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Introduction and Audit Overview

Introduction

The Balanced Budget Act of 1997 established that state agencies contracting with Medicaid managed care organizations
(MCOs) provide for an annual external, independent review of the quality outcomes, timeliness of, and access to the
services included in the contract betweenthe state agencyand the MCO. Subpart E — External Quality Review of 42 Code
of Federal Regulations (CFR) sets forth the requirements for annual external quality review (EQR) of contracted MCOs.
Further, 42 CFR 438.350requires states to contract with an external quality review organization (EQRO) to perform an
annual EQR for each contracted MCO. States must further ensure that the EQRO has sufficient information to carry out
the EQR, that the information be obtained from EQR-related activities, and that the information provided to the EQRO
be obtained through methods consistent with the protocols established by the Centers for Medicaidand Medicare
Services (CMS).

To meet these federal requirements, the Louisiana Department of Health (LDH) has contracted with IPRO, an EQRO, to
conduct annual compliance audits every three years. The 2019 annual compliance audit was a full audit of the MCO’s
compliance with contractual requirements during the period of April 1, 2018 through March 31, 2019.

This report presents IPRO’s findings of the 2019 annual compliance audit for Aetna Better Health (Aetna).

Audit Overview

The purpose of the audit was to assess Aetna’scompliance with federal and state regulations regarding: accessto care;
structure and operations; grievance policies; provider network relations and network adequacy; quality measurement;
fraud, waste and abuse; and utilization management.

The audit included a comprehensive evaluation of Aetna’s policies, procedures, files, and other materials corresponding
to the following nine contractual domains:
Eligibility and Enrollment

Marketing and Member Education
Member Grievancesand Appeals
Provider Network Requirements
Utilization Management

Quality Management

Fraud, Waste and Abuse

Core Benefits and Services

Reporting

LN RWNPRE

The file review component assessed the MCO’s implementation of policies and its operational compliance with
regulations related to complaints and grievances, member appeals, informal reconsiderations, care management
(physical and behavioral health), utilization management, and provider credentialing and recredentialing.

Specifically, file review consisted of the following six areas:
Member Grievances

Appeals

Informal Reconsiderations

Case Management (behavioral and physical health)
Credential/Recredentialing

Utilization Management

ok wNR
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Sample sizes for each file review type are presented in Table 1.

Table 1: File Review Sample Sizes

File Type Sample Size

Member Grievances 15
Appeals 10
Informal Reconsiderations 5
Case Management (physical health) 10
Case Management(behavioral health) 10
Credential/Recredentialing 10
Utilization Management 10

The period of review was April 1, 2018 through March 31, 2019. All documents and case files reviewed were active
during this time period.

”n u ” u ”n u

For this audit, determinations of “full compliance,” “substantial compliance,” “minimal compliance,” “non-compliance,”
and “Not Applicable” were used for each element under review. The definition of each of the review determinations is
presented in Table 2.

Table 2: Review Determination Definitions

Review Determination Definition
Full The MCO is compliant with the standard.

The MCO is compliant with most of the requirements of the standard but
Substantial has minor deficiencies.

The MCO is compliant with some of the requirements of the standard,
Minimal but has significant deficiencies that require corrective action.
Non-compliance The MCO is not in compliance with the standard.
Not Applicable The requirement was not applicable to the MCO.

The 2019 annual compliance audit consisted of three phases: 1) pre-onsite documentation review, 2) onsite visit, and 3)
post-onsite report preparation.

Pre-onsite Documentation Review

To ensure a complete and meaningful assessment of the MCO’s policies and procedures, IPRO prepared nine review
tools to reflect the areasfor audit. These nine tools were submitted to the LDH for approval at the outset of the audit
process in April 2019. The tools included the review elements drawn from the state and federal regulations. Based upon
the LDH’ssuggestions, some tools were revised and issued as final. These final tools were submitted to the MCO in April
2019 in advance of the onsite audit.

Once LDH approved the methodology, IPRO sent Aetna a packet thatincluded the review tools, along with a request for
documentation and a guide to help MCO staff understand the documentation that was required. The guide also included

instructions for submitting the requested information using IPRO’s secure File Transfer Protocol (FTP) site.

To facilitate the audit process, IPRO provided the MCO with examples of documents that the MCO could furnish to
validate its compliance with the regulations. Instructions regarding the file review component of the audit were also
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provided, along with a request for the universe of cases for eachfile review area under review. From the universe of
cases, IPROselected a sample for eacharea, which was reviewed onsite.

Prior to the onsite visit, the MCO submitted written policies, procedures and other relevant documentation to support
its adherence to state and federal requirements. The MCO was given a period of approximately four weeks to submit
documentation to IPRO. To further assist MCO staff in understanding the requirements of the audit process, IPRO
convened a conference call for all MCOs undergoing the audit, with LDH staff in attendance, approximately two weeks
afterthe request packet was sent to the MCOs. During the conference call, IPRO detailed the steps in the audit process,
the audit timeline, and answered any questions posed by MCO staff.

After the MCO submitted the required documentation, a team of three experienced IPRO auditors was convened to
review the MCQO’s policies, procedures, and materials, and to assess the MCO’s concordance with the state’scontract
requirements. This review was documented using audit tools IPRO developed to capture the review elements and
record the findings. These review tools with IPRO’sinitial findings were used to guide the onsite review discussion.

Onsite Visit

The onsite component of the audit was comprised of a two-day onsite visit, which included a review of elements in each
of the nine review tools that were considered less thanfully compliant based upon pre-onsite review, as well as file
review.

The IPRO audit team visited Aetna on July 17 and 18, 2019, to conduct the interview and file review components of the
audit. Staff interviews during the onsite visit were used to further explore the written documentation and to allow the
MCO to provide additional documentation, if available. File review, as indicated, was conducted to assess the MCO’s
implementation of policy in accordance to state standards. MCO staff was given two days from the close of the onsite
review to provide any further documentation.

Post-onsite Report Preparation

Following the onsite audit, draft reports were prepared. These draft reports included an initial review determination for
each element reviewed, and either evidence that the MCO is compliant with the standard or a rationale for why the
MCO was not compliant and what evidence was lacking. For each element that was deemed not fully compliant, IPRO
provided a recommendation for the MCO to consider in order for themto attain full compliance.

Eachdraft report underwent a second level of review by IPRO staff members who were not involved in the first level of
review. Once completed, the draft reports were shared with LDH staff for review. Upon LDH approval, the draft reports
were sent to the MCO with a request to provide responses for all elements that were determined to be less than fully
compliant. The MCO was given one week to respond to the issues noted on the draft reports.

After receiving the MCO’s response, IPRO re-reviewed each element for which the MCO provided a response. As
necessary, review scores were updated based on the response of the MCO.
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MCO Summary of Findings

Summary of Findings
Table 3 below provides a summary of the audit results by audit domain. Detailed findings for each of the elements that
were less than “fully compliant” follow within this section of the report.

Table 3: Audit Results by Audit Domain

Total Non-
Audit Domain Elements | Full |Substantial | Minimal | compliance | N/A % Full*

Il
Core Benefits and Services 115 | 115 0

0 0 0 100%

Provider Network Requirements 184 | 156 23 5 0 0 85%
Utilization Management 87 86 1 0 0 0 99%
Eligibility, Enroliment, and Disenrollment 13 6 1 1 0 46%
Marketing and Member Education 83 63 10 9 1 0 76%
Member Grievance and Appeals 65 62 0 1 0 95%
Quality Management 114 | 107 0 0 2 96%
Fraud, Abuse, and Waste Prevention 118 | 118 0 0 0 0 100%
Reporting 1 1 0 0 0 0 100%
TOTAL 780 | 714 46 15 3 2 92%

'N/As arenotincluded inthe calculation.

As presented in Table 3, 780 elements were reviewed for compliance. Of the 780, 714 were determined to fully meet
the regulations, while 46 substantially met the regulations, 15 minimally met the regulationsand 3 were determined to
be non-compliant. Two elements were “not applicable.” The overall compliance score for Aetna was92% elements in
full compliance.

IPRO extracted from each of the nine detailed reports those elements for which the MCO was found to be less than fully
compliant. This information was compiled into a summary report to facilitate corrective action. Table 4 presents this
summary report and includes details about each element reviewed, the final review determination, the MCO’s initial
response, and, when possible, suggestions to achieve full compliance.

Itis the expectation of both IPRO and the LDH that Aetna submit a corrective action plan for each of the 64 elements
determined to be less than fully compliant in Table 4, along with a timeframe for completion of the corrective action.
Note that Aetna may have implemented corrective actions for some areas identified for improvement while the audit
was in progress, but these corrective actions will still require a written response since they were made after the period
of review. The majority of the elements determined to be less than fully complaint relatedto providers and members,
specifically provider network adequacy (a common problem in the Louisiana Medicaid Managed Care program) and
member education and enrollment. Aetna should directimprovement efforts in both of these areas, especially to
ensure that its member policies and procedures are up to date and reflect the state’sregulations and to continue
outreaching to recruit providers, especially in key areas such as specialists and sub-specialists.

Each of the nine review tools and review determinations for each of the 780 elements follow Table4. Note thatthe

yellow highlighting in the element descriptions reflects new language in the state regulations that was added since the
2016 compliance review period.
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Table 4: Deficient 2019 Audit Elements

Contract
Reference
Provider Network
Requirements

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208, 438.210, 438.214,
438.230)

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

MCO Response and Plan of
Action

7.3.1
731.1
7.3.1.2

Primary Care Providers

.1 Travel distance for members
livingin rural parishes shall
notexceed 30 miles;and

.2 Travel distance for members
livingin urban parishes shall
notexceed 10 miles

Network Provider
Developmentand
Management Plan
Policy for Access and
Availability
GeoAccess reports
Requests for
exceptions

Substantial

This requirementis addressed inthe
NPDMP on page12.

Per Geo Access reports the member
ratios meetthestandard metin the
Provider Network Companion Guide.

Not all adult membersin urban parishes
had access to PCPs within 10 miles. All
adultmembersinruralparishes had
access to PCPs within 30 miles. Only 75%
pediatricmembersinurbanand 98%of
rural parishes hadaccess to PCPs within
10 and 30 miles, respectively.

Recommendation

The MCO shouldcontinueto enroll
providers to ensureit meets theaccess
requirements.

MCO continues outreaching
to providersforenrollment
efforts in key areas and for
providertypes needed to
meet all member needs and
accessrequirements.

7.3.2
7321
7.3.2.2

Acute Inpatient Hos pitals

e Travel distance for members
livingin rural parishes shall
notexceed 30 miles;fno
hospitalis available within 30
miles of a member’s
residence, the MCO may
request,in writing,an
exception to this
requirement.

e Travel distance for members
livingin urban parishes shall
not exceed 10 miles.

Network Provider
Developmentand
ManagementPlan
Policy for Access and
Availability
GeoAccessreports
Requests for
exceptions

Substantial

This requirementis addressed inthe
NPDMP on page12.

Not all members livinginurbanor rural
parishes hadaccessto acuteinpatient
hospitalswithin10 and 30 miles,
respectively.

Recommendation

The MCO shouldcontinueto enroll
providers to ensureit meets theaccess
requirements.

MCO continues outreaching
to providers forenrollment
efforts in key areas and for
providertypes needed to
meet all member needs and
accessrequirements.
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and

reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

MCO Response and Plan of
Action

733 Specialists Network Provider Substantial This requirementisaddressed inthe MCO continues outreaching
733.1 e Travel distanceto each Developmentand NPDMP on pages 16and17. to providersforenrollment
7332 specialty typeshall not ManagementPlan efforts in key areas and for
7.3.3.3 exceed 60 milesfor atleast Policy for Accessand Access criteriaforob/gynsinurban providertypes needed to
7334 75% of members;and Availability parishesare15miles/30 minutesandin | meet all member needs and
e Travel distance shall not GeoAccess reports rural parishes are 30 miles/60 minutes, access requirements.
exceed 90 miles for all Requests for as indicated inthe Provider Network
members. exceptions CompanionGuide. Notallapplicable
e Specialistsincluded under members had access to ob/gyns within
this requirementare listed these parameters.
the Provider Network
CompanionGuide.. LDH Over 95% of members hadaccess to
reserves therighttoadd specialists within 60 miles.
additional specialtytypes as
needed to meet the medical All members had access to most
needs of the member specialists within90 miles, exceptfor
population. access to dermatologists and
e Telemedicinemaybeused to endocrinologists.
facilitate access to specialists
to augment MCO’s network The MCO discusses thisissueintheir
or to meet specific needsofa annual network plan and gap analysis.
subsetofthe MCO’s They haveentered into value based
membership. If an MCO paymentarrangements to incent
intends to utilize additional specialistto join their
telemedicine to meet network.
network adequacy
requirements, the MCO’s Recommendation
telemedicine utilizationmust The MCO shouldcontinueto enroll
be approved by LDH for this providers to ensureit meets theaccess
purpose. requirements.
73.4 Lab and RadiologyServices Network Provider Substantial This requirementis addressed inthe MCO continues outreaching
7341 e Travel distanceshall not Developmentand NPDMP on page 14. to providers forenrollment
7.34.2 exceed 20 milesinurban ManagementPlan efforts in key areas and for

parishes;and
e Travel distanceshall not
exceed 30 miles for rural

Policy for Access and
Availability
GeoAccessreports

Not all membersin urban and rural
parishes hadaccessto radiologyservices
within 20and 30 miles, respectively.

providertypes needed to
meet all member needs and
access requirements.
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

MCO Response and Plan of
Action

parishes. Requests for
exceptions Not all membersin urban and rural
parishes hadaccessto lab services within
20 and 30 miles, respectively. Lab
services area challengethatthe MCO
addresses through negotiating for
additional access points through Quest
and LabCorp. Some providersand
national and do notreflect as providers
on their GeoAccess reports even though
they are providing services to members
inLA.
Recommendation
The MCO shouldcontinueto enroll
providers to ensureit meets theaccess
requirements.
7.3.5 Pharmacies Network Provider Substantial This requirementis addressed inthe MCO continues outreaching
7351 .1 Travel distance shall not Developmentand NPDMP on page 14. to providers forenrollment
73.5.2 exceed 10 milesinurban ManagementPlan efforts in key areasand for
parishes; and Policy for Accessand Not all membersin urban parishes (97%) | providertypes needed to
.2 Travel distanceshall not Availability had accessto pharmacies within10 meet all member needs and
exceed 30 milesinrural GeoAccess reports miles. Allmembersinrural parisheshad | accessrequirements.
parishes. Requests for access to pharmacies within 30miles.
exceptions
Recommendation
The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.
73.6 Hemodialysis Centers Network Provider Substantial This requirementisaddressed inthe MCO continues outreaching
736.1 .1 Travel distanceshall not Developmentand NPDMP on page 15. to providersforenrollment
7.3.6.2 exceed 10 milesinurban Management Plan efforts in key areas and for

areas;and

.2 Travel distanceshall not
exceed 30 milesinrural
areas.

