, and how such data 

informs the provision of culturally and linguistically appropriate services for enrollees. 

If some types of RELD and rural/urban data is not now collected and used for this 

purpose, describe how the Proposer will incorporate RELD and geographic data.  

2.6.5.9 Describe the Proposer’s demonstrated experience (if any) and proposed approach to 

utilizing RELD and rural/urban data to improve health outcomes and address 

disparities in health outcomes for enrollees.  

2.6.5.10 Specifically, how does, or will the Proposer, stratify, analyze, and act on data regarding 

inequities in care for enrollees related to the following measures or comparable 

measures: 

2.6.5.10.1 Pregnancy: Percentage of Low Birthweight Births 

2.6.5.10.2 Contraceptive Care – Postpartum Women Ages 21–44 

2.6.5.10.3 Child: Well-Child Visits in the First 15 Months 

2.6.5.10.4 Childhood Immunizations (Combo 3) 
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2.6.5.10.5 Preventive Dental Services 

2.6.5.10.6 Immunizations for Adolescents (Combo 2) 

2.6.5.10.7 Adult: Colorectal Cancer Screening 

2.6.5.10.8 HIV Viral Load Suppression 

2.6.5.10.9 Cervical Cancer Screening 

2.6.5.11 Describe how the Proposer will leverage data analysis and community input to address 

inequities in outcomes experienced by pregnant and postpartum Black Enrollees and 

their newborns related to pregnancy, childbirth, and the postpartum period. 

2.6.5.12 Describe how the Proposer will use feedback from enrollees and their family members 

to identify and execute program improvements. Include specific examples of 

experience that will enable the Proposer to be successful in this endeavor in LA, 

including but not limited to community engagement; home visiting programs; 

collaboration with community-based organizations, doulas, and/or community health 

workers; and provider training. 

2.6.5.13 Specifically, which outcome measures does the Proposer propose to focus on to 

improve pregnancy and birth outcomes for Black populations enrolled in Louisiana 

Medicaid and what activities will the Proposer engage in to reduce disparities and 

improve outcomes for pregnant and postpartum Black Enrollees and their newborns 

during and after pregnancy? Please include specific actions and timelines. 

2.6.5.14 Describe the Proposer’s relevant experience and proposed approach to engage 

parents and adolescents in decreasing disparities for the following types of services. 

For each, include specific examples of experience that will enable the Proposer to be 

successful in this endeavor in Louisiana to address disparities (such as by 

race/ethnicity, disability status, and urban/rural status) and how you will engage 

enrollees, their family members, and providers in designing and implementing this 

initiative: 

2.6.5.14.1 Well-child visits and vaccination rates for children and adolescents. 

2.6.5.14.2 Preventive dental services for children and adolescents. 

2.6.6 Care Management [15-page limit]  

The Proposer should describe its anticipated approach to meeting the care management 

requirements of this procurement. Specifically, the proposal should include: 

2.6.6.1 The Proposer’s process for ensuring that there is success in completing enrollee health 

needs assessment (HNA) within the required time periods; 
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2.6.6.2 What tools the Proposer will use and how the Proposer will utilize those tools to 

identify individuals who can potentially benefit from case management; 

2.6.6.3 How the Proposer will engage enrollees who may potentially benefit from case 

management in the program, including any specific considerations for the following 

groups: 

2.6.6.3.1 Children and youth with special health care needs including behavioral 

health needs; 

2.6.6.3.2 Pregnant and postpartum enrollees with substance use disorder and 

their newborns; 

2.6.6.3.3 Children from immigrant families who may have unique cultural and 

linguistic needs; 

2.6.6.3.4 Pregnant enrollees prior to delivery, to ensure that they will establish 

care with a pediatrician; 

2.6.6.3.5 Enrollees at risk for rapid repeat birth, defined as pregnancy occurring 

within eighteen (18) months of a birth; 

2.6.6.3.6 Adolescents transitioning to adulthood; 

2.6.6.3.7 Children with type 1 diabetes mellitus; 

2.6.6.3.8 Enrollees with adverse childhood experience; 

2.6.6.3.9 Enrollees with food insecurity; and 

2.6.6.3.10 Enrollees without reliable telephone access. 

2.6.6.4 How the Proposer will identify the appropriate tier of case management for an enrollee 

using objective measures and criteria, which types of support are provided in each tier, 

and the process for developing an individual Plan of Care;   

2.6.6.5 How the Proposer will coordinate with providers and State staff that may provide case 

management support to enrollees so as to not duplicate services; and 

2.6.6.6 If the Proposer intends to establish a delegated case management program as 

described in Attachment A, Model Contract, Part 2: Contractor Responsibilities, 

Section 2.7.15 Delegated Case Management, include how the Proposer will identify 

and select qualified physicians, advanced practice registered nurses, and physician 

assistants for the purposes of delegating and making payment for case management 

services. The Proposer should also identify how the reimbursement methodology will 

be established. 
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2.6.7 Case Scenarios [5-page limit per scenario]  

The Proposer should provide its approach to serving Enrollees through its response to case 

scenarios. As part of its response to each case scenario, the Proposer should describe how it will 

ensure access to appropriate MCO Covered Services and provide support to enrollees through 

case management or other tools. In addition, the Proposer should provide details on the 

resources and infrastructure that it will bring to serve these individuals in Louisiana. 

The case scenarios do not describe the entirety of the enrollee’s health and social history and 

the Proposer should not make assumptions. When multiple courses of action or outcomes are 

possible, the Proposer should provide a scenario analysis indicating what actions the Proposer 

would take given a wide range of possible circumstances.  