Policy for Access and
Availability
GeoAccess reports
Requests for

Not all membersin urban and rural
parishes hadaccessto hemodialysis
centers within 10and 30 miles,
respectively. About one-fifth of urban

providertypes needed to
meet all member needs and
accessrequirements.
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Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Contract
Reference

Deficient 2019 Audit Elements

Suggested
Documentation and

reviewer instructions

exceptions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)
members and more thanone-third of
rural members did not have access to

hemodialysis centers withinthese
parameters.

Recommendation

The MCO shouldcontinueto enroll
providers to ensureit meets theaccess
requirements.

MCO Response and Plan of
Action

7374 Travel distance to ASAM Level Network Provider Minimal The distanceandtimerequirementsare | MCO continues outreaching
3.3shallnotexceed 30milesor | Developmentand addressed inthe NPDMP onpage46.The | to providers forenrollment
60 minutes for90% of adult Management Plan admission/appointment maximumtime | effortsinkeyareasand for
members. Maximum time for Policy for Access and is addressed inthe Access to CarePlan providertypes needed to
admissionor appointmentshall | Availability onpage8. meet all member needs and
notexceed 10 business days. GeoAccess reports access requirements.
Requests for None of the members in urban orrural
exceptions parishes hadaccessto ASAM Level 3.3
services within 30 miles or 90 minutes.
Recommendation
The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.
7375 Travel distance to ASAM Level Network Provider Minimal The distanceandtimerequirementsare | MCO continues outreaching

3.5shall notexceed 30miles or
60 minutes for90% of adult
members and shall notexceed
60 miles or 90 minutes for
adolescent members. Maximum
timefor admission or
appointmentshall notexceed
10 business days.

Developmentand
ManagementPlan
Policy for Accessand
Availability
GeoAccessreports
Requests for
exceptions

addressedinthe NPDMP onpage46.The
admissionandappointment maximum
timeis addressed inthe Accessto Care
Plan on page8.

Fewer than 60% of adultandadolescent
members had access to ASAM Level 3.5
services withintheindicated parameters.
Only 13.9% of adolescent members had
accessto ASAM Level 3.5 services within
60 miles or 90 minutes.

to providers forenrollment
efforts in key areas and for
providertypes needed to
meet all member needs and
access requirements.
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Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Contract
Reference

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

Recommendation

The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.

MCO Response and Plan of
Action

Travel distance to ASAM Level
3.7 co-occurring treatmentshall
notexceed 60 milesor 90
minutes for 90% of adult
members. Maximus time for
admissionor appointmentshall
notexceed 10 business days.

73.7.6

Network Provider
Developmentand
ManagementPlan
Policy for Accessand
Availability
GeoAccessreports
Requests for
exceptions

Minimal

The distanceandtimerequirements are
addressed inthe NPDMP onpage46. The
admissionandappointment maximum
timeis addressed inthe Accessto Care
Plan on page8.

Fewer than 30% of members in urban
and rural parishes hadaccess to ASAM
Level 3.7 services within 60 miles or 90
minutes. For urban parishes the access
ratewas 16.8% andfor rural parishesit
was 27.1%.

Recommendation

The MCO shouldcontinueto enroll
providersto ensureitmeets theaccess
requirements.

MCO continues outreaching
to providers forenrollment
efforts in key areas and for
providertypes needed to
meet all member needs and
accessrequirements.

Travel distance to ASAM Level
3.7WMshall not exceed 60
miles or 90 minutes for 90% of
adultmembers. Maximum time
for admission or appointment
shallnotexceed 10 business
days. Withdrawal management
shall beavailable within24
hours when medically
necessary.

7.3.7.7

Network Provider
Developmentand
ManagementPlan
Policy for Accessand
Availability
GeoAccessreports
Requests for
exceptions

Minimal

The distanceandtimerequirements are
addressedinthe NPDMP onpage46.The
admissionandappointment maximum
timeis addressed inthe Accessto Care
Plan on page 8, except for withdrawal
management (24-hour) requirement.

Fewer than 90% of adult membersin
urban and rural parishes hadaccess to
ASAM Level 3.7WM services. Forurban
parishestheaccessratewas 16.8%and
for rural parishesitwas 27.1%.

Recommendation
The MCO should continueto enroll

MCO continues outreaching
to providers forenrollment
efforts in key areas and for
providertypes needed to
meet all member needs and
access requirements.
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Contract Requirement
Language

(Federal Regulation: 438.12,

Deficient 2019 Audit Elements

Comments (Note: Forany element that
is less than fully compliant, an

438.102,438.206, 438.207, Suggested explanation of the finding and a
Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of
Reference 438.230) reviewer instructions | Determination below) Action
providersto ensureit meets theaccess
requirements.

73.7.8 Travel distance to Psychiatric Network Provider Substantial The distanceandtimerequirementsare | MCO continues outreaching
Residential Treatment Facilities | Developmentand addressedinthe NPDMP onpages 19 to providers forenrollment
(PRTF) shall notexceed 200 ManagementPlan and 46.Theadmission andappointment | efforts inkeyareasand for
miles or 3.5 hours for 100% of Policy for Accessand maximumtimeis notaddressed in any providertypes needed to
members. Maximum time for Availability policy. meet all member needs and
admissionshall notexceed 20 GeoAccess reports accessrequirements.
calendar days. Access and Requests for Not all members hadaccess to PRTFs
adequacy is basedon availability | exceptions within 200 miles or 3.5 hours. We have been working with
ofin-state PRTFs unless the anorganization thathas3
MCO provides evidence that Recommendation locationsinthestatein
indicates an out-of-state The MCO shouldcontinueto enroll hopes of contracting with
providerisclinically appropriate providers to ensureit meets theaccess them. Wewill continue our
to treatthe specificneeds of the requirements. efforts with them!
member.

Wearealsoindiscussions
with an outof state facility
for potential contracting, if
the need arises. Theyarein
a contiguous state.

76.23 The MCO shall notremit Policy for Provider Substantial This requirementisnotaddressedinany | Weacceptthis
payment for services provided Network of the policies submitted for review. recommendation and will
under this contractto providers However, the RCA contract evidences the | update our Network policies
located outside of the United implementation of this requirement on accordingly, as wealready
States. Theterm “United States” page4. complyinpractice.
means thefifty (50) states, the
District of Columbia, and any Recommendation
U.S. territories. The MCO shouldinclude this

requirementinits policies regarding
provider network.

7.7.1 LDH considers mainstreaming of | Provider contracts Substantial This requirementis notaddressedinany | Weacceptthis
MCO members into the broader | Provider policy. The RCAcontractevidences the recommendation and will
health delivery systemto be Handbook/Manual implementation of this requirement on update our Network policies
important. The MCO therefore pagel6. accordingly, as wealready
mustensurethatall MCO complyinpractice.
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Contract
Reference

Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
438.208,438.210,438.214,
438.230)
providers accept members for
treatmentand that MCO
providers do notintentionally
segregate members inanyway
from other persons receiving
services.

Deficient 2019 Audit Elements

Suggested
Documentation and

reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

Recommendation

The MCO shouldinclude this
requirementinits policies regarding
provider network

MCO Response and Plan of
Action

7.7.2 To ensure mainstreaming of Provider contracts Substantial This requirementis partially addressed in | Weacceptthis
members, the MCO shall take Provider the NPDMP on page 73; however, the recommendation and will
affirmative action sothat Handbook/Manual specifics of this requirement, for update our Network policies
members are provided covered | Member Handbook exampleincome status and cognitive accordingly,aswealready
services withoutregardto race, disability, arenotincludedin any policy. | complyinpractice.
color, creed, sex, religion, age, The RCAcontractevidences the
national origin ancestry, marital implementation of this requirementon
status, sexual preference, health pagel6.
status, income status, program
membership, or physical, Recommendation
behavioral, or cognitive The MCO shouldinclude this
disability, except where requirementinits policies regarding
medicallyindicated. Examples of provider network
prohibited practices include, but
arenotlimited to, the following:

7.7.2.1 Denyingor notprovidingto a Provider contracts Substantial This requirementisnotaddressedinany | Weacceptthis
member any covered serviceor | Provider policy. The RCAcontractevidences the recommendation and will
availability of a facility. Handbook/Manual implementation of this requirement on update our Network policies

pagel6. accordingly, as wealready
complyinpractice.
Recommendation
The MCO shouldinclude this
requirementinits policies regarding
providernetwork
7.7.2.2 Providing to a member any Provider contracts Substantial This requirementisnotaddressedinany | Weacceptthis

covered service whichis
different, orisprovidedina
differentmanner, orata
differenttimefromthat
providedto other members,

Provider
Handbook/Manual

policy. The RCAcontractevidences the
implementation of this requirement on
page16.

Recommendation

recommendation and will
update our Network policies
accordingly, as wealready
complyinpractice.

2019 Compliance Report — Aetna

Page13 0of233




Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,
438.102, 438.206, 438.207,
438.208,438.210,438.214,
438.230)
other publicor private patients,
or the publicatlarge.

Deficient 2019 Audit Elements

Suggested
Documentation and

reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

The MCO shouldinclude this
requirementinits policies regarding
provider network

MCO Response and Plan of
Action

7.7.2.3 Discriminatory practices with Provider contracts Substantial This requirementis notaddressedinany | Weacceptthis
regard to members suchas Provider policy. The RCAcontractevidences the recommendation and will
separate waitingrooms, Handbook/Manual implementation of this requirement on update our Network policies
separateappointmentdays, or pagel6. accordingly, aswealready
preferenceto private pay or complyinpractice.
Medicaid fee-for-service Recommendation
patients. The MCO shouldinclude this
requirementinits policies regarding
provider network
7834 The MCO shall establishand Policy forProvider Substantial This requirementisaddressed inthe The MCO will continue
maintain a provider networkof | Network NPDMP on page21 andevidenced by the | outreachingto providersin
physicianspecialists thatis Policy for Access to GeoAccessreports. an effortof enrolimentand
adequateandreasonablein SpecialtyProviders contracting in multiple areas
number, in specialty type, and in | GeoAccess reports Recommendation and with various provider
geographicdistributionto meet | Evidence of signed The MCO shouldcontinueto enroll types and specialties to
the medical needs of its contracts with listed providersto ensureit meets theaccess meet our members needs.
members (adultsand children) specialty provider requirements.
without excessive travel types
requirements. This means that,
ata minimum:
e The MCO has signeda
contract with providers of
the specialty types listed in
the Provider Network
CompanionGuide who
acceptnew members and
areavailableon atleasta
referral basis;and
e The MCOis incompliance
with access and availability
requirements
7.8.14.12 The MCO shall reportthe Policy forprovider Substantial This requirementis notincludedin any Weacceptthis

number of out-of-state

network

policy provided by the MCO.

recommendation and will
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Contract
Reference

Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
438.208,438.210,438.214,
438.230)
placements as specified by LDH.
LDH may requirethe MCO to
takecorrectiveactioninthe
event LDH determines the
MCO'’s rate of outof state
placements to be excessive.

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions
Policy forcare

coordination

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

The monthly behavioral health out-of-
statereports evidencethe
implementation of this requirement.

Recommendation
The MCO shouldinclude this languagein
their policiesandprocedures.

MCO Response and Plan of
Action

ensureour policiesare

updated appropriately.

7.11.8.5 The MCO shall trackall Tracking report Minimal The MCO provided the network Weacceptthis
members transitioned dueto a Policy forservice development planin support of this recommendation and will
subcontract’s suspension, coordination requirement, however therequired ensureour policiesare
limitation, termination, or language was notfound. updated appropriately.
material changeto ensure
behavioral health service The MCO states that no suspensions or
continuityandprovide member terminations occurredduring the review
informationasrequested by period thatwouldtrigger thereporting
LDH (e.g., name, Title XIX or requirements contained in this element.
Title XXl status, date of birth,
services member is receiving or Recommendation
will be receiving, name of new The MCO shouldinclude therequired
provider, date of first languageintheirpoliciesand
appointment, andactivities to procedures.
re-engage persons who miss
their firstappointment with the
new provider).
7.14.1 The MCO musthavea written Policy forcredentialing | Substantial This requirementisaddressed inthe Weacceptthis

credentialingandre-
credentialingprocess that
complies with 42 CFR §438.12,
§438.206,8§438.214,§438.224,
§438.230andNCQAhealth plan
AccreditationStandards forthe
review, credentialing and re-
credentialingof licensed,
independent providers and
provider groups with whomit

& recredentialing

Credentialing Policyand Procedure
Development Amendmenton page1;
however, the timeliness requirementis
notincluded in this policy. The
requirementisalso addressed inthe
Practitioner Credentialing,
RecredentialingPolicy on page 1;
however, this language was added after
the review period on May2019. As such,
the timeliness requirementis not

recommendation and will
ensurethepolicyis updated
appropriately.
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Contract
Reference

Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
438.208,438.210,438.214,
438.230)
contracts or employs and with
whomitdoes not contract but
with whomithas an
independentrelationship. An
independent relationship exists
when the MCO selectsand
directsits memberstoseea
specificprovider or group of
providers. These procedures
shall be submitted to LDH within
sixty (60) calendar days after
contractamendment, when a
changeis made, and annually
thereafter by contractyear.

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)
included in any policy submitted for

review.

Recommendation
The MCO shouldinclude the timeliness
requirementintheirpolicies.

MCO Response and Plan of
Action

7.14.1.1

Prior to contracting, the MCO
shall credential providers to
ensure provider facilities,
organizations, andstaff meetall
qualifications and requirements
established by LDH including but
notlimited to the Medicaid
Behavioral Health Provider
Manual, stateand federal laws,
andrulesand regulationsforall
specialized behavioral health
providers. MCO credentialing
files on providers shallinclude
verification of meeting said
requirements. This shallinclude
thatagencies offering mental
health rehabilitation services
(CPST, PSR and/orCl), Assertive
Community Treatment (ACT),
PRTFs, TGHs and SUD residential
treatmentfacilities to supply
proof of accreditation by an LDH
approved accreditingbody,

Policy forprovider
contracting

Substantial

This requirementisaddressed inthe
Non-Traditional Provider Credentialing
Policy on pages 2 and 3; however, this
language was added after the review
period on May2019.

Recommendation

The MCO shouldfinalize the Non-
Traditional Provider CredentialingPolicy
to includethis requirement forreviewin
the nextcycle.

Weacceptthis
recommendation and will
ensurethepolicyis finalized
with theappropriate
language.
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Deficient 2019 Audit Elements
Contract Requirement
Language Comments (Note: Forany element that
(Federal Regulation: 438.12, is less than fully compliant, an
438.102,438.206, 438.207, Suggested explanation of the finding and a

Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of
Reference 438.230) reviewer instructions | Determination below) Action
which shallbe made partof the
agency’s credentialing file with
the MCO. Agencies not
accredited at the time of
credentialingshallsupply proof
thatthe agency applied for
accreditation and paid the initial
applicationfee Agencies must
present proof of full
accreditation within eighteen
(18) months following theinitial
contracting date with the MCO.
Specialized behavioral health
providertypes required to be
accredited by rule, regulation,
waiver or State Plan
Amendment (SPA) prior to
contracting or priortoreceiving
Medicaid reimbursement, shall
have proof of accreditationon
file with the MCO. LDH
approved national accrediting
bodies include:
e The Council on Accreditation

(COA);
e The Commissionon

Accreditationof

Rehabilitation Facilities

(CARF); or
e The Joint Commission (TJC).

7.14.7 The MCO shall not delegate Policy forcredentialing | Substantial This requirementis notaddressedinany | Weacceptthis
credentialingof specialized & recredentialing of the policies submitted for review. recommendation and will
behavioral health providers updateour policies
unlessapprovedby LDHin The RCAcontractevidences the accordingly.
advance. implementation of this requirementon

pagel9.
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Contract Requirement
Language

(Federal Regulation: 438.12,
438.102, 438.206, 438.207,

Contract 438.208,438.210,438.214,
Reference 438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

Recommendation

The MCO shouldinclude this
requirementregarding credentialing of
specialized BH providersinits
credentialingandrecredentialing
policies.

MCO Response and Plan of
Action

7.14.9 The MCO shall notify LDH when | Policy forcredentialing | Substantial This requirementis addressed inthe Wewill ensurethe policies
the MCO denies aprovider & recredentialing Practitioner Credentialing, areupdated appropriately.
credentialingapplication for RecredentialingPolicy on page 1;
programintegrity-related however, this language was added after
reasons orotherwise limits the the review period inMay2019.
ability of providers to
participateinthe program for The RCAcontractstatesthatthe
programintegrityreasons. subcontractorwill notifyMCO, not LDH,

onpagelo.
Recommendation
The MCO shouldfinalize the Practitioner
Credentialing, Recredentialing Policy to
include this requirement for reviewin
the nextcycle.
7.14.10 The process of periodicre- Policy forcredentialing | Substantial This requirementisaddressed inthe Wewill ensurethe policy is

credentialingshallbe completed
atleastonceevery three(3)
years.

& recredentialing

Practitioner Credentialing,
RecredentialingPolicy on page 1;
however, this language was added after
the review periodinMay2019.

The RCAcontractevidences the
implementation of this requirementon
pagel9.

Recredentialing File Review Results
Five(5) of five (5) files were completed

for recredentialing withinthreeyears.

finalized with the updated
language.
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Contract
Reference

Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
438.208,438.210, 438.214,
438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

Recommendation

The MCO shouldfinalize the Practitioner
Credentialing, Recredentialing Policy for
reviewinthenextcycle.

MCO Response and Plan of
Action

7.14.11 The MCO shall develop and Policy forcredentialing | Substantial This requirementis notaddressedinany | Wewill update our policies
implement policiesand & recredentialing of the policies submitted for review. The | to ensuretherequirement
procedures forapproval of new MCO does have policiesand procedures | languageisaddedin
providers, andterminationor for approval of providers, and accordance with our practice
suspension of providers to terminationor suspension of providers of the requirement.
assurecompliance withthe thatevidencetheimplementation of this
Contract. The policies and requirement.
procedures should include but
arenotlimited to the Recommendation
encouragementof applicable The MCO shouldinclude this
board certification. requirementinits policies.

7.14.13 The MCO shall develop and Policy forcredentialing | Substantial This requirementis notaddressedinany | Wewill update our policies

implementa providerdispute
and appeal process, withLDH's
approval, forsanctions,
suspensions, and terminations
imposed by the MCO against
network provider/contractor(s)
as specified inthe Contract. This
process shall be submitted for
review and approval thirty (30)
days fromthe datethe Contract
is signed and atthetimeofany
change.

& recredentialing
Policy forprovider
disputeand appeal
process

Documented provider
disputeand resolution
process forsanctions,
suspensions and
terminations
Evidence of timely
process submission

of the policies submitted for review.
However, the MCO does have policies
and processes for provider dispute
(Provider Dispute Resolution Palicy),
provider complaints (Provider
Complaints Policy), provider appeals
(Provider Appeals Policy), andsanctions
and terminations (Provider Network
Voluntary and Involuntary Terminations
Policy) that evidence the implementation
of this requirement.

Duringonsiteinterviews, The MCO
described howprovider grievances go
through their regular queue process.
Non claims disputes such as quality of
careissues goouttotherelevantteam.

Therearedifferent entry points for
issues basedon type,i.e., grievancev

to ensuretherequirement
languageisaddedin
accordance with our practice
of the requirement.
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

compliance, etc.

Recommendation
The MCO shouldinclude this
requirementinits policies.

MCO Response and Plan of
Action

7.16.1.6 The MCO shall comply with the | Policy for Substantial This requirementisnotaddressedinany | Weacceptthe
provisions of 42 CFR Communication of of the policies submitted for review. The | recommendation and will
§438.102(a)(1)(ii) concerning Anti-gag Clause RCA contract partially evidences the updateour policies
the integrity of professional Provider implementation of this requirementon accordingly.
adviceto members, including Handbook/Manual page7;however, does not explicitly
interference withprovider’s Provider contracts indicate “information disclosure
adviceto members and Member Handbook requirements related to physician
informationdisclosure incentiveplans.”
requirements related to
physicianincentive plans.
Recommendation
The MCO shouldinclude this
requirementinits policies.
Utilization
Management
8.1.1 The MCO shall develop and Policy forUM Substantial This requirementis partially addressed in

maintain policiesand
procedures with defined
structures and processes for a
Utilization Management (UM)
programthatincorporates
Utilization Review andService
Authorization. The MCO shall
submit UM policies and
procedures to LDH for written
approval withinthirty (30) days
fromthedatethe Contractis
signed, annually thereafter, and
prior toanyrevisions.

Evidence of timely
submission of Policyfor
UM

the Prior Authorization Policy, page 12
and the Concurrent Review/OBSCare
Policy, pages 6-7.

The MCO states that policies for 2019
were reviewed and submitted to LDH on
6/2/19.There was no evidence of
transmission provided, and furthermore,
therewas no evidencethatpolicies from
2018 (9/12 months of the review period)
were submitted to LDH.

Duringtheinterview on-site, the MCO
stated that despite havingupdated their
policy, they didnotrecall sending the
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Contract Requirement
Language

(Federal Regulation: 438.12,

Deficient 2019 Audit Elements

Comments (Note: Forany element that
is less than fully compliant, an

438.102,438.206, 438.207, Suggested explanation of the finding and a
Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of
Reference 438.230) reviewer instructions | Determination below) Action
updated policyto LDH.
Recommendation
The MCO shouldensurethat UM policies
and procedures are submitted to LDH for
timely approval.
Eligibility,
Enrollment, and
Disenrollment
11.11.3.2 Without cause forthefollowing | Policy for Member Substantial This requirementisaddressed partlyin 11.11.3.2
reasons: Disenrollment the Member Disenrollment/Disruptive
e Duringtheninety (90) day Member Transfer Policy on page 3. The
opt-out period following second (90days following the postmark)
initial enrollment with the and last (sanctions) subparts of this
MCO for voluntarymembers; requirementarenotaddressed in this
e Duringtheninety (90) days policy. Theformer subpartisincluded in
following the postmark date the member handbook on page 50;
of the member's notification however, the latter (sanctions)is not.
of enrollment with the MCO;
e Oncea year thereafter during Recommendation
the member’s annual open The MCO shouldinclude all reasons for
enrollment period; disenrollment without causein the
e Upon automaticre- Member Disenrollment/Disruptive
enrollment under 42 CER Member Transfer Policy and the member
§438.56(g), if a temporary handbook, as appropriate.
loss of Medicaid eligibility has
caused the member to miss
the annual disenrollment
opportunity;or
o [fLDHimposesthe
intermediate sanction
provisions specified in42 CFR
§438.702(a) (3).
11.11.34 If the member’s request for Policy for Member Non-compliance | This requirementwas notaddressedin
disenrollmentis denied by the Disenrollment any policy or document provided by the
Enrollment Broker, the member MCO. The Member Disenrollment/
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Contract

Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102,438.206, 438.207,

438.208,438.210,438.214,
438.230)

can appeal directly to the State
Fair Hearingprocess.

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a

recommendation must be documented MCO Response and Plan of

below)
Disruptive Member Transfer Policydoes
not mention thestatefairhearing
process. The member handbook does
notincludethis requirement.

This requirement was discussed during
onsiteinterviews, and the MCO provided
an amended Member Disenrollment/
Disruptive Member Transfer policy with
this language added. Thisamended
policyis dated 08/09/2019, whichis after
the review period.

Recommendation

The MCO shouldfinalize the Member
Disenrollment/ Disruptive Member
Transfer Policy toinclude this
requirement for the next review period.

Action

111141

The MCO shall notrequest
disenrollmentbecause of a
member’s health diagnosis,
adversechangeinhealth status,
utilization of medical services,
diminished medical capacity,
pre-existing medicalcondition,
refusal of medical care or
diagnostic testing,
uncooperative or disruptive
behavior resulting from himor
her special needs, unless it
seriously impairs the MCO’s
ability to furnishservices to
either this particular member or
other MCO members, the
member attempts to exercise
his/herrightsunder the MCO’s
grievance system, or attempts

Policy for Member
Disenrollment
Member Notification
Letter

Substantial

This requirementis partially addressed in
the Member Disenrollment/ Disruptive
Member Transfer Policy on pages 4 and
5.The languageinthe policy does not
include pre-existing medical condition,
refusal of medical care or diagnostic
testing, and attempts to exercise
member’s rightto change PCPs.

Recommendation

The MCO shouldincludeintheir policies
thatdisenrollment will not be requested
dueto member’s pre-existing medical
condition, member’s refusal of medical
careor diagnostictesting, or member’s
attempts to change, for cause, their PCP.
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Deficient 2019 Audit Elements
Contract Requirement
Language Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a

recommendation must be documented MCO Response and Plan of

(Federal Regulation: 438.12,
438.102, 438.206, 438.207,
438.208,438.210,438.214,

Suggested

Contract Documentation and Review

Reference 438.230) reviewer instructions | Determination below) Action
to exercise his/herrightto
change, for cause, the primary
careprovider thathe/shehas
chosen or been assigned. (42
CFR §438.56(b)(2)).

111144 When the MCO request for Policy for Member Substantial The requirement thatthe MCO shall
involuntary disenrolimentis Disenrollment notify the member in writingandthat
approved by the Department, Member Notification notificationincludes reasonfor
the MCO shallnotify the Letter disenrollmentrequestisaddressed in the
member in writing of the Member Disenrollment/Disruptive
requested disenroliment, the Member Transfer Policy on page 5. That
reason fortherequest, and the the notificationshould include the
effectivedate. effectivedateis notincluded inthis

policy.

Recommendation

The MCO shouldinclude the requirement
thatthese notification letters should
include the effective datein theirpolicy.

11.11.45 The MCO shall submit Policy for Member Minimal This requirementis notentirely or
disenrollment requests to the Disenrollment explicitly addressed inanypolicy
Enrollment Broker whichshould providedbythe MCO. Thatthe
include, ata minimumthe disenrollmentactions will be coordinated
member’s name, ID number, only throughthebroker isindicated in
detailedreasons forrequesting the Member Disenrollment/Disruptive
the disenrollment,and a Member Transfer Policy on page 1;
description of the measures however, theinformation thatshouldbe
taken to correct member included andthattheformshouldbe
behavior priorto requesting used arenotincluded inthis policy.
disenrollment, utilizing the MCO
Initiated Request for Member Recommendation
Disenrollment form (See The MCO shouldinclude this
AppendixT). requirementwith allits subpartsina

policy.