2.6.7.1 The Proposer has an enrollee who is a 5-year-old boy who is noted to have several 

active medical issues when seen by his PCP for his annual well visit, including obesity, 

excessive sleepiness, enuresis, compulsive eating behaviors, and behavioral problems 

at school including hitting the teacher and eloping from the building. He is initially 

referred to child psychiatry and sleep medicine. He receives a sleep study that reveals 

only mild obstructive sleep apnea, and he is then referred to an otolaryngology 

specialist for possible tonsillectomy and adenoidectomy. At a follow up visit with the 

PCP it is noted that the enrollee is sleeping throughout the visit and difficult to arouse, 

despite no report of extenuating circumstance such as having stayed up late the night 

before. The severity of the enrollee’s symptoms is concerning for a possible 

neurological sleep disturbance, and a referral to neurology is also made. However, due 

to COVID-19 the otolaryngologist and neurology appointments are postponed. A 

psychiatry appointment is not made due to difficulty finding a provider who accepts 

Medicaid in his area. The PCP appropriately tracks this sequence of events and 

contacts the enrollee’s caregiver several times over the subsequent months to assist 

with referrals to neurology, otolaryngology, and psychiatry. However, appointments 

to these subspecialists are not kept. Several months later the enrollee returns to the 

PCP for a sick visit for help with continued sleepiness, enuresis, and continued 

discipline issues since returning to school. Care coordination is again attempted by the 

PCP. When he returns 2 months later for his well-child visit his obesity has worsened 

and all other issues persist or continue to worsen without adherence to subspecialty 

appointments that had been made or family pursuit of behavioral health supports. 

Psychiatry services have still not been found due to the beneficiary’s location and 

insurance.  

2.6.7.1.1 Describe what systems the Proposer will have in place to identify this 

enrollee as having persistent and untreated medical issues. 

2.6.7.1.2 Describe what process the Proposer will have in place to ensure that the 

enrollee has coverage of all Medicaid-coverable and medically necessary 

services, including those not on the Proposer’s usual fee schedules and 

those not covered under the State plan. 
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2.6.7.1.3 Describe how the Proposer will assist the provider and the enrollee’s 

caregivers with adherence to recommended referrals and in obtaining 

pediatric psychiatric care.  

2.6.7.2 The Proposer has an enrollee who is a 14-year-old male residing with his mother, his 

6-year-old brother, and his 4 year-old-sister, in Bunkie, who has comorbid mild-

moderate neurocognitive issues along with attention deficit hyperactivity disorder, 

post-traumatic stress disorder, oppositional defiant disorder, and mood dysregulation 

disorder. He has episodic aggression toward teachers, classmates, his mother and 

siblings, to the point his mother is worried that she cannot manage him at home safely 

with younger siblings. The youth was recently treated at the psychiatric residential 

treatment facility level of care (4-month treatment episode) and returned home three 

months ago with outpatient treatment from his pediatrician (medication 

management) and Community Psychiatric Support and Treatment (CPST) 

rehabilitation services in the home. His CPST worker meets with him individually twice 

per week. In the past two weeks his mother reports escalating aggression in the home, 

his school behavior is causing school suspensions, and his mother reports concern 

about losing her employment due to multiple calls to her at work, as well as concern 

about safety of younger siblings due to the youth’s aggression. 

Recently, his mother called law enforcement during an episode of aggression in the 

home, the youth was taken by law enforcement to the emergency department, was 

placed under a Physician’s Emergency Certificate (PEC), and was hospitalized. 

 

After a 5-day inpatient stay, the hospital reports the youth is stable, no longer meets 

medical necessity criteria for an inpatient stay, and the hospital schedules discharge. 

His mother states she does not feel the youth is safe to return to the home, does not 

agree to discharge, and states she will not pick the youth up from the hospital. The 

hospital communicates the plan to make a report to the Department of Child and 

Family Services (DCFS) for abandonment. 

 

2.6.7.2.1 How would the Proposer assure assessment for and access to specialty 

and evidenced-based treatment to provide clinically indicated and 

medically necessary services for this youth and family in order to 

successfully manage this youth in the community, preventing the need 

for DCFS involvement, emergency department referrals and inpatient 

and/or residential services for this youth. 

2.6.7.2.2 If/when inpatient or residential level of care is recommended for more 

intensive treatment and safety, what might the Proposer do to help 

address member and family service needs related to comorbid 

neurocognitive and behavioral health diagnoses to assure successful 

transition back to the family, and community tenure longer than the 

current three months? 
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2.6.7.3 The Proposer has an enrollee that is a 17-year-old girl who immigrated to New Orleans 

to live with her brother and father after she was sexually assaulted. She is pregnant 

and enrolls in Medicaid. The enrollee and her family speak only Spanish, and neither 

Neither the enrollee nor her brother or father are able to read or write in English or 

Spanish. She soon gives birth to a baby girl with hydranencephaly. The baby is 

discharged from the NICU with hospice arrangements as the baby is not expected to 

live past a year. The enrollee brings her daughter to her PCP one day and the infant 

appears very ill. She is taken by ambulance to the hospital where she is diagnosed with 

diabetes insipidus and requires hospitalization. Palliative care providers assist in her 

care and DNR orders are placed. The infant is stable when discharged home. 

2.6.7.3.1 Describe how the Proposer will provide care management for both the 

medically complex infant and her adolescent mother. 

2.6.7.3.2 How will the Proposer ensure that language and cultural barriers do not 

negatively impact the enrollee’s access to care and needed health 

education. 

2.6.7.4 The Proposer has an enrollee who is a 49-year-old male. He has a history of brain 

injury, alcohol abuse, neuropathy, schizophrenia and uses a wheelchair. He was a 

resident at a nursing facility but had a desire to transition to the community. The 

enrollee was able to transition to the community with assistance from a transition 

coordinator. Daily tasks related to self-care and maintaining a household (cooking, 

shopping, etc.) are met through a Home and Community Based Services (HCBS) Waiver 

operated by the Office of Aging and Adult Services. Since transitioning to the 

community, the enrollee reports that he experiences pain in his feet. The pain does 

not seem to be adequately controlled by pain medication and he frequents the 

Emergency Department seeking relief. There are also reports of numerous falls in his 

apartment. Since transitioning to the community, he has started to consume alcohol.  

2.6.7.5 Over several months, alcohol consumption increased, which led to the enrollee 

displaying socially inappropriate behaviors such as yelling and using profanities when 

speaking to direct care staff and other residents of the apartment community and to 

appearing nude in common areas of the apartment community. The ongoing use of 

profanity and repeated nudity caused the enrollee to be evicted from two apartment 

complexes. Local police were contacted on one occasion, resulting in an arrest. 

Enrollee was referred to a 30-day detox/inpatient program for alcohol abuse. He 

completed treatment and was discharged to a third apartment. Within a few weeks, 

the enrollee engaged excessive alcohol consumption. Enrollee denies having any 

problems with alcohol and indicates he does not remember any of the behaviors 

described. Due to repeated issues with profanity and nudity in public areas of the third 

complex, he is at risk for a third eviction. 