11.11.4.6 The MCO shall notsubmita Policy forMember Substantial This requirementisaddressed verbatim
disenrollmentrequestatsucha [ Disenrollment in the Member Disenrollment/Disruptive
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Contract
Reference

Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
438.208,438.210,438.214,
438.230)
dateas would cause the
disenrollmentto be effective
earlier than forty-five (45)
calendar days after the
occurrence of the event
promptingtherequestfor
involuntary disenrollment. The
MCO shall ensurethat
involuntary disenroliment
documents are maintained inan

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

Member Transfer Policy on pages 6 and
7; however, this language was inserted
into thepolicy on 5/21/2019, which is

outsidethereview period.

Recommendation

The MCO shouldfinalize the Member
Disenrollment/Disruptive Member
Transfer Policy to include this
requirement for the nextreview period.

MCO Response and Plan of
Action

identifiable member record.
Until the member is disenrolled
by the Enrollment Broker, the
MCO shall continueto be
responsible for the provision of
all core benefits andservices to
the member.

11.11.4.9 Substantial This requirementis notaddressed
explicitlyinany policy submitted by the
MCO. On page4,the Member
Disenrollment/Disruptive Member
Transferstates, “Aetna Better Health
business application system does not
processthedisenrolimentuntil the
Departmentsends the disenrollment
record on the enrollmentfile,” which
impliesthatthe MCO isresponsible for
the provision of all core benefits and
services to the member until the
member is disenrolled by enrollment

broker.

Policy for Member
Disenrollment

This requirement was discussed during
onsiteinterviews, and the MCO provided
an amended Member Disenrollment/
Disruptive Member Transfer policy with
this language added. Thisamended
policyis dated 08/2019, which is after
the review period.

Recommendation
The MCO shouldfinalize the Member
Disenrollment/Disruptive Member
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

TransferPolicy to include this
requirementfor the nextreview period.

MCO Response and Plan of
Action

Marketing and

Member
Education
129.1 All member materials mustbein | P/P for Written Substantial This requirementis substantially
a styleandreadinglevel that Member Materials addressed in the Member Materials
will accommodate thereading Guidelines Standards Policyon page 2. However,
skills of MCO Enrollees. In Sample written this policydoes notexplain how the
general thewritingshouldbeat | member materials readinglevel is determined. Nor doesiit
no higher thana6.9 gradelevel, include thattechnical terms will be
as determined by any one of the explained to members. During the
indices below, takinginto previous review, the MCO was advised to
consideration the need to incorporatetheseinto their policies.
incorporate and explain certain
technical or unfamiliar terms to The member handbook explains key
assureaccuracy: healthcareterms on pages 56 to 58.
e Flesch—Kincaid;
e  FryReadability Index; Recommendation
e PROSETheReadability The MCO shouldincludeintheirpolicies
Analyst (software how reading level of member materials is
developed by Educational determined and that technical terms will
Activities, Inc.); be explained to members.
e  Gunning FOG Index;
e Mclaughlin SMOG Index; or
e  Other computer generated
readability indices accepted
by LDH.
129.2 All written materials mustbe P/P for Written Minimal Thatwritten materials should be MCO Response

clearlylegible with a minimum
fontsize of ten-point, preferably
twel ve-point, with the exception
of Member ID cards, and or
otherwiseapproved by LDH.

Member Materials
Guidelines
Samplewritten
member materials
including Member
Handbook

“presented in a formatthatenhances
understanding” is addressed in the
Member Materials Standards Policy on
page 2; however, the specifics of this
requirementarenotincludedinthis
policy (i.e., minimumfontsize.)

The MCO provided the New,
Existing and Reinstated
Member Information policy
dated 02/01/2015 on page
3; however, this required
language was added after
the review period, according
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Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Contract
Reference

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

The member materials providedfor
review by the MCO (member handbook,
etc.) have 10ptor largerfont.

Recommendation

The MCO shouldinclude the minimum
fontsizerequirements formember
materials (with the exceptionof ID cards)
intheir policies.

MCO Response and Plan of
Action

to theredlinechangesand

revision history on page 10.

12.9.6 The qualityof materials used for | P/P for Written Substantial This requirementisaddressed inthe
printed materials shall be, ata Member Materials draftofthePrintand Mailing Policyon
minimum, equal to the Guidelines page 3; however, thelanguage
materials usedfor printed Samplewritten pertainingto this requirementwas
materials for the MCQ'’s member materials inserted into this policy on 5/31/2019,
commercialplansifapplicable. | including Member after thereview period.

Handbook
Recommendation
The MCO shouldfinalize the draft of the
PrintandMailing Policy to include this
requirement.

12.9.7 The MCOs name, mailing P/P for Written Substantial This requirementisaddressed inthe

address (andphysical location, if
different) andtoll-free number
must be prominently displayed
on the cover of all multi-paged
marketing materials.

Member Materials
Guidelines
Samplewritten
member materials

draft Printand Mailing Policy submitted
by the MCO; however, this language was
added to the policy on 6/3/2019, which
is after thereview period.

The MCO provided the 2018 Annual
Notice to Members, which is a multi-
pagedocument. The MCO nameandtoll-
freenumber arevisible on the front
page; however, the mailingaddressis
notdisplayedanywhere on the
document.
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Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,
Contract 438.208,438.210,438.214,
Reference 438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

The member handbook displays the
MCQO’s name andwebsiteon thefront
and backcovers; however, the mailing
addressandthetoll freenumberarenot
displayed on the covers. The mailing
addressandthetoll free numberare
listed inside the member handbook,
which does not meet this requirement.

Recommendation

The MCO shouldfinalize the Printand
Mailing Policy with required language
and implementthisrequirementforall
multi-page marketing materials,
including the member handbook.

MCO Response and Plan of
Action

12.11.3.1 The MCO shall develop and Link to member portal | Minimal This requirementis notaddressed inany
distribute member educational of the policies provided by the MCO. The
materials, including, but not member portal canbereached at
limited to, the following: https://www.aetnabetterhealth.com/lou

isiana/members/portal and provides a

A member-focused website link to the secure member portal. The
which can bea designated mobileapp for smart phones is available
section of the MCO’s general and members areinformedof this on the
informational website, and “For Enrollees” page of the website.
interactive media contentsuch
as a mobile device application, a Recommendation
mobile optimized website, or The MCO shouldinclude this
interactive social media; requirementinits policies.

12.11.3.2 Bulletins or newsletters Exampleof Minimal This requirementis notaddressed inany

distributed notless than two (2)
times a year that provide
informationon preventive care,
accessto PCPsandother
providers and other information
thatis helpful to members;

bullets/news letter

of the policies provided by the MCO. The
Spring 2018 andSummer 2018
Newsletters evidence the
implementation of this requirement.

Recommendation
The MCO shouldinclude this
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Contract Requirement
Language

(Federal Regulation: 438.12,

Deficient 2019 Audit Elements

Comments (Note: Forany element that
is less than fully compliant, an

438.102,438.206, 438.207, Suggested explanation of the finding and a

Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of

Reference 438.230) reviewer instructions | Determination below) Action

requirementinits policies.

12.11.3.3 Literature, including brochures | Brochuresand other Minimal This requirement was notaddressed in
and posters, such as calendars examples of literature any of the policies provided by the MCO
and growth charts, regardingall | including EPSTD for review. Thegrowth chartandswim
health or wellness promotion materials lessons flyer provided by the MCO for
programs offered by the MCO’s review evidence the implementation of
Medicaid Managed Care Plan. this requirement.

This would also include, but not

be limited to, EPSDT outreach Recommendation
materialsand member The MCO shouldinclude this
appointmentandpreventive requirementinits policies.
testing reminders;

12.11.34 Targeted brochures, postersand | Brochures and other Minimal This requirement was notaddressed in
pamphletsto addressissues examplestargeted to any of the policies provided by the MCO
associated with members with members with chronic for review. The MCO provideda diabetes
chronic diseases and/or special | disease/SHCN pamphlet, whichevidences the
heath careneeds; implementation of this requirement.

Recommendation
The MCO shouldinclude this
requirementinits policies.

12.11.35 Materials focused on health Member education Minimal This requirement was notaddressed in
promotion programs available materials any of the policies provided by the MCO
to the members; for review. The MCO provideda swim

lessons flyer, which evidences the
implementation of this requirement.
Recommendation

The MCO shouldinclude this
requirementinits policies.

12.11.3.7 Materials that promote the Member handbook Minimal This requirement was notaddressed in
availability of health education | Member any of the policies provided by the MCO
classes for members; communications for review. The MCO provideda swim

lessons flyer to evidence the
implementation of this policy.
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Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Contract
Reference

Deficient 2019 Audit Elements

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

Recommendation
The MCO shouldinclude this
requirementinits policies.

Suggested
Documentation and
reviewer instructions

Review
Determination

MCO Response and Plan of
Action

12.11.3.8 Materials that provide Example Member Minimal This requirement was notaddressed in
education formembers, with, or | education material any of the policies provided by the MCO
atriskfor, a specific disability or for review. The MCO provideda diabetes
illness; education empowerment (DEEP) class
flyer to evidence theimplementation of
this policy.
Recommendation
The MCO shouldinclude this
requirementinits policies.
12.11.3.9 Materials that provide Example Member Non-compliance | This requirementwasnotaddressedin
education to members, education material any of the policies provided by the MCO
members’ families and other for review. The MCO providedthe
health care providers about Spring/Summer 2019 asthma flyer to
earlyintervention and evidence theimplementation of this
management strategies for policy; however, this was outside the
various illnesses and/or review period.
exacerbations related to that
disability or disabilities; Recommendation
The MCO shouldinclude this
requirementinits policies.
12.12.1.38 At leastoncea year, the MCO Member notification Minimal This requirementis notaddressed inany

must notify the member of their
option of receiving either the
Member Handbookor the
member Welcome News letter in
either electronic formator
hardcopy, upon request from
the member.

policy provided by the MCO. However,
the 2018 Annual Notificationto
Members evidences theimplementation
of this requirement.

The Member Rights and Responsibilities
policy states on pages 5-6, “Each
subsequentyear members are notified of
member rights and responsibilities and
any changes through the Aetna Better
Health website, annual notification and
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

member newsletter.”...” Aetna Better
Health informs members,
providers/practitioners about the
availability of member rightsand
responsibilities documentationonline
and aboutthevarious methods available
to contact Aetna Better Health for
assistance. If information is posted on
the website, Aetna Better Health informs
members and practitioners thatthe
informationis available online.
Information is mailed to membersand
providers/practitioners who do not have
fax, e-mail or internet access.”

This does notaddress the requirement
becauseitdoes notreference eitherthe
Member Handbookor the member
Welcome Newsletter, butonly rights and
responsibilities documentation.

Recommendation

The MCO shouldinclude this
requirementintheirpolicies about
member handbookor welcome
newsletter.

MCO Response and Plan of
Action

12.12.1.39

The MCO shall review and
update the Member Handbook
atleastoncea year.The
Handbookmustbe submitted to
LDH for approval within four
weeks of the annual renewal,
uponany changes, and priorto
being madeavailableto
members.

Dated revision of
member handbook

Substantial

The requirement that the member
handbook willbe updated atleastoncea
yearis addressed inthe member
handbook on page11. Therequirement
thatthe handbook must be submitted
for approval to LDHis addressed inthe
Member Communications Policy on page
3; however, the timeliness requirement
(four weeks) is notincluded.

Dateofrevisionislisted as “effective
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Deficient 2019 Audit Elements

Contract Requirement
Language Comments (Note: Forany element that

(Federal Regulation: 438.12, is less than fully compliant, an
438.102,438.206, 438.207, Suggested explanation of the finding and a
Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of
Reference 438.230) reviewer instructions | Determination below) Action
date” on page 1 of the member
handbook (September 1,2018).

The MCO provided the New, Existingand
Reinstated Member Information policy
dated 02/01/2015 on page 3; however,
this required language was added after
the review period, accordingto the
redline changes and revision history on
pagel0.

Recommendation

The MCO shouldfinalize the draft of the
New, Existing and Reinstated Member
Information policyto include this
requirement.

12.14.1.2 Web-based searchable, web- P/P for Provider Substantial This requirementis mostly addressed in
based machinereadable, online | Directory the Provider Directory Updates Policy on
directory for membersandthe | Provider Directory page 3; however, thatthe provider
public; (website link) directory onlineshouldbe “web-based

machinereadable” isnotincludedin the
policy. Inthesame policy, on page9,
usabilitytestingis addressed, but not for
machinereadability.

The provider directory is onlineand
searchable by members and by the
publicat
https://www.aetnabetterhealth.
com/louisiana/members/
directory.

The MCO provided the Aetna Better
Health of Louisiana Website - Provider
Search Usability Report.

Recommendation
2019 Compliance Report — Aetna Page310f233




Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a

recommendation must be documented MCO Response and Plan of

below)
The MCO shouldinclude this
requirementinits entirety in its policies.

Action

12.14.1.4 Hard copy, abbreviated version | P/P for Provider Substantial This requirementisaddressed inthe
upon request by the Enrollment | Directory Provider Directory Updates Policy on
Broker. Provider Directory page3.
(abbreviated hard
copy) During onsite discussion, the MCO
indicated thereis no abbreviated version
available.
Recommendation
The MCO shouldmakeanabbreviated
versionofthe providerdirectory
available.
121441 Names, locations, telephone P/P for Provider Substantial This requirementis addressed inthe
numbers of, website URLs, Directory Provider Directory Updates Policy on

specialties, whether the
providerisacceptingnew
members, and culturaland
linguistic capabilities by current
contracted providers by each
providertypespecified in this
RFP in the Medicaid enrollee’s
servicearea. Culturaland
linguistic capabilities shall
includelanguages offered by
the provider or a skilled medical
interpreter atthe provider’s
office, and whether the provider
has completed cultural
competency training. The
providerdirectory shall also
indicate whether the provider’s
office/facility has
accommodations for people
with physical disabilities,

Provider Directory (full
hard copy, website

version, electronic file,
abbreviated hardcopy)

page 10. The cultural competency
training partof therequirementis
addressed on page5.

However, the online providersearch
does notincludeinformationabout
provider’s cultural competency training
status.

Recommendation
The MCO shouldinclude this information
inits online provider search.
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,
438.102, 438.206, 438.207,
438.208,438.210,438.214,
438.230)
including offices, exam room(s)
and equipment;

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a

recommendation must be documented MCO Response and Plan of

below)

Action

12.18.2

The MCO shall provide notice to
a member or the parent/legal
guardian and theinvolvedstate
agency, as appropriate, who has
been receivinga prior
authorized course of treatment,
when the treating provider
becomes unavailable. The
written noticeshall be provided
within seven(7) calendar days
fromthe datethe MCO
becomes awareof such, ifitis
prior to thechangeoccurring.

Failureto provide notice priorto
the dates of terminationwillbe
allowed when a provider
becomes unableto carefor
members duetoillness, a
providerdies, the provider
moves fromtheservicearea
and fails to notifythe MCO, or
when a providerfails
credentialingorisdisplacedasa
resultof a naturalor man-made
disaster. Under these
circumstances, notice shall be
issued immediatelyuponthe
MCO becomingaware of the
circumstances.

P/P for Provider
Termination

P/P for notifying
members of provider
termination

Substantial

This requirementis partially addressed in
the Provider Network Voluntaryand
Involuntary Terminations Policy on page
4 and 10. However, thatthe notice shall
be provided within seven (7) daysis not
included with regards to priorauthorized
course of treatment.

Recommendation
The MCO shouldinclude the timeliness
requirementinits policy.

12.19.3

The MCO shall ensurethat
translation servicesare
providedfor all written
marketing and member

P/P for oraland written
interpretation services
P/P for notification of
member of

Substantial

This requirementisaddressed inthe
Interpreter and Translation Services
Policy on page5; however, the
percentageindicated in the policyis 5%,
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102,438.206, 438.207,

438.208,438.210,438.214,

438.230)

education materials for any
languagethatisspokenasa
primary language for four
percent(4%) or moreenrollee
or potential enrollees of an
MCO. Within ninety (90)
calendar days of noticefrom
LDH, materials must be
translated and madeavailable.
Materials mustbe made
availableatnochargeinthat
specificlanguageto assurea
reasonable chance for all
members to understandhow to
accessthe MCO and use
services appropriately as
specifiedin 42 CFR §438.10(c)
(4)and(5).

Deficient 2019 Audit Elements

Comments (Note: Forany element that
is less than fully compliant, an

Action

Suggested explanation of the finding and a
Documentation and EVEY recommendation must be documented MCO Response and Plan of
reviewer instructions | Determination below)
interpretation services not4%.
and howtoaccessthe During onsite discussion, the MCO
services indicated thatanamended policy is

currently going throughapproval.

Recommendation

The MCO shouldfinalize the draft of the
Interpreter and Translation Services
Policy to include this requirement.

12.194

Written materials mustalsobe
madeavailablein alternative
formats upon request of the
potential member or member at
no cost. Auxiliary aidsand
services mustalso be made
available uponrequest of the
potential member or member at
no cost. Written materials must
includetaglinesin the prevalent
non-Englishlanguagesinthe
state, as well aslarge print,
explaining the availability of
written translationor oral
interpretation to understand
the information providedand
the toll-freeand TTY/TDY
telephone number of the MCO's
member/customerservice unit.

P/P for Member Rights | Substantial This requirementis addressed inthe
and Responsibilities Interpreter and Translation Services
Policy on pages 7and8 andinthe
Member Materials Standards Policy on
page2;however, thefontsize
requirement (18 point) forlarge print
materialsis notincludedin any policy
submitted for review. The member
handbookincludestaglinesin16
languages regarding multi-language
interpretation services free of charge to
the member on page61.

Recommendation

The MCO shouldinclude this fontsize
requirementintheir Member Materials
Standards Policy.
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Deficient 2019 Audit Elements

Contract Requirement

Language Comments (Note: Forany element that
(Federal Regulation: 438.12, is less than fully compliant, an
438.102,438.206, 438.207, Suggested explanation of the finding and a
Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of
Reference 438.230) reviewer instructions | Determination below) Action
Largeprintmeans printedin a
fontsizeno smaller than 18
point.
Member
Grievance and
Appeals
13.5.2.7 The member's rightto have P/P for Notice of Action | Substantial This requirementisaddressed inpolicy
benefits continued pending Notice of Action LA 3100.70 Member Appeals
resolution of theappeal, howto
requestthatbenefits be Includes Member File Review Results
continued,andthe Appeal FileReview Appeals Files
circumstances under which the Two (2) of the Ten (10) fil es reviewed
member may berequired to were resolved inthe members favorand
repay the costs of these therefore were Not Applicable
services;and Eight (8) of Eight(8) remaining files did
not meet therequirement
Onsiteitwas discussed that Aetna’s
noticeafter initial prior authorization
review does containthelanguage
however theappeal letter does not.
Recommendation
Aetna shouldadd the explicitinstructions
on accessing continuous benefits during
the State Fair Hearingprocess to the
notice of adverse benefit determination.
13.5.2.8 Availability of interpretation P/P for Notice of Action | Substantial Aetna indicated thattherequired
servicesfor all languages and Notice of Action language could befoundinPolicy
howto accessthem. 3100.70 Member Appeals, page 7. Afull
review of this policyrevealed “oral
interpretation services and alternate
formats will be available to members at
no cost”. Ontheother handthesection
of the policy directly related to the
notice of actionor decision letter does
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Deficient 2019 Audit Elements
Contract Requirement
Language Comments (Note: Forany element that

(Federal Regulation: 438.12, is less than fully compliant, an
438.102,438.206, 438.207, Suggested explanation of the finding and a
Contract 438.208,438.210,438.214, Documentation and EVEY recommendation must be documented MCO Response and Plan of
Reference 438.230) reviewer instructions | Determination below) Action
not mention inclusion of thisserviceasa
standarddisclosure.

Recommendation

The language describing the availability
of interpretation services should be
included in the Notice of Action.

13.5.3.2 In cases of verifiedmember P/P for Notice of Action | Non compliance | This newlanguageis notyetincluded in
fraud, or when LDH hasfacts policy LA3100.70 Member Appeals
indicating thataction should be
taken because of probable Onsite, Aetna stated thatthe
member fraud atleastfive(5) requirementisaddressed in policy. LA
days beforethedateof action; 0041.LAStatenotification. Areview of

this policydid notindicatethatthe
required language was contained within.

Recommendation
Aetna shouldadd therequiredlanguage
to its policies and procedures.

Quality

Management

14.2.5.6 The MCO shall maintain QAPI Program Substantial This requirementisaddressed inthe
integrity, accuracy,and Description LA_MCO_14_QM 2019 Program
consistency indatareported. QAPI Work Plan Description.
Upon request, the MCO shall
submitto LDH detail sufficient A pre-onsitereview of theannual 17P
to independentlyvalidate the measure, as well-asthe monthly ITM
data reported. measures identified variancein monthly

versus annual denominators of highrisk
pregnantwomen with prior preterm
birth.

Aetna states the following:

“There are historicalissues with rate
calculation. Thisis a state measure.
Aetna’s Ql Departmentdidan audit of
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Contract
Reference

Contract Requirement
Language

(Federal Regulation: 438.12,

438.102, 438.206, 438.207,

438.208,438.210,438.214,
438.230)

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)
17P calculation. Modifications to the
logichave been made. Going forward,

Aetna is using the Inovalon HEDIS
productto eliminate this variance.”

Recommendation

Aetna should move forward with its
remediated process and monitor this
measureto ensurerateaccuracy.

MCO Response and Plan of
Action

14284

Withinthree (3) months of the
execution of the Contractand at
the beginning of each Contract
year thereafter, the MCO shall
submit, inwriting, a general and
a detaileddescriptionof each
Performance Improvement
Projectto LDH for approval. The
detaileddescriptionshall
include:

e An overview explaining how
and why the projectwas
selected, thestatusofthe
PIP,anditsrelevanceto the
MCO members and
providers;

e The study question;

e The study population;

e The quantifiable measures to
be used, including the
baselineandgoal for
improvement;

e Baseline methodology;

e Data sources;

o Data collection methodology
andplan;

¢ Data collection planand

PIP proposal/reports
P/P performanceinput
projects

PIP meeting minutes

Substantial

With the exceptionof the IETPIP, Aetna
has metall PIPrequirements.

Duringthereview period, there were
two IETPIP components witha
determinationof Not Met:

2c¢. Objectives did notalign aimandgoals
with interventions,and

4a.Susceptible subpopulations were not
identified using claims data on
performance measures, and

Stratified by demographic and clinical
characteristics.

Also during the review period, therewas
no primary contact personindicated on
the IETPIP.

Recommendation
Aetna shouldaddress theseissuesin
their next PIP submission.
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Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
438.208,438.210, 438.214,
438.230)
cycle, whichmustbeatleast
monthly;

e Results with quantifiable
measures;

e Analysis withtime periodand
the measures covered;

e Explanation of the methods
to identifyopportunities for
improvement;and

e An explanationof theinitial
interventions to be taken.

Contract
Reference

Deficient 2019 Audit Elements

Suggested

Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that
is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)

MCO Response and Plan of

Action

14.5.2 The Councilisto bechaired by Member Advisory Substantial This requirementisaddressed inthe
the MCO'’s Council Plan Member Advisory Committee charter.
Administrator/CEO/COO or Compositionof
designeeandwill meetatleast | Member Advisory Aetna provided QAPI meeting minutes
quarterly. Council thatreferencethe MAC and statesthat

minutes were not kept.
Recommendation

Aetna shouldkeep minutes of its MAC
meetings.

14.5.4. The MCO shall providean Member Advisory Substantial This requirementisaddressed inThe
orientation and ongoing training | Council Plan Member Advisory Committee charter.
for Council members sothey
have sufficientinformation and Aetna provided QAPI meeting minutes
understanding to fulfill their thatreferencethe MACand statesthat
responsibilities. training materialsor training agendas are

available.

Recommendation

Aetna shouldconductrequired training
and document attendance by MAC
members.

14.5.6. LDH shallbeincludedin all Member Advisory Substantial This requirementisaddressed inthe

correspondence to the Council,
including agenda and Council

Council Plan

Member Advisory Committee charter.
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Contract Requirement
Language
(Federal Regulation: 438.12,
438.102,438.206, 438.207,
Contract 438.208,438.210,438.214,
Reference 438.230)
minutes. Additionally, all agenda
and Council minutes shallbe
posted to the MCO websitein
English and Spanish, with any
member-identifying information
redacted.

Deficient 2019 Audit Elements

Suggested
Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany element that

is less than fully compliant, an
explanation of the finding and a
recommendation must be documented
below)
Aetna provided QAPI meeting minutes
thatreferencethe MAC and statesthat
minutes were not posted.

Recommendation
Aetna shouldkeep and post minutes of
its MAC meetings.

MCO Response and Plan of
Action
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MCO Final Audit Tools

Nine detailed final audit tool reports that correspond to each domain that was audited were prepared. These reports include IPRO’sreview determination for each element that was audited.

Core Benefits and Services

Contract

Reference

6.4

Core Benefits and Services
Plan Documentation (MCO
please indicate policy

number, page number Comments (Note: For any element that is

reference to the less than fully compliant, an explanation of
Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be | MCO Response and Plan of

(Federal Regulation: 438.114, 438.208) and reviewer instructions documentation) Determination documented below) Action

Behavioral Health Services

6.4.5
6.4.5.1

Permanent Supportive Housing

LDH partners with the Louisiana Housing Authority
(LHA) to co-manage the Louisiana Permanent
Supportive Housing (PSH) program. PSH provides
deeply affordable, community-integrated housing
paired with tenancysupports thatassist persons
with disabilities to be successful tenantsand
maintain stable housing. The Louisiana PSH
programis a cross-disability program that provides
accessto over 3,300affordable housingunits with
rental subsidies statewide. In Louisiana, PSH
services arereimbursed under several Medicaid
HCBS programs, and under specialized behavioral
health State Planservices whereitisbilledasa
componentof CPSTand PSR. However, Medicaid
Managed Care members must meet PSH program
eligibility criteria, in additionto medical necessity
criteriafor servicesinorderto participatein PSH
http://new.dhh.louisiana.gov/index.cfm/page/173
2/n/388 Overall management of the PSH program
is centralized within LDH and final approval for
members to participatein PSHis made by the LDH
PSH program staff. For the Louisiana PSH program,
the MCO shall:

6.45.1.1

Provide outreachto qualified members witha Member | etters This requirementis addressed inthe PHS
potential need for PSH; Member handbook Desktop documentand PSHOutreach
Policy for member document.
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Core Benefits and Services
Plan Documentation (MCO
please indicate policy

number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be | MCO Response and Plan of

Reference (Federal Regulation: 438.114, 438.208) and reviewer instructions documentation) Determination documented below) Action

education

6.4.5.1.2 Assist membersincompleting the PSH program Member letters Full This requirementisaddressed inthe PHS
application; Member handbook Desktop documentand PSHOutreach

Policy for member document.
education

6.4.5.1.3 Withinone (1) working day of request by Communications to LDH Full This requirementis addressed inthe email
designated LDH PSH program staff, provide Policy foreducation communicationthatwas provided.
accurateinformationabout status of eligibility
assessment, determination, and recertification;

6.4.5.1.8 Reporton PSH outreachmonthlyandquarterly Completed LDH template Full This requirementisaddressed inthe email
using a format to be provided by the LDH PSH communicationthatwas provided, as well as
program manager;and the PSH Outreach spreadsheet.

6.4.5.2 To assure effective accomplishment of the
responsibilities required per Section6.4.5.1 the
MCO shall:

6.4.52.1 Identify a PSH program liaison, to beapprovedby | Organizational chart Full This requirementisaddressed by thejob
LDH, to work with LDH PSH program staff to description and document thatidentified the
assure effective performance of MCO current PSH program liaison.
responsibilities and requirements, effective
implementation and delivery of PSH services, and
to address problems or issues that may arise.