2.6.7.5.12.6.7.4.1 How will the Proposer address this enrollee’s needs? 
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2.6.7.62.6.7.5 The Proposer has an enrollee that is a 42-year-old woman, who lives alone with 24/7 

care through the New Opportunities Waiver. She attends a day habilitation program 5 

days per week and spends approximately 10 hours per day in her wheelchair coming 

out mainly for brief changes. She is dependent on caregivers for all mobility, transfers, 

and completion of activities of daily living. Her oral hygiene is poor due to lack of dental 

care for the past 7 years, she exhibits undiagnosed swallowing difficulties, and she has 

been receiving bed baths for the past several years as her contractures inhibit 

accessing her tub. The original referral indicates replacement of missing wheelchair 

parts. Her case has been active for 3 years without resolution of her obtaining a new 

wheelchair.  

2.6.7.7 Her diagnoses include Cerebral Palsy with spastic quadriplegia, Scoliosis, and 

Hypertension along with other medical conditions—joint contractures and left hip 

dislocation with dysplasia. Her wheelchair has been in disrepair for several months 

with missing parts, and her wheelchair seating system no longer meets her positioning 

needs. During this period, she has developed skin breakdown in her groin area from 

sliding in her wheelchair and experiencing prolonged pressure on the pommel. Her 

caregivers prop her legs on the couch or a chair due to missing foot rests, which has 

led to fixed knee extension contractures. Her baclofen levels have remained the same 

for the past 6 years. An appointment with a local neurologist accepting Medicaid could 

not be obtained, and she began services from a neurologist 52 miles away. 

Transportation for these appointments is limited. Her provider staff are unable to take 

her to the appointments due to lack of reimbursement and far distance, and her mom 

works 2 jobs attempting to bring her when she is able to take off work. Mom does not 

have a wheelchair accessible vehicle and she cannot sit unsupported in a standard car 

seat. For nearly 6 months, the case manager was unable to locate an orthopedist 

participating in her provider plan and willing to accept a new case. Finally, after being 

seen by an orthopedist, he referred her to outpatient physical therapy for conservative 

intervention of her contractures. She attended a total of 5 visits: evaluation, 3 

treatments and a discharge visit. The orthopedist is now planning surgical 

interventions and post-surgical inpatient rehabilitation followed by home health 

therapy. While she is able to communicate, intelligibility is significantly impaired due 

to poor breath support and dysarthric features of speech. 

 

2.6.7.7.12.6.7.5.1 How would the Proposer address the various complex health 

care needs of this individual? 

2.6.7.7.22.6.7.5.2 How would the Proposer address improved access to the services 

and insure services are delivered in a more timely manner for this 

individual? 

2.6.7.82.6.7.6 The Proposer has an enrollee that is a 13-year-old girl who recently presented for 

a sick visit to her pediatrician with a complaint of lightheadedness, and was diagnosed 

with an eating disorder and malnutrition. She required a Physician Emergency 

Certificate to achieve acute care hospital admission because, despite being 
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bradycardic and hypothermic, in the pediatrician’s office, neither the enrollee nor her 

parents believed she required medical care. During her hospitalization, she developed 

electrolyte abnormalities concerning for refeeding syndrome but was able to stabilize 

and tolerate feeding by mouth. A psychiatry consult was obtained that confirmed a 

diagnosis of anorexia nervosa and recommended intensive outpatient psychiatric and 

nutrition therapy once stable enough to be discharged. The enrollee’s parents became 

appropriately concerned and attentive to her disorder, and took her to frequent 

appointments with her pediatrician to monitor her physical health. However, the 

psychiatrist that participates in Medicaid is located 1.5 hours from their home, and 

they were unable to find any outpatient nutritionists who had experience with eating 

disorders. The enrollee subsequently required 2 more acute care hospitalizations and 

1 5-day admission to a child and adolescent behavioral health hospital. However, she 

remains in poor overall health with only minimal improvement in her disorder. Her 

parents cannot afford to admit her to an eating disorder center recommended to them 

in another state.  

2.6.7.8.12.6.7.6.1 How will the Proposer address the acute and chronic 

components of this child’s care needs? 

2.6.7.92.6.7.7 The Proposer has an enrollee that is a 25-year-old man with a past medical history 

of sickle cell disease. He has had a very complicated medical history including multiple 

strokes, acute chest syndrome, vaso-occlusive crises, avascular necrosis of the hip, and 

chronic pain. In the past 6 months, he has had 10 emergency department visits for 

vaso-occlusive crises. He does not have a regular PCP and believes that he has been 

treated very unfairly by the healthcare system. He believes that he has been subject 

to discrimination due to his African American race, his sickle cell disease, and his 

chronic pain, and is routinely given poor care or intentionally neglected. He does not 

have a reliable mobile phone and is unstably housed. 

2.6.7.9.12.6.7.7.1 How will the Proposer address this enrollee’s needs? 

2.6.7.9.22.6.7.7.2 What systems and policies will the Proposer have in place to 

promote health equity that would apply to this enrollee?  

2.6.7.102.6.7.8 The Proposer has an enrollee that is a 25-year-old woman who is 

pregnant and has opioid use disorder, benzodiazepine use disorder, and stimulant use 

disorder in addition to co-morbid schizoaffective disorder and major depression 

disorder with psychotic features. She does not have a reliable or regular source of care 

and has presented to the emergency department multiple times for either drug 

intoxication or withdrawal. She is unstably housed and lacks any form of 

transportation. 

2.6.7.10.12.6.7.8.1 What systems will the Proposer have in place to be able to 

identify this enrollee? 
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2.6.7.10.22.6.7.8.2 What specific steps will the Proposer take to address this enrollee’s 

needs? The Proposer should list these in priority order. 

2.6.7.10.32.6.7.8.3 What steps will the Proposer take, both pre- and postpartum, to 

ensure that the newborn is linked to a pediatrician? 

2.6.7.112.6.7.9 The Proposer has an enrollee that is a 57-year-old woman who has a 

history of poorly controlled diabetes mellitus, hypertension, coronary artery disease, 

bi-polar disorder, smoking, and low back pain. In the past 6 months, she has visited the 

emergency department 15 times and been hospitalized once for 5 days. 