6.4.9 The MCO shall provide guidelines, educationand | Trainingslides Full This requirementisaddressed inthe provider
training, andconsultationto PCPsto supportthe Policy forprovider manual and intheProvider Relations
provision of basic behavioral healthservices inthe | education Functions & Responsibilities Training
primary care setting. Provider handbook providedafter thereview.

6.4.9.1 The MCO shall ensure networkproviders utilize Provider handbook Full This requirementis addressed inthe Provider

behavioral health screening tools and protocols
consistent with industry standards. The MCO shall
work toincreasescreeninginprimary care for
developmental, behavioral,andsocialdelays, as
well as screening for child maltreatment risk
factors, trauma, andadverse childhood
experiences (ACEs). The MCO may provide
technical assistance to providers, incentives, or
other means toincreasescreening for behavioral
health needs in primary care.

Provider education
materials
Provider contracts
Policy forprovider
education

Relations Department Functions and
Responsibilities Policy, provider manual,
training document, and ADHD project
document.
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Contract
Reference
6.4.9.2

Contract Requirement Language

(Federal Regulation: 438.114, 438.208)
The MCO shall work to increase provider
utilization of consensus guidelines and pathways
for warm handoffs and/orreferrals to behavioral
health providers for children who screen positive
for developmental, behavioral, and social delays,
as well as child maltreatmentriskfactors, trauma,
and adverse childhood experiences (ACEs). The
MCO shall work to increase the percentage of
childrenwith positive screens who: 1) receive a
warm handoffto and/orarereferred formore
specialized assessment(s)or treatmentand 2)
receive specialized assessment or treatment.

Core Benefits and Services
Plan Documentation (MCO

please indicate policy
number, page number
reference to the
supporting
documentation)

Suggested Documentation
and reviewer instructions
Policy forprovider
education

Provider handbook

Review
Determination
Full

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be
documented below)
This requirementisaddressed inthe provider
manual and the Provider Relations
Department Functions and Res ponsibilities
Policy.

MCO Response and Plan of
Action

6.4.10

Develop crisisinterventionandstabilization
services to better manage behavioralhealth issues
inthecommunity. The MCO shall maintainan
activeroleinmanaging the process to ensure
resolution of behavioralhealth crisesinthe
community and referral to andassistance with
placementinbehavioral health services required
by the individual inneed. Regional crisis
community collaborations consist of anarray of
public and private partnerssuchas law
enforcement, emergency department directors,
psychiatric acute unit directors, coroners,
behavioral health advocates, and peer supports.
The MCO shall familiarize itself with the local crisis
collaborative and workwith it to facilitate crisis
resolution.

Policy forbehavioral
integration
Communications with
community agencies

Full

This requirementisaddressed inthe policy
A-LA 7000.50 Supporting Members in Crisis
andin correspondence provided after the
review evidencing communication with
community agencies.

6.8

Emergency Medical Services and Post Stabilization

Services

6.8.1
6.8.1.1

Emergency Medical Services

The MCO shall provide that emergency services,
including those for specialized behavioral health,
be rendered without the requirement of prior
authorization of any kind. The MCO must cover
and pay for emergency services regardless of
whether the provider thatfurnishes the

Member handbook
Policy for ER services

Full

This requirementisaddressed inthe member
handbook and policies provided.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.114, 438.208)
emergency services hasa contract with the MCO.
If an emergency medical conditionexists, the

MCO is obligated to pay for the emergency
service.

Suggested Documentation
and reviewer instructions

Core Benefits and Services
Plan Documentation (MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

6.8.1.2 The MCO shall advise all Medicaid MCO members | Member handbook Full This requirementis addressed inthe member
of the provisions governing in and out-of-service handbook.
area use of emergency services as defined inthe
Glossary.

6.8.1.3 The MCO shallnot deny payment fortreatment Member handbook Full This requirementisaddressed inthe member
when a representative of the entity instructs the Policy for Member services handbook.
member to seek emergency services.

6.8.1.4 The MCO shall not deny payment for treatment Member handbook Full This requirementis addressed inthe member
obtained when a member had an emergency Policy foremergency handbook andthe Prior Authorization Policy.
medical condition as definedin42 CFR services
§438.114(a), norlimit what constitutes an
emergency behavioral health condition on the
basis of behavioral health diagnoses or symptoms.

6.8.1.5 The attending emergency physician, Licensed Provider handbook Full This requirementisaddressed inthe Prior
Mental Health Provider (LMHP), or the provider Policy for Care coordination Authorization Policy and inthe provider
actuallytreatingthe member shalldetermine handbook.
when the member is sufficientlystabilized for
transferor discharge and that determinationis
binding on the MCO for coverage and payment.

6.8.1.6 Ifthereis a disagreement between a hospital or Policy for Coordination of Full This requirementisaddressed inthePrior
other treating facilityandan MCO concerning services Authorization Policy.
whether the member is stable enoughfor Communications to hospital
discharge or transfer fromthe Emergency Additionally, the MCO was able to clarify
Department (ED), the judgment of the attending duringtheinterview on-site thatthis type of
emergency physician(s) atthe hospital or other disagreement would not occurin practice
treating facility at the time of discharge or transfer dueto the MCO getting notified after claims
prevailsandisbinding on the MCO. This data had been processed, and that they
subsection shall not applyto a disagreement would notchallenge a treating facility.
concerning discharge or transfer followingan
inpatient admission once the member is stabilized.

6.8.1.7 The MCO willincludein the proposal a planto Policy for Coordination of Full This requirementisaddressed inthe ED

provide carein the mostappropriate and cost-

Services

Diversion Workplandocument, member
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Contract Requirement Language

(Federal Regulation: 438.114, 438.208)
effective setting. The plan should s pecifically
address non-emergent use of hospital Emergency
Departments. Strategies of interest to LDH include
butarenotlimited to accessto primarycare
services through medical homes, urgentcareand
retail clinics; and, interventions targeted to super-
utilizers, such as patients withsickle cell disease,
chronic pain, dental, and/or behavioral health
conditions.

Suggested Documentation
and reviewer instructions
Quality of coreplan
Member handbook

Core Benefits and Services
Plan Documentation (MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

handbook, as well as the Coordination of

Member Care Policy.

MCO Response and Plan of
Action

6.8.1.8

The MCO shall beresponsible for educating
members and providers regarding appropriate
utilization of ED services, including behavioral
health emergencies.

Member & provider
handbook
Educational materials

Full

This requirementisaddressed inthe provider
manual and member handbook.

6.8.1.9

The MCO shall monitoremergency services
utilization by provider and member and shall have
routine means for redressing i nappropriate
emergency department utilization. For utilization
review, thetestfor appropriateness of the request
for emergency services shall be whether a prudent
layperson, similarly situated, would have
requested such services. For the purposes of this
contract, a prudentlaypersonisa personwho
possesses anaverage knowledge of healthand
medicine.

P./P Emergency services
Member handbook

Full

This requirementisaddressed inthe Prior
Authorization Policy and member handbook.

6.8.1.10

A member who has an emergencymedical
conditionmay not be heldliable for payment of
subsequentscreening and treatment needed to
diagnose the specificcondition or stabilize the
patient.

Member handbook

Full

6.8.2
6.8.2.1.

Post Stabilization Services

As specifiedin 42 CFR §438.114(e) and 42 CFR
§422.113(c)(2)(i), (ii) and (iii), the MCO is
financiallyresponsible for post-stabilization care
services obtained within or outside the MCO that
are:

6.8.2.1.1

Pre-approvedby a network provider or other MCO

P./P poststabilization

Full

This requirementis addressed inthe member
handbook.

This requirementisaddressed inthe Prior
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less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be | MCO Response and Plan of
Reference (Federal Regulation: 438.114, 438.208) and reviewer instructions documentation) Determination documented below) Action
representative; or services Authorization Policy.
6.8.2.1.2 Not preapproved by a network provider orother P./P poststabilization Full This requirementisaddressed inthe Prior
MCO representative, but: services Authorization Policy.
6.8.2.1.2.1 | Administered to maintain the member’s stabilized | P./P poststabilization Full This requirementisaddressed inthe Prior
conditionwithin one (1) hour of a request to the services Authorization Policy.
MCO for pre-approval of further post-stabilization
careservices or
6.8.2.1.2.2 Administered to maintain,improve or resolvethe | P./P poststabilization Full This requirementisaddressed inthePrior
member’s stabilized condition if the MCO: services Authorization Policy and provider handbook.
e Does notrespondto a request for pre-approval
within onehour; Provider handbook
e Cannotbecontacted;or
o MCO'’s representative and the treating physician
cannotreachan agreementconcerning the
member's careand a network physician is not
availablefor consultation. Inthis situation, the
MCO mustgivethetreatingphysicianthe
opportunity to consult witha network physician
and thetreating physicianmay continue with
care of the patientuntil a networkphysicianis
reached or one of thecriteria of (422.133(c)(3))
is met.
6.8.2.2 The MCO'’s financial responsibility for post- P./P poststabilization
stabilizationcareservices thatithas not pre- services
approved ends when:
6.8.2.2.1 A network physician with privileges atthetreating | P./P poststabilization Full This requirementisaddressed inthe Prior
hospital assumes responsibility forthe member’s | services Authorization Policy.
care;
6.8.2.2.2 A network physician assumes responsibility forthe | P./P poststabilization Full This requirementisaddressed inthe Prior
member’s care through transfer; services Authorization Policy.
6.8.2.2.3 A representative of the MCO and the treating P./P poststabilization Full This requirementisaddressed inthe Prior
physicianreach an agreement concerning the services Authorization Policy.
member’s care; or
6.8.2.2.4 The member is discharged. P./P poststabilization Full This requirementisaddressed inthePrior
services Authorization Policy.
6.19 Services for Special Populations
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Reference (Federal Regulation: 438.114, 438.208) and reviewer instructions documentation) Determination documented below) Action
6.19.1 Special Health Care Needs (SHCN) population is
defined as individuals of any age with mental
disability, physical disability, or other
circumstances that placetheir health andability to
fully function insociety atrisk, requiring
individualized health care approaches. Forthe
behavioral health population, individuals with
special health care needs include:

6.19.1.1 Individuals with co-occurring mental health and
substance usedisorders;
6.19.1.2 Individuals with intravenous druguse;

Pregnantwomen with substance use disorders or

co-occurringdisorders includingbut notlimited to
pregnantwomen who are using alcohol, illicitor
licitdrugs suchas opioid and benzodiazepines or
atrisk of deliveringaninfant affected by neonatal
abstinence syndrome (NAS) or fetal alcohol
syndrome;

Individuals with substance use disorders who have
dependent children;

Children with behavioral health needsincontact
with other childserving systemsincluding OJJ,
DCFS, or thejudicial system,andnotenrolledin
CSoC;

Nursing facility residents approvedfor s pecialized
behavioral health services recommendedasa
resultof PASRR Level || determination;

Adults, 18 years or older, receiving mental health
rehabilitation services under the state planand
children/youth who qualify for CSoC as assessed
by the CSoC program contractorandhave
declined to enter or aretransitioning out of the
CSoC program.

Individuals with 2 or moreinpatientor4 or more
ED visits within the past 12 months;

6.19.1. Individuals with co-occurring behavioral health |
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and developmental disabilities;

6.19.1.10 Individuals diagnosed with Autism Spectrum
Disorder (ASD) oratrisk of an ASD
diagnosis;

6.19.1.11 Newly diagnosed adolescents and young adults,
15-30years of age, who experience first signs of
symptom onset for serious mentalillness, such as
schizophrenia, bipolardisorder, and/or major
depression;and

6.19.1.12 Persons living with HIV/AIDSandwho arein need
of mental healthor substance useearly
intervention, treatment, or preventionservices.

6.19.2 The MCO shall identify members with s pecial HRA This requirementis addressed inthe PQ039
health care needs withinninety (90) days of Policy for members with Reportand theIntegrated Care Management
receiving the member’s historical claims data (if Special Health Needs Policy.
available). LDH may alsoidentify special Documentationof
healthcare members and provide thatinformation | assessmentconducted File Review Results
to the MCO. The LMHP or PCP can identify Ten (10) of 10 case management files met
members as having special needsatany timethe | Includes Case Management the requirementfor an individual needs and
member presents withthose needs. The MCO File Review diagnostic assessment within 90 days of
mustassess those members withinninety (90) identificationof need.
days of identification, with the exception of
individuals referred for PASRR Level |1, who shall Ten (10) of 10 behavioral health case
be evaluated within federally required timelines as management files documented contact with
per Section 6.38.5.4. The assessment must be the Integrated Medicaid Managed Care
done by appropriate healthcare professionals. Program PlanCare manager. Ten (10) of 10
Assessments that determine a course of treatment files metthe requirement for anindividual
or regularcare monitoring as appropriate shall needs assessment.
resultina referral for case management.

6.19.3 The mechanisms for identifyingmembers with Policy for members with Full This requirementis addressed by the PQ039
special health care needs (SHCN) that requirean Special Health Needs reportand thelntegrated Care Management
assessmentto determineifa course of treatment Policy.
or regularcare monitoringis needed areas Documentationof
follows: assessment conducted File Review Results
.1The MCO shall utilize Medi caid historical claims None (0) of the 10 case management files

data (if available) to identify members who meet | Includes Case Management had a documented referral source of Special
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Review
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MCO Response and Plan of
Action

MCO, LDH approved, guidelines for SHCN File Review Health Care Needs (SHCN).
criteria.
.2MCO LMHPs and PCPs shall identifyto the MCO None (0) of the 10 behavioral healthcase
those members who meet SHCN criteria. managementfiles were applicable to the
.3Members may self-identify to eitherthe SHCNrequirement.
Enrollment Broker or the MCO thatthey have
special health care needs. The Enrollment
Broker will provide notificationto the MCO of
members who indicate they have special health
careneeds.
.AMembers may beidentified by LDH andthat
informationprovided to the MCO.

6.194 Individualized Treatment Plans and Care Plans Policy forIndividual Full This requirementisaddressed inthe PQ039
All SHCN members shall be referred for,andif TreatmentPlans Reportand thelntegrated Care Management
found eligible, offered case management, CMrecords Policy.
including anindividualized treatment plan Treatment &/or care plans
developed by the treatingprovider(s)and a File Review Results
person-centered planof care developed by the Includes Case Management Ten (10) of the 10 case management files
MCO care manager. Theindividualized treatment | File Review had anindividual care planbased on the
plans mustbe: needs assessment, and 10 of the 10 files

included shortand longtermcaregoalsin
their careplans.Ten (10) of the 10 files had
plans of care developed with member and/or
familyinvolvement.
Ten (10) of 10 behavioral healthcase
management files had a care planbased
upon the member’s individualneeds
assessment, that was devel oped with the
involvement of the member/family, and
included shortand long term member goals.
Ten (10) of 10filesincluded a care plan that
documented member demographics and
supports and services. Five (5) of 5 applicable
files metthe requirement for crisis planning.
6.19.4.1 Developed by the member’s primarycare provider | Treatmentplan Full This requirementisaddressed inthe
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Contract Requirement Language

(Federal Regulation: 438.114, 438.208)
and/or other lead provideras appropriate, with
member participation, andinconsultationwith
any specialists caring for the member. For SHCN
members, the treatment plan shall be submitted
to the member’s MCO no later than 30days
following the completion of theinitialassessment
or annual reassessment.

Suggested Documentation
and reviewer instructions
Policy forIndividual
TreatmentPlans
Documentationof
communication

Includes Case Management
File Review

Core Benefits and Services
Plan Documentation (MCO
please indicate policy

number, page number
reference to the
supporting
documentation)

6.19.4.2 In compliance with applicable quality assurance Policy for Individual
and utilization management standards: TreatmentPlans
6.19.4.3 Reviewed and revised uponreassessment of Policy forIndividual

functional need, atleastevery 12 months, when
the member’s circumstances or needs change
significantly, or attherequest of the member; and

Treatment Plans
Plan of Care

Includes Case Management
File Review

Review
Determination

Full

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

Integrated Care Management Policy.

This requirementisaddressed inthe
Integrated Care Management Policy.

File Review Results

Eight(8) of 8 applicable case management
files mettherequirementfor ongoing care
plan review. Although 2 files lacked sufficient
timeframes for care plan follow-up review,
the monitoring of outcomes was
documented for all 10files. Seven (7) of 7
applicablefiles met therequirementfor
treatmentrevision.

Ten (10) of 10 behavioral healthcase
management files documented monitoring of
outcomes. Eight (8) of 8 applicable
behavioral health case managementfiles
documented revision of the careplanas
necessary.

MCO Response and Plan of
Action
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Plan Documentation (MCO
please indicate policy
number, page number
reference to the

Contract Contract Requirement Language Suggested Documentation supporting Review
Reference (Federal Regulation: 438.114, 438.208) and reviewer instructions documentation) Determination
6.19.4.4 A person-centered integrated planof care Policy forIndividual Full

developed by the MCO care managershall be TreatmentPlans

completed withinthirty (30) calendar days of Plan of Care

providertreatment plan development that
includes allmedically necessaryservicesincluding
specialized behavioral health services and primary
careservicesidentified in the member’s treatment
plans (individualized treatment plans are
developed by the provider(s)) and meet the
requirements above.

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

This requirementisaddressed inthe

Integrated Care Management Policy.

MCO Response and Plan of
Action

6.28 Care Management
6.28.1 Caremanagementisdefined as the overall system | CMrecords Full This requirementis addressed inthe member
of medical management, care coordination, Member Handbook handbook and Member Care Coordination

continuityof care, caretransition, chroniccare
management, and independent review. The MCO
shall ensure thateachmember hasanongoing
source of primary and/or behavioral healthcare
appropriateto hisor her needsand a person or
entity formally designated as primarily res ponsible
for coordinating Medicaid covered services
providedto the member.

Policy.

6.28.2 The MCO shall beresponsible for ensuring: Policy formember Services Full
6.28.2.1 Member’s healthcare needs andservices/careare | Provider handbook
plannedandcoordinated throughthe MCO PCP -
and/or behavioral health provider; Includes Care Management
File Review

This requirementis addressed inthe member
handbook andMember Care Coordination

Policy.

File Review Results

Ten (10) of 10 case managementfiles
contained documentation that prevention
and treatmentservices areaccessibleand
comprehensive. Ten (10) of 10 case
management files met therequirement for
referralsasindicated.

Nine (9) of 9 applicable behavioral health
casemanagement files met the requirement
for recording the member’s PCP in the care
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Suggested Documentation
and reviewer instructions

Core Benefits and Services
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please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be
documented below)
management record or otherwise follow-up.

MCO Response and Plan of
Action

6.28.2.2 Accessibility of services and promotingprevention | Policy for member Services Full This requirementisaddressed by the
through qualified providers and medical home Call center documentation member handbook.
practicesin accordance with42 CFR §438.6(k)
which requires the provision forreasonableand Additionally, during the interview portion of
adequate hours of operationincluding 24 hour the review, the MCO clarified thatifa
availability of information, referral, and treatment member needs to reach a CM afterhours,
for emergency medical conditions; and thereis a maintelephone numberthatis
fielded by a representative. Thereisa CM
available afterhours that can addressissues,
if needed. The MCO is also flagged for calls of
this nature, andnotified of all outcomes.
Thereis alsoa localfield CM teamthatcan
triage, if needed.
6.28.2.3 Carecoordinationand referral activities, inperson | CM records Full This requirementis addressed inthe

or telephonically depending on member’s acuity,
incorporate and identify appropriate methods of
assessmentand referral for members requiring
both medical andbehavioral health services.
Theseactivities mustinclude scheduling
assistance, monitoring andfollow-up for
member(s) requiring medicalservices and
coordination for members requiring behavioral
health services.

Policy forcare coordination

Includes Care Management
FileReview

Integrated Care Management Policy and
Member Care CoordinationPolicy.

File Review Results

Ten (10) of 10 case management files met
the requirement for ongoing care
coordination, with initial coordination of
activities withthe Chronic Care Management
Program documented for 9 of 9 applicable
files.Ten (10) of 10files had evidence of
health care coordination. Nine (9) of 9 files
met the requirement for referrals made
when necessary.

Ten (10) of the 10 behavioral health files met
the requirement for coordination of activities
with the ChronicCare Management Program.
Nine (9) of the9 applicable behavioral health
files metthe requirement for referrals when
necessary. Contact was made with the

Integrated Medicaid Managed care Program
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Review
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Plan Care Managerfor all 10 of 10 files.

MCO Response and Plan of
Action

6.28.2.4 Patients with a conditionthat causes chronicpain | Pain managementplans Full This requirementisaddressed inthe
and havefive(5)or more ED visitsinthe most Policy forcare coordination Member Restriction Policyandpain
recent 12-month period for chief complaint of management plantemplate provided after
painare contacted by the MCO for a pain the review.
management planandthis plan will be shared
with the patients’ PCP, the patient, and relevant
ED staff

6.30 Care Coordination, Continuity of Care, and Care Transition

6.30.0 The MCO shall devel op and maintain effective care | Policy forcare coordination Full This requirementisaddressed by the

coordination, continuity of care,andcare
transitionactivities to ensure a continuum of care
approach to providing health care services to MCO
members. The MCO shall establisha process to
coordinate the deliveryof core benefits and
services with services thatarereimbursed on a
fee-for-service basis by LDH, provided by LDH'’s
dental benefit program manager, or provided by
community and social support providers. The MCO
shall ensure member-appropriate provider choice
within the MCO andinteraction with providers
outside the MCO. Continuity of care activities shall
ensurethattheappropriate personnel,including
the service providers, are keptinformed of the
member’s treatment needs, changes, progress or
problems. These MCO activities and processes
shall be demonstrated via workflows with s pecific
decision pointsandprovided to LDH by January
11,2016.

Continuity of care activities shallprovide
processes by which MCO members and network
and/or non-network provider interactions are
effectiveand shallidentify and address those that
arenot effective. The MCO shall ensure that
service delivery is properly Thmonitored through

Policy for PCP choice
Member survey
Detailed Workflows

Coordinationof Member Care Policy, the
Corrective Action Policy, the Transitions of
CareDocument, andthe Interdisciplinary
CareTeam Activities Document.
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member surveys, medical and treatment record
reviews,and EOBsto identifyandovercome
barriersto primary and preventive carethata
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shall be undertaken by the MCO on anas needed
basisandas determined by LDH.
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supporting
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Suggested Documentation
and reviewer instructions

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

6.30.1 The MCO shall beresponsible for the coordination | Policy forcare coordination Full This requirementis addressed inthe
and continuity of care of healthcare services forall Member Transition Policyand Coordination
members consistent with 42 CFR §438.208. In of Member CarePolicy.
addition, the MCO shall be responsible for
coordinating with the Office of Citizens with
Developmental Disabilities for the behavioral
health needs of the |/DD co-occurring population.
6.30.2 The MCO shallimplement LDH approved care
coordination and continuity of care policies and
procedures that meet or exceed the following
requirements:
6.30.2.1 Ensurea besteffortis madeto conductan initial Policy forcare coordination Full This requirementisaddressed inthe
screening of the member’s needs within ninety Integrated Care Management Policy and
(90) days of their enrollment date for all new Includes Care Management OutreachandEnrollment Document.
members. If theinitial attemptis unsuccessful, File Review
subsequent attempts shall be made withinthe File Review Results
ninety (90) daytime period; Ten (10) of the 10 case management files
met this requirement.
6.30.2.2 Ensurethateachmember hasanongoingsource | Policyforcarecoordination Full This requirementis addressed inthe

of preventive and primarycare appropriate to
their needs;

Includes Care Management
File Review

Member Transition Policy.

File Review Results

Ten (10) of the 10 behavioral health case
management files met the requirement for
anongoingsource of preventiveand primary
care.Ten (10) of the 10 files met the
requirementregarding the release of
informationfrom the member/family
obtained to coordinate care withthe PCP and
other healthcare providers.
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Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be | MCO Response and Plan of
Reference (Federal Regulation: 438.114, 438.208) and reviewer instructions documentation) Determination documented below) Action
6.30.2.3 Ensure each member is provided with information | Policy forcarecoordination Full This requirementisaddressed by the
on how to contactthe persondesignated to member handbookandIntegrated Care
coordinate the services the member accesses; Includes Care Management Management Policy.
File Review
File Review Results
Ten (10) of 10 case management files met
this requirement.
6.30.2.4 Coordinate care between network PCPs and Policy forcare coordination Full This requirementis addressed inthe
specialists; including specialized behavioral health Member Transition Policy.
providers;
6.30.2.5 Coordinate care for out-of-network services, Policy forcare coordination Full This requirementisaddressed inthe
including specialtycare services; Member Transition Policy.
6.30.2.6 Coordinate MCO provided services with services Policy forcare coordination Full This requirementis addressed inthe
the member may receive from other health care Member Transition Policy.
providers;
6.30.2.7 Upon request, share with LDH or other health care | Policy forcarecoordination Full This requirementisaddressed inthe
entities servingthe member with special health Integrated Care Management Policy and Care
careneeds theresults and identification and Plan Developmentand Updating Document.
assessment of that member’s needs to prevent
duplication of those activities;
6.30.2.8 Ensurethateach providerfurnishing services to Policy forcare coordination Full This requirementis addressed inthe
the member maintains and shares the member’s Provider Handbook Member Transition Policyandthe provider
health record in accordance with professional manual.
standards;
6.30.2.9 Ensurethatin the process of coordinating care, Policy forcare coordination Full This requirementisaddressed inthe
each member’s privacyis protected inaccordance Integrated Care Management Policy.
with the privacy requirementsin 45 CFR Parts 160
and 164, and other applicable state or federal
laws;
6.30.2.10 Maintain and operate a formalized hospital and/or | Policy forcare coordination Full This requirementisaddressed inthe
institutional discharge planning program; Discharge Planning Policy and the Concurrent
Includes Care Management Review/Observation Care Policy.
File Review
6.30.2.11 Coordinate hospital and/or institutional discharge | Policy forcare coordination Full This requirementisaddressed inthe
planning thatincludes post-discharge careas Discharge Planning Policy and the Concurrent
appropriate, including aftercare appointments, Includes Care Management Review/Observation Care Policy.
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following aninpatient, PRTF, or other out-of-home

stay and;assurethat priorauthorizationfor
prescriptioncoverageisaddressed and or initiated
before patient discharge. The MCO must have
policies and procedures requiring and assuring
that:

Suggested Documentation
and reviewer instructions
File Review

Core Benefits and Services
Plan Documentation (MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

File Review Results
Ten (10) of 10 case management files met
this requirement.

Six (6) of 6 applicable behavioral case
management files met the discharge
planning requirement.

MCO Response and Plan of
Action

6.30.2.11.1. | Behavioral health pharmacypriorauthorization Policy forcare coordination Full This requirementis addressed inthe
decisions arerendered beforea memberis PharmacyPrior Authorization Policy.
discharged from a behavioral healthfacility
(including, but notlimited to, inpatient psychiatric
facilities, PRTF’s, and residential substance use
disordersettings).

6.30.2.11.2. | Caremanagers follow-upwith members with a Policy forcare coordination Full This requirementis addressed inthe
behavioral health related diagnosis within 72 CMrecords PharmacyPrior AuthorizationPolicy.
hours following discharge.

6.30.2.11.3. | Coordinationwith LDH andother state agencies Policy forcare coordination Full This requirementis addressed within the
following aninpatient, PRTF, or other residential policies provided.
stay for members with a primarybehavioral health
diagnosis occurs timely when the member is not
to return home.