2.6.7.11.12.6.7.9.1 What process would the Proposer use to understand the reasons 

behind this enrollee’s use of acute care? 

2.6.7.11.22.6.7.9.2 How would the Proposer address the enrollee’s identified needs? 

Give specific examples of common medical, psychosocial/behavioral, and 

social issues among Medicaid enrollees.  

2.6.7.11.32.6.7.9.3 How would the Proposer manage this enrollee in the community 

to increase patient engagement, support adherence to medical and 

behavioral treatment plans and recommendations? 

2.6.8 Network Management [10-page limit] 

2.6.8.1 The Proposer should demonstrate how it will ensure timely access to culturally 

competent primary and specialty care services, necessary to promote LDH’s goals of 

utilizing providers who are accepting new Medicaid patients or are regularly serving 

Medicaid patients in their offices or practices. 

2.6.8.2 Specifically, the proposal should include: 

2.6.8.2.1 Work plan that includes strategies and timeline to build, or scale up, or 

maintain its provider network to meet network adequacy standards by 

the Readiness Review; 

2.6.8.2.2 Identification of network gaps (distance standards, after-hours clinic 

availability, closed panels, etc.);  

2.6.8.2.3 Strategies that will be deployed to increase provider capacity and meet 

the needs of enrollees where network gaps have been identified;   

2.6.8.2.4 What you consider to be the most significant challenges to developing a 

complete Statewide Provider network; 

2.6.8.2.5 Strategies (including a description of data sources or tools utilized) for 

monitoring compliance with the provider network standards Attachment 

F, Provider Network Standards;  
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2.6.8.2.6 Strategies for recruitment and retention efforts, particularly in areas 

where network gaps exist;  

2.6.8.2.7 Strategies to ensure that your provider network is able to meet the multi-

lingual, multi-cultural and disability needs of its enrollees; and 

2.6.8.2.8 Details regarding planned protocol for terminating network providers 

without cause, including how to minimize negative impact on enrollees. 

2.6.9 Provider Support [812-page limit]  

2.6.9.1 The Proposer should offer support to providers in a number of ways under the contract 

to ensure that providers receive timely payment and appropriate support over the 

course of the contract. In its response, the Proposer should describe its relevant 

experience and proposed approach to working with participating Providers to serve 

Enrollees and for ongoing network management in accordance with Model Contract 

Section 2.10: Provider Services and Support, to effectively manage provider relations 

and communications. The Proposer should also describe the activities and approaches 

that it will implement to minimize provider complaints, contracting issues, and prior 

authorization and claims concerns. Specifically, the Proposer should describe:  

2.6.9.12.6.9.1.1 Its process to determine adequate provider relations staffing 

coverage for the provider network;  

2.6.9.22.6.9.1.2 Strategies to provide effective and timely communications with 

providers, including the development of a provider education program;  

2.6.9.32.6.9.1.3 The processes that the Proposer will put in place to support 

providers with high claims denial rates; and  

2.6.9.42.6.9.1.4 The processes that the Proposer will put in place for evaluating 

and resolving provider disputes in a timely manner, including disputes 

specific to the automatic assignment policy and the assignment of an 

individual enrollee.  

2.6.9.52.6.9.2 The Proposer should describe how it will support the provider to improve quality 

and reduce costs through delivery system and payment reform strategies. Specifically, 

the Proposer should describe:  

2.6.9.62.6.9.2.1 Strategies to support primary care providers, including but not 

limited to investments in primary care infrastructure and practice 

coaching to support delivery system reform;  

2.6.9.72.6.9.2.2 Strategies to support behavioral health and other specialty 

providers to participate in delivery system reform activities; and  
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2.6.9.82.6.9.2.3 Strategies to share provider performance data with providers in a timely, 

actionable manner.   

2.6.9.92.6.9.3 The Proposer should describe in detail its provider engagement model. 

Specifically, the Proposer should include the following elements in its description:  

2.6.9.102.6.9.3.1 The Proposer’s staff that play a role in provider engagement;  

2.6.9.112.6.9.3.2 The presence of local provider field representatives and their 

role; 

2.6.9.122.6.9.3.3 The mechanism to track interactions with providers (electronic, 

physical and telephonic);  

2.6.9.132.6.9.3.4 How the Proposer collects and analyzes utilization data and 

provider feedback, including complaints received, to identify specific 

training needs;  

2.6.9.142.6.9.3.5 The metrics used to measure the overall satisfaction of network 

providers; and  

2.6.9.152.6.9.3.6 The approach and frequency of provider training on MCO and 

Louisiana Medicaid Managed Care Program requirements.  

2.6.10 Utilization Management [15-page limit]  

2.6.10.1 The Proposer should describe how it will satisfy the requirements for authorization of 

services set forth in the Model Contract. The Proposer should submit a flow chart 

depicting the proposed workflow from initial request to final disposition, including the 

proposed workflow for expedited authorizations.   

2.6.10.2 The Proposer should describe how it will satisfy the requirements for utilization 

management set forth in the Model Contract. Such description should include:  

2.6.10.2.1 The proposed criteria to use in its utilization management process and 

how such criteria will be applied, including both determination of 

appropriateness of treatment and site of treatment;  

2.6.10.2.2 The Proposer’s process for monitoring and addressing high emergency 

room utilization;  

2.6.10.2.3 The Proposer’s process for Pre-Admission Screening and Resident Review 

(PASRR) and concurrent reviews;  

2.6.10.2.4 How the Proposer complies with mental health parity requirements; and 
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2.6.10.2.5 How the Proposer identifies and mitigates over-utilization, including any 

targeted categories. 

2.6.10.3 The Proposer should describe its historical experience with utilization management of 

comparable populations. Such description should include:  

2.6.10.3.1 Challenges identified with high utilization and increasing medical trends;  

2.6.10.3.2 Initiatives undertaken to manage high utilization;   

2.6.10.3.3 Initiatives to address use of low value care;   

2.6.10.3.4 Initiatives to address long term stays of enrollees in the ER based on 

limited availability of mental health and/or substance use services; and   

2.6.10.3.5 Initiatives undertaken to support providers with high prior authorization 

denial rates. 

2.6.11 Quality [15-page limit; clinical practice sample guidelines, NCQA rating attachment, and 

certificates of accreditation are exempt from section-specific and total page limits]  

2.6.11.1 The Proposer should describe its organizational commitment to quality improvement 

and its overall approach and specific strategies that will be used to advance Louisiana 

Medicaid’s Quality Strategy and incentive-based quality measures identified in 

Attachment H, Quality Performance Measures.   

2.6.11.2 The Proposer’s approach should include:  

2.6.11.2.1 A description of the Proposer’s assessment (using available data sources) 

of utilization rates and the potential for improvement;  

2.6.11.2.2 A description of incentives that will be implemented for providers and 

enrollees to incentivize delivery of the right care in the right place at the 

right time; and  

2.6.11.2.3 A description of evidence-based interventions and strategies that will be 

used to target super-utilizers and reduce potentially preventable events.  

2.6.11.3 The Proposer should describe how the Proposer’s Medicaid managed care Quality 

Assessment and Performance Improvement (QAPI) Program includes the following 

functions related to organization-wide initiatives to improve the health status of 

covered populations, and describe in detail at least one (1) data-driven clinical 

initiative that the Proposer initiated within the past twenty-four (24) months that 

yielded improvements in clinical care for similar populations. Functions include:   
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2.6.11.3.1 Analyzing gaps in delivery of services and gaps in quality of care, areas for 

improved management of chronic and selected acute diseases or 

conditions, and reduction in disparities in health outcomes;  

2.6.11.3.2 Identifying underlying reasons for variations in the provision of care to 

enrollees; and  

2.6.11.3.3 Implementing improvement strategies related to analytical findings 

pursuant to the two (2) functions described above.  

2.6.11.4 The Proposer should submit an overview of its proposed approach to Quality 

Management and Quality Improvement (QM/QI). As part of its response, the Proposer 

should submit a description of:   

2.6.11.4.1 The Proposer’s current QM/QI organizational plan description, goals, 

quality committees, and schedule of QM activities;  

2.6.11.4.2 A description and organizational chart of its proposed QM/QI program, 

including a list of the Proposer’s staff dedicated to and responsible for 

administering and operating the Proposer’s QM/QI program as described 

in these sections, including the role of the QM Director and staff;   

2.6.11.4.3 The Proposer should demonstrate its capacity to participate in LDH’s 

annual HEDIS® performance measurement and reporting initiative and 

the proposed availability of resources dedicated to the initiative and 

other measurement and data-driven initiatives;  

2.6.11.4.4 The Proposer should provide an example of a recent successful quality 

improvement activity; and   

2.6.11.4.5 The Proposer should describe how it will identify quality improvement 

plans and projects to put in place, what potential topics may be, and how 

the Proposer will monitor the implementation and outcomes of the 

activity.  

2.6.11.5 The Proposer should submit a list of clinical practice guidelines relevant to the LDH 

Medicaid population that the Proposer proposes to use, a sample of one such 

guideline, and the following:  

2.6.11.5.1 The proposed process for developing adopting and disseminating clinical 

practice guidelines, in collaboration with the other MCOs, to participating 

providers and enrollees;  

2.6.11.5.2 How scientific evidence and the opinions of in-network and out-of-

network experts and providers will be incorporated into such guidelines;  
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2.6.11.5.3 How the Proposer plans to evaluate providers’ adherence to clinical 

practice standards and evidence-based practice, and any interventions 

that the Proposer may take to encourage adherence; and  

2.6.11.5.4 The ongoing evaluation process for updating and revising the Proposer’s 

clinical practice guidelines to ensure consistency with medical practice 

standards.  

2.6.11.6 The Proposer should submit, as an attachment using the Quality Response Template 

provided in the procurement library, its NCQA Health Insurance Plan Ratings (2019 - 

2020) for all of the Proposer’s and its parent organization’s (including affiliates) 

Medicaid managed care contracts with full NCQA accreditation. If the Proposer has 

interim accreditation for Louisiana, it should include the Louisiana Medicaid 

experience. The Proposer may submit this information in electronic format in lieu of 

hard copy. 

2.6.11.7 The Proposer should provide a copy of its certificate of accreditation by the National 

Committee for Quality Assurance (NCQA) for each of its Medicaid managed care 

contracts. If the Proposer is not accredited in Louisiana, the Proposer should provide 

a specific timeline outlining the Proposer’s plan to achieve full accreditation in 

Louisiana as soon as possible after the execution of a contract. It is preferred, though 

not mandatory, that Proposers be accredited by NCQA as a Medicaid MCO in Louisiana 

or be accredited in another state prior to the deadline for receipt of proposals.  

2.6.11.8 Where a Proposer utilizes a material subcontractor to provide behavioral health 

services, the Proposer should also include NCQA accreditation information for the 

material subcontractor or describe how it will achieve accreditation. 

2.6.12 Value-Based Payment [10-page limit]  

2.6.12.1 The Proposer should propose a Value-Based Payment (VBP) strategic plan, including 

an implementation timeframe, which identifies specific VBP models for 

implementation, based on the Health Care Payment Learning and Action Network 

(HCP-LAN) Alternative Payment Method (APM) Framework. This strategy should place 

emphasis on the evolution of providers along the APM model continuum. The 

Proposer’s VBP strategy should clearly indicate which APMs for different provider 

types will be in place by contract execution. 

2.6.12.2 The strategy should also indicate how the Proposer plans to expand or further enhance 

these initial efforts through VBP steps to be taken in the first three (3) contract years.  

2.6.12.3 The Proposer should include its specific goals for VBP over the life of the contract. Such 

goals should incorporate:   

2.6.12.3.1 The specific models and VBP arrangements the Proposer will implement 

to ensure that it meets the VBP thresholds for provider payments in such 
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arrangements in CY 2023 as described in Part 2, Value Based Payment of 

the Model Contract, and the impact of the models on potential incentive 

earnings by providers, assuming an enrollment of 350,000 members;   

2.6.12.3.2 The quantitative, measurable, clinical outcomes the Proposer seeks to 

improve through implementation of such models (e.g. reducing 

emergency department utilization associated with a specific patient 

population);  

2.6.12.3.3 How the Proposer proposes to expand VBP arrangements over the initial 

years of the contract, and specifically which of the preferred VBP models 

will be proposed for implementation in the first three (3) years of the 

contract; and   

2.6.12.3.4 How the Proposer will support providers in successful delivery system 

reform through these payment arrangements, including the types of 

technical assistance and data that the Proposer will offer to providers. 

2.6.13 Claims Management and Systems and Technical Requirements [10-page limit; data flows and 

charts are excluded from section-specific and total page limits]  

2.6.13.1 The Proposer should describe how it will customize a Louisiana Medicaid specific 

system for adjudicating claims to meet the requirements of the Louisiana Medicaid 

program, applicable State administrative rules, and statutes. 

2.6.13.2 The Proposer should describe in detail the Management Information System (MIS) it 

proposes to use in performance of its contract obligations and how the MIS will comply 

with all of the requirements of the Model Contract. The description should address:  

2.6.13.2.1 The length of time the Proposer has been utilizing the MIS proposed for 

the contract; if for fewer than two (2) years, the Proposer should describe 

how it will assure system stability;  

2.6.13.2.2 Hardware and system architecture specifications for all systems that 

would be used to support the contract (including enrollee and provider 

enrollment, claims processing, customer service systems, utilization 

management/service authorization, care management/care 

coordination, and financial systems);   

2.6.13.2.3 All proposed functions and data interfaces;   

2.6.13.2.4 Data and process flows for all key business processes; and  

2.6.13.2.5 Proposed resources dedicated to Medicaid Management Information 

System (MMIS) exchanges.  
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2.6.13.3 The Proposer should describe in detail any system changes or enhancements that the 

Proposer is contemplating making during the Term of the contract, including 

subcontracting all or part of the system to an existing material subcontractor or to a 

new material subcontractor. Such description should include a description of how the 

Proposer will ensure the continuity of all operations. For the purpose of this question, 

“system” shall refer at a minimum to the following systems or subsystems:  

2.6.13.3.1 Enrollment;   

2.6.13.3.2 Claims processing;   

2.6.13.3.3 Utilization management/service authorization; or  

2.6.13.3.4 Care management/disease management.  

2.6.13.4 The Proposer should describe the capability and capacity of the Proposer’s Information 

Technology (IT) system to interface with LDH’s system and that of its network 

providers and material subcontractors. 

2.6.14 Program Integrity [10-page limit]  

2.6.14.1 The Proposer should describe its fraud, waste and abuse program and how it addresses 

the requirements in the Model Contract, Part 2, Fraud, Waste, and Abuse Prevention. 

The description should include:  

2.6.14.1.1 Any training programs that the Proposer uses to train employees, 

subcontractors, and providers on federal and State laws related to 

Medicaid program integrity and prevention of fraud, waste and abuse;  

2.6.14.1.2 How the Proposer engages enrollees in preventing fraud, waste and 

abuse;  

2.6.14.1.3 The data analytic algorithms that the Proposer will use for purposes of 

fraud prevention and detection;  

2.6.14.1.4 Methods the Proposer will use to identify high-risk claims and its 

definition of “high-risk claims”; and  

2.6.14.1.5 The Proposer’s experience with provider recovery collection.  

2.6.14.2 The Proposer should provide a detailed description of its capability to produce the 

required reports included in the Fraud, Waste, and Abuse Prevention section of the 

Model Contract and any proposed innovations for reporting data related to Program 

Integrity. 
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2.6.15 Physical and Specialized Behavioral Health Integration Requirements [10-page limit] 

2.6.15.1 The Proposer should provide a description of its fully integrated care model, inclusive 

of experience with care management and delivery models that support the whole-

person needs of enrollees. The Proposer should demonstrate a comprehensive 

strategy for providing training and education to employees and BH providers, in 

compliance with federal mental health parity requirements, for the delivery and 

management of services.  

2.6.15.2 The Proposer should include how the following elements will be accomplished in its 

description: 

2.6.15.2.1 Enhancing detection and treatment of behavioral health disorders, 

including risk of opioid dependence, in primary care settings;  

2.6.15.2.2 Coordination of care for enrollees with both medical and behavioral 

health disorders, including promotion of care transition between 

inpatient services, residential services, and outpatient care for enrollees 

with co-existing medical-behavioral health disorders; 

2.6.15.2.3 Offering incentives and tracking progress for providers to help build 

greater care coordination, transparency, and communication between 

primary care and behavioral health providers, based on the level of 

integration between physical health, behavioral health, and social 

determinants of health (SDOH); 

2.6.15.2.4 Offering tools, guidance and financial incentives to help improve 

behavioral health and physical health integration within provider 

networks to develop the skill and infrastructure needed to schedule joint 

appointments, develop shared care plans, conduct effective brief 

assessments, integrate records, make and follow up on referrals, co-

locate services and track outcomes;  

2.6.15.2.5 Identifying those who use ED services to assist in scheduling follow-up 

care with PCP and/or appropriate contracted behavioral health 

specialists; and 

2.6.15.2.6 Ensuring continuity and coordination of care for enrollees who have been 

screened positive in the Health Needs Assessments or other screening 

tools conducted by PCPs or behavioral health providers or determined as 

having need of specialized medical health services or who may require 

inpatient/outpatient medical health services. These activities must 

include referral and follow-up for enrollee(s) requiring behavioral health 

services. 
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PART 3: SCOPE OF WORK/SERVICES 

 Scope of Work  

3.1.1 Contracted MCOs will be responsible for providing specified Medicaid covered services included 

in the Louisiana Medicaid State Plan to Enrollees in return for a monthly capitation payment. 

3.1.2 During the term of the contract, LDH reserves the right to:  

3.1.2.1 Add, delete or otherwise change enrollee populations and services that must be 

covered;  

3.1.2.2 Develop and implement the necessary processes and procedures required to 

implement enrollment of additional enrollee groups or modify covered services, as 

further specified by LDH;  

3.1.2.3 Develop reimbursement rate(s) for new enrollee groups or to account for the addition 

or modification of covered services consistent with State and federal authorities as 

applicable;  

3.1.2.4 Develop an implementation strategy for providing services to enrollees; and  

3.1.2.5 Make any other contract modifications that are germane to the delivery of services, 

payment for services, or quality of services in a managed care setting. Management 

services include but are not limited to:  

3.1.2.5.1 Administration and Contract Management 

3.1.2.5.2 Care Management 

3.1.2.5.3 Provider Monitoring 

3.1.2.5.4 Utilization Management  

3.1.2.5.5 Claims Management  

3.1.2.5.6 Enrollee and Provider Services 

3.1.2.5.7 Quality Management and Improvement  

3.1.2.5.8 Fraud and Abuse Monitoring and Compliance  

 General MCO Requirements  

3.2.1 As required in 42 C.F.R. §455.104(a), the MCO shall provide LDH with full and complete 

information on the identity of each person or corporation with an ownership interest of five 

percent or greater (5%+) in the MCO, or any subcontractor in which the MCO has five percent or 
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greater (5%+) ownership interest. This information shall be provided to LDH on the approved 

Medicaid Ownership and Disclosure Form (Exhibit D) submitted to LDH with the proposal, 

annually thereafter, and whenever changes in ownership occur. LDH will review all ownership 

and control disclosures submitted by the MCO and the MCO’s subcontractor(s).  

3.2.2 The MCO shall be responsible for the administration and management of its requirements and 

responsibilities under the contract with LDH and the MCO Manual (see procurement library). 

This is also applicable to all subcontractors, employees, agents and anyone acting for or on behalf 

of the MCO. 

3.2.3 The MCO’s administrative office shall maintain, at a minimum, business hours of 8:00 a.m. to 

5:00 p.m. Central Time on Business Days.  

3.2.4 The MCO shall maintain appropriate personnel to respond to administrative inquiries from LDH 

on Business Days. The MCO must respond to calls within one (1) Business Day. 

3.2.5 The MCO shall comply with all applicable current State and federal statutes, regulations, and 

administrative procedures that are or become effective during the term of the contract. Federal 

laws and regulations governing contracts with risk-based MCOs are specified in Section 1903(m) 

of the Social Security Act and 42 C.F.R. §438 and will govern the contract. LDH is not precluded 

from implementing any changes in State or federal statutes, rules or administrative procedures 

that become effective during the term of the contract and will implement such changes. 

3.2.6 The MCO must maintain policy and procedures concerning advance directives with respect to all 

adult individuals receiving medical services by or through the MCO in accordance with 42 C.F.R. 

§489.100 and 42 C.F.R. §438.3(j). The written information provided by the MCO must reflect any 

changes in Louisiana law as soon as possible, but no later than ninety (90) days after the effective 

date of the change. The MCO must comply with the law upon its effective date, not at the time 

its written policy becomes updated. The MCO shall not condition the provision of care or 

otherwise discriminate against an enrollee based on whether or not the enrollee has executed 

an advance directive. 

3.2.7 The Louisiana Department of Insurance (DOI) regulates risk-bearing entities providing Louisiana 

Medicaid services as to their solvency. Therefore, the MCO must comply with all DOI standards 

applicable to solvency.  

3.2.8 CMS must approve the MCO contract, including capitation rates. If CMS does not approve the 

contract, the contract will be considered null and void. 

3.2.9 See Model Contract, incorporated herein in its entirety, Part 2: Contractor Responsibilities for 

the detailed Scope of Work.  

 Task and Services 

See Model Contract, incorporated herein in its entirety, Part 2: Contractor Responsibilities for the detailed 

Tasks and Services. 



Page 50 of 55 
 

 Deliverables 

See Model Contract, incorporated herein in its entirety, Part 2: Contractor Responsibilities for the detailed 

Deliverables. 

 Technical Requirements 

See Model Contract, incorporated herein in its entirety, Part 2: Contractor Responsibilities and Part 6: 

Terms and Conditions for the detailed Technical Requirements. 

 Project Requirements 

See Model Contract, incorporated herein in its entirety, Part 2: Contractor Responsibilities for the detailed 

Project Requirements. 

  



Page 51 of 55 
 

PART 4: EVALUATION 

 Evaluation and Selection 

4.1.1 Acceptance of Proposal Content 

All proposals will be reviewed to determine compliance with business proposal requirements as 

specified in the RFP. Proposals that are not in compliance will be rejected from further 

consideration.  

Proposals that pass the preliminary screening and pass the business proposal review will be 

evaluated based on information provided in the proposal. The evaluation will be conducted 

according to the following. 

4.1.2 Evaluation Team 

The evaluation of proposals will be accomplished by an evaluation team, to be designated by 

LDH, which will determine the proposal(s) most advantageous to the State, taking into 

consideration the evaluation factors set forth in the RFP. The evaluation team, to be designated 

by LDH, will be responsible for scoring all proposals. The evaluation team may consult subject 

matter expert(s) to serve in an advisory capacity regarding any Proposer or proposal. Such input 

may include, but not be limited to, analysis of Proposer financial statements, review of technical 

requirements, review of medical management operations, and preparation of data. Subject 

matter experts may provide support in determining strengths and weaknesses in the proposals, 

but will not participate in the scoring of the RFP. 

4.1.3 Evaluation Tool 

A standardized evaluation tool will be utilized by the Evaluation Committee to ensure consistency 

in evaluation criteria.  

4.1.4 Evaluation Criteria and Assigned Points  

LDH will determine the proposal(s) most advantageous to the State, as specified by the 

evaluation criteria set forth in this RFP. Proposers must demonstrate an understanding of all 

technical requirements as specified in the RFP. Proposers must also demonstrate that they have 

the capacity, capability, and relevant experience and expertise to perform the requirements 

specified in this RFP.   

4.1.4.1 The Evaluation Team will evaluate and score the proposals using the criteria and 

scoring as follows:  

 

Evaluation Components Possible Points 

Business Proposal  Pass/Fail 
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Evaluation Components Possible Points 

Technical Proposal 

Proposer Organization & Experience  90 

Enrollee Value-Added Benefits  60 

Population Health  90 

Health Equity 90 

Care Management  90 

Case Scenarios  120 

Network Management 90 

Provider Support  90 

Utilization Management  90 

Quality  150 

Value-Based Payment  100 

Claims Management and Systems & Technical Requirements  70 

Program Integrity  100 

Physical and Specialized Behavioral Health Integration  90 

Total Technical Proposal 1,320 

Louisiana Veteran and/or Hudson Initiative 

Louisiana Veteran and/or Hudson Initiative 

See Sections 1.44 and 4.4 for details. 

180 

Total Possible Points  1,500 

 

4.1.4.2 The proposal will be evaluated in light of the material and the substantiating evidence 

presented to the State, not on the basis of what may be inferred. In addition, LDH may 

consider any relevant information about the Proposer known or discovered by LDH, 

including any non-compliance actions.  

4.1.4.3 LDH is not responsible for seeking out information that is not presented by the 

Proposer. 

4.1.4.4 LDH reserves the right, at its sole discretion, to conduct its own research and/or 

consult with contracted subject matter experts in order to verify and assess the 

information presented. 

4.1.4.5 Proposer must receive a minimum score of six hundred sixty (660) points, fifty percent 

(50%) of the total available points in the technical evaluation categories, excluding 

Louisiana Veteran and/or Hudson Initiative evaluation, to be considered responsive to 

the RFP. Proposals not meeting the minimum score shall be rejected and not proceed 

to further to Louisiana Veteran and/or Hudson Initiative evaluation.  
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 Acceptance of Proposal Content  

The scores for the Business Proposals, Technical Proposals and Veteran and Hudson Initiative will be 

combined to determine the overall score. The Proposer(s) with the highest overall scores will be 

recommended for award. 

 Cost Evaluation 

Cost proposals are not required for this RFP and cost will not be evaluated. LDH will not use a competitive 

bidding process to develop the Capitation Rates. LDH shall establish an actuarially sound risk‐adjusted 

Capitation Rate to be paid to the Contractor, in accordance with all applicable rules and regulations of the 

Centers for Medicare and Medicaid Services (CMS). The rates shall not be subject to negotiation or dispute 

resolution. The rate is intended to cover all benefits and management services outlined in this RFP. See 

Attachment A, Model Contract, Part 4, Payment and Financial Provisions.  

 Veteran-Owned and Service-Connected Disabled Veteran-Owned Small Entrepreneurships 

(Veteran Initiative) and Louisiana Initiative for Small Entrepreneurships (Hudson Initiative) 

Programs Participation  

4.4.1 If a Proposer is not a certified small entrepreneurship as described herein, but plans to use 

certified small entrepreneurship(s), Proposer shall include in their proposal the names of their 

certified Veteran Initiative or Hudson Initiative small entrepreneurship subcontractor(s), a 

description of the work each will perform, and the dollar value of each subcontract. 

4.4.2 Twelve percent (12%) of the total evaluation points in this RFP are reserved for Proposers who 

are certified small entrepreneurships, or who will engage the participation of one or more 

certified small entrepreneurships as subcontractors. Reserved points shall be added to the 

applicable Proposers’ evaluation score as follows: 

4.4.2.1 If the Proposer is a certified Veterans Initiative small entrepreneurship, the Proposer 

shall receive points equal to twelve percent (12%) of the total evaluation points in this 

RFP. 

4.4.2.2 If the Proposer is a certified Hudson Initiative small entrepreneurship, the Proposer 

shall receive points equal to ten percent (10%) of the total evaluation points in this 

RFP.  

4.4.2.3 If the Proposer demonstrates its intent to use certified small entrepreneurship(s) in 

the performance of contract work resulting from this solicitation, the Proposer shall 

receive points equal to the net percentage of contract work which is projected to be 

performed by or through certified small entrepreneurship subcontractors, multiplied 

by the appropriate number of evaluation points. For Louisiana Veteran and/or Hudson 

Initiative evaluation purposes only, the estimated three-year contract amount will be 

eight billion dollars; 
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4.4.2.4 The total number of points awarded pursuant to this Section shall not exceed twelve 

percent (12%) of the total number of evaluation points in this RFP. 

4.4.2.5 If the Proposer is a certified Veterans Initiative or Hudson Initiative small 

entrepreneurship, the Proposer must note this in its proposal in order to receive the 

full amount of applicable reserved points. 

4.4.2.6 If the Proposer is not a certified small entrepreneurship, but has engaged one (1) or 

more Veterans Initiative or Hudson Initiative certified small entrepreneurship(s) to 

participate as subcontractors, the Proposer shall provide, as an attachment to their 

proposal using the Hudson and Veterans Initiative Response Template provided in the 

procurement library, the following information for each certified small 

entrepreneurship subcontractor in order to obtain any applicable Veterans Initiative 

or Hudson Initiative points: 

 Subcontractor’s name;  

 A detailed description of the work to be performed; and 

 The anticipated dollar value of the subcontract for the three-year 

contract term. 

4.4.3 The Proposer may submit this information in electronic format in lieu of hard copy. The electronic 

version of this attachment should be in Excel format. This attachment is exempt from the total 

page limit. Note – it is not mandatory to have a Veterans Initiative or Hudson Initiative certified 

small entrepreneurship subcontractor. However, it is mandatory to include this information in 

order to receive any allotted points when applicable.  

4.4.4 If multiple Veterans Initiative or Hudson Initiative subcontractors will be used, the above 

required information should be listed for each subcontractor. The Proposer should provide a 

sufficiently detailed description of each subcontractor’s work so the Department is able to 

determine if there is duplication or overlap, or if the subcontractor’s services constitute a distinct 

scope of work from each other subcontractor(s). 
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PART 5: PERFORMANCE STANDARDS 

 Performance Requirements 

See Model Contract, Part 3 for LDH’s contract management activities and contract non-compliance actions.  

 Performance Measurement/Evaluation/Monitoring Plan 

5.2.1 Performance Measures/Evaluation 

See Model Contract, Part 3 for LDH’s performance measurement/evaluation and contract 

management activities and contract non-compliance actions. 

5.2.2 Monitoring Plan 

See Model Contract, Part 3 for LDH’s monitoring plan and contract management activities and 

contract non-compliance actions. 

 Veteran and Hudson Initiative Programs Reporting Requirements 

During the Term of the contract and at expiration, the contractor will be required to report Veteran-Owned 

and Service-Connected Disabled Veteran-Owned and Hudson Initiative small entrepreneurship 

subcontractor participation and the dollar amount of each.  

If a contract is awarded to a Proposer who proposed a good faith subcontracting plan, the using agency, 

the Louisiana Department of Economic Development (LED), or the Office of State Procurement (OSP) may 

audit contractor to determine whether contractor has complied in good faith with its subcontracting plan. 

The contractor must be able to provide supporting documentation (i.e., phone logs, fax transmittals, letter, 

e-mails) to demonstrate its good faith subcontracting plan was followed. If it is determined at any time by 

the using agency, LED, or the OSP Director that the contractor did not in fact perform in good faith its 

subcontracting plan, the contract award or the existing contract may be terminated. 
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