6.30.2.11.4 | Members approaching the end of medical Policy forcare coordination Full This requirementis addressed inthe

necessity/continued stay for PRTF or TGH have
concreteand proactive discharge plansin place,
including linkage with aftercare providers to
address the member’s treatment needsin the
member’s next recommended level of care or
living situation. Concrete and proactive discharge
plans, including linkage with aftercare providersin
the member’s next LOC or living situation, should
be in placethirty(30) calendardays prior to
dischargefroma PRTF or TGH. The MCO shall
follow up and coordinate with the discharging
PRTF or TGH, receiving provider(s), and the
member/guardian to ensurethatthe member is

Discharge Planning Policy and the Concurrent
Review/Observation Care Policy.
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contacted by and is receiving services from
aftercare providers as per the member’s discharge
plan.

6.30.2.12 Document authorized referralsin its utilization Policy forcare coordination Full This requirementisaddressed inthePrior
management system; Authorization Policy.

6.30.2.13 Provide active assistance to members receiving Policy forcare coordination Full This requirementis addressed inthe
treatment for chronicand acute medical Member Transition Policy.
conditions or behavioral health conditions to
transitionto another provider when theircurrent
provider has terminated participationwith the
MCO. The MCO shall provide continuationof such
services for up to ninety (90) calendardays or until
the member is reasonablytransferred without
interruption of care, whicheveris less:

6.30.2.14 Coordinate with the courtsystemandstatechild- | Policy care coordination Full This requirementisaddressed inthe Prior
servingagencies with regard to court-and agency- | Courtproceedings Authorization Policy, Concurrent Review
involved youth, to ensure that appropriate Policy, and MCO Key Contact List document.
services can beaccessed. This may include, butis
notlimited to, attending court proceedings at the
request of LDHwhen thereis a need toinformthe
courtof availableservices andlimitations, and
participating in cross-agency staffing;and

6.30.2.15 For the behavioral health population, provide Policy care coordination Full This requirementis addressed within the
aftercare planning for members prior to discharge Discharge Planning Policy and Concurrent
froma 24-hourfacility. Review/Observation Care Policy.

6.36 Continuity for Behavioral Health Care

6.36.1 The PCP shall provide basic behavioral health Policy forBH care Full This requirementisaddressed inthe provider
services (as described inthis Section) and refer the | continuity handbook andPatient Centered Medical
member(s) to theappropriate health care Provider contract Home Policy, as well as on the MCO’s
specialistas deemed necessary for specialized Provider manual/handbook website
behavioral health services. [https://www.aetnabetterhealth.com/louisia

na/providers/bh].

6.36.2 The MCO shall establish policies and procedures to | Policy forBHcare Full This requirementisaddressed inthe
facilitate theintegrationof physical and behavioral | continuity Integrated Care Management Policy.
health andto provide for theappropriate
continuityof careacross programs. Principles that
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guidecareintegration areas follows:

e Mental illnessandaddiction are healthcare
issuesandmustbeintegratedintoa
comprehensive physical and behavioral
healthcare systemthatincludes primary care
settings;

e Many people sufferfrom both mental illness and
addiction. As careis provided, both ilinesses
mustbeunderstood, identified, and treatedas
primary conditions;

o The system of care will beaccessibleand
comprehensive, and willfully integratean array
of prevention and treatment services forall age
groups. Itwill be designed to be evidence-
informed, responsive to changing needs, and
builton a foundation of continuous quality
improvement;

e |tis importantthatrelevantclinical information
is accessibleto both the primarycareand
behavioral health providers consistent with
federal and statelaws and otherapplicable
standards of medical record confidentiality and
the protection of patient privacy.

Core Benefits and Services
Plan Documentation (MCO
please indicate policy
number, page number
reference to the
Suggested Documentation supporting
and reviewer instructions documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

6.36.3

In anyinstance when the member presents to the
network provider, including calling the MCQO’s toll-
free number listed on the Member’s IDcard, and a
member is in need of emergency behavioral
health services, the MCO shall instruct the
member to seek help fromthe nearest emergency
medical provider. The MCO shallinitiate fol low-up
with the member within forty-eight (48)hours for
follow-up to establishthat appropriate services
were accessed.

Policy forBH care
continuity
Communication member

Full

This requirementisaddressed inthe member
handbook andIntegrated Care Management
Policy.

6.36.4

The MCO shall comply with all post stabilization
careservice requirements found at42 CFR
§422.113.

Policy forBH care
continuity

Full

This requirementisaddressed inthe Prior
Authorization Policy.
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6.36.5 The MCO shallinclude documentationinthe Policy forBH care Full This requirementisaddressed inthe
member’s medical recordthatattemptsaremade | continuity Coordination of Member Care Policy and
to engage the member’s cooperation and Integrated Care Management Policy.
permission to coordinate the member’s over-all
careplan with the member’s behavioral health
and primary care provider.

6.36.6 The MCO shall provide procedures andcriteriafor | Policy forBH care Full This requirementis addressed inthe
making referrals and coordinating care with continuity Integrated Care Management Policy.
behavioral health and primarycare providersand
agencies that will promote continuity, as well as,
cost-effectiveness of care.

6.36.7 These procedures mustaddress members with co- | Policy forBHcare Full This requirementisaddressed inthe
occurring medicalandbehavioral conditions, continuity Coordinationof Member Care Policy.
including children with special healthcare needs,
who may require services from multiple providers,
facilities and agencies and require complex
coordination of benefits andservices.

6.36.8 The MCO shall provide or arrange for training of Policy forBH care Full This requirementisaddressed inthe
providers and care managers on identification and | continuity Coordination of Member Care Policy and
screening of behavioral health conditions and CALOCUS Training.
referral procedures.

6.36.9 The MCO shall work with to strongly supportthe Policy forBH care Full This requirementisaddressed inthe

6.36.9.1.1 integrationof both physical and behavioral health | coordination Integrated Care Management Policy

6.36.9.1.2 services through:

6.36.9.1.3 e Enhanced detectionandtreatment of behavioral

6.36.9.1.4 health disordersin primarycare settings;

e Coordinationof carefor members with both
medical and behavioral healthdisorders,
including promotion of care transition between
inpatient services and outpatient care for
members with co- existing medical-behavioral
health disorders;

e Assistingmembers withouta diagnosed
behavioral health disorder, who would benefit
from psychosocial guidancein adaptingtoa
newly diagnosed chronic medical disorder;
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e Utilization of approved communication and
consultation by PCPs with behavioralhealth
providers of co-enrolled members with co-
existing medical andbehavioral health disorders
requiring co- management.
6.36.9.1.5 Develop capacityfor enhanced rates or incentives | Policy forprovider Full This requirementis addressed inthe PCMH
to behavioral healthclinics to employa primary contracting Policy. The MCO provided additional
careprovider (physician, physician’s assistant, Provider contracts documentationof this requirement after the
nurse practitioner, or nurse) part- or full-timeina review withintrainings to providers that took
psychiatric specialty setting to monitorthe placein2018.
physical health of patients.
6.36.9.1.6 Distributing Release of Informationforms as per Provider portal/handbook Full This requirementis addressed: the provider
42 CFR§431.306,and providetraining to MCO Training materials relations orientation.
providersonits use.
6.36.9.1.7 Educating MCO members and providers regarding | Member/provider Full This requirementisaddressed inthe member
appropriate utilization of emergency room (ER) handbook handbook andprovider manual.
services, including referralto community Educational materials
behavioral health specialists for behavioral health
emergencies, as appropriate;
6.36.9.1.8 Identifying those who use emergencydepartment | Policy forcoordination of Full This requirementisaddressed inthe ER
(ED) services to assistin scheduling follow-up care | care Diversion Workplandocumentand the
with PCP and/or appropriate contracted screenshot of Care Unify Data.
behavioral health specialists;
6.36.9.1.9 Ensuring continuity and coordination of care for Policy forcoordination of Full This requirementisaddressed inthe
members who have been screened positive or care Coordinationof Member Care Policy andthe
determined as having need of specialized medical Integrated Care Management Policy.
health services orwho may require
inpatient/outpatient medicalhealth services.
Theseactivities mustinclude referral and follow-
up for member(s) requiringbehavioral health
services.
6.36.9.1.10 | Documentingauthorized referralsinthe MCQO’s Clinical management Full This requirementisaddressed inthe
clinical management system; systemrecords Integrated Care Management Policy and
screenshot of the clinical management
systemrecords.
6.36.9.1.11 | Developingcapacity forenhanced rates or Policy forprovider Full This requirementisaddressed inthe Patient
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Centered Medical Home Policy.

MCO Response and Plan of
Action

6.36.9.1.12 | Providingor arrangingfortraining of MCO Training materials Full This requirementisaddressed inthe
providers and Care Managers on identification and | Provider handbook CALOCUS training document and provider
screening of behavioral health conditions and handbook.
referral procedures;
6.36.9.1.13 | Conducting Case Managementrounds atleast CMrounds Full This requirementis addressed inthe
monthly with the Behavioral Health Case minutes/schedule Integrated Care Management Policy and
Managementteam;and integrated round email provided.
6.36.9.1.14 | Participatinginregularcollaborative meetings at Meeting minutes Full This requirementisaddressed inthe
leastyearly or as needed, with LDH scheduled meetinginvitation thatwas
representatives for the purpose of coordination provided.
and communication.
6.40 Case Management (CM) Policies and Procedures
6.40.0 The MCO shall submit Case Management Program | Policy forCM Full This requirementisaddressed inthe 040
policiesandprocedures to LDH for approval within ABH 2018 Annual Report.
thirty (30) days fromthe date the Contractis
signed by the MCO, annuallyandprior to any
revisions. Case Management policies and
procedures shallinclude, ata minimum, the
following elements:
6.40.1 A process to offer voluntary participation inthe Policy forCM Full This requirementisaddressed inthe
Case Management Programto eligible members; Integrated Care Management Policy.
6.40.2 Identification criteria, process, and triggers for Policy forCM Full This requirementisaddressed inthe
referralandadmissioninto the Case Management Integrated Care Management Policy.
Program;
6.40.3 Identification criteria, process, and triggers for Policy forCM Full This requirementis addressed by the
referralandadmissioninto a Perinatal Case Integrated Care Management Policy.
Management Program which should include, but
notbe limited
to, the following:
.1Reproductive aged women with a history of
prior poor birth outcomes; and
.2Highrisk pregnant women.
6.40.4 The provision of anindividualneeds assessment Policy forCM Full This requirementis addressed inthe

and diagnostic assessment; the development of an
individualplanof careand treatmentplan, as

Treatment plan template

Integrated Care Management Policy.
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necessary, based on the needs assessment;the
establishmentof shortand long term treatment
objectives; the monitoring of outcomes;and a
processto ensurethattreatment careplansare
revised as necessary. These procedures shall be
designed to accommodate the specificcultural
and linguisticneeds of the MCO’s members;
Procedures must describe collaboration processes
with member’s treatment providers;

6.40.5 A strategy to ensurethatall membersand/or Policy forCM Full This requirementisaddressed inthe
authorized family members or guardians are Integrated Care Management Policy.
involved intreatment care planning;

6.40.6 Procedures andcriteria for making referrals to Policy forCM Full This requirementisaddressed inthe
specialists and subspecialists; Integrated Care Management Policy.

6.40.7 Procedures andcriteria for maintaining careplans | Policy forCM Full This requirementisaddressed inthe
and referral services when the member changes Integrated Care Management Policy.
PCPs andbehavioral health providers;and

6.40.8 Coordination of Case Management activities for Policy forCM Full This requirementisaddressed inthe
members alsoreceiving services through the Integrated Care Management Policy.
MCOQ'’s Chronic Care Management Program.

6.41 Case Management Reporting Requirements

6.41 The MCO shall submit case management reports Evidence of Communication Full This requirementisaddressed inthe
monthly to LDH. LDH reserves therightto request | to LDH communicationto LDH email provided.

additional reports as deemed necessary. LDH will
notify the MCO of additional required reports no
less than sixty (60) days priorto due date of those
reports. The case managementreports shall
includeata minimum:

6.41.1 Number of members identified with potential CM/Special health Care Full This requirementisaddressed inthe 039
special healthcare needs utilizinghistorical claims | needs reports Reportthatwas provided.
data;

6.41.2 Number of members with potential special CM/Special health Care Full This requirementisaddressed inthe 039
healthcare needs identified by the member’s PCP | needs reports Reportthatwas provided.
and/or behavioral health provider;

6.41.3 Number of members identified with potential CM/Special health Care Full This requirementisaddressed inthe 039
special healthcare needs that self- refer; needs reports Reportthatwas provided.
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6.41.4 Number of members with potential special CM/Special health Care Full This requirementisaddressed inthe 039

healthcare needs identified by the needs reports Reportthatwas provided.

MCO;
6.41.5 Number of members in thelock-in program; CM/Special health Care Full This requirementisaddressed inthe 165

needs reports Reportthatwas provided.

6.41.6 Number of members identified with s pecial CM/Special health Care Full This requirementisaddressed inthe317

healthcare needs by the PASRR Level llauthority; | needs reports Reportthatwas provided.
6.41.7 Number of members with assessments completed, | CM/Special health Care Full This requirementisaddressed inthe 039

and needs reports Reportthatwas provided.
6.41.8 Number of members with assessments resultingin | CM/Special health Care Full This requirementisaddressed inthe 039

areferralfor Case needs reports Reportthatwas provided.

Management.
6.42 Chronic Care Management Program (CCMP)
6.42.1 The MCO shall provide a Chronic Care Policy for CCMP Full This requirementis addressed within the

Management Program (CCMP) for members CCMP descriptions Integrated Care Management Policy and

diagnosed with the following chronic conditions: documents provided.

Asthma; Congestive heart failure; Diabetes; HIV;
Hepatitis C; Obesity; andSickle Cell Anemia,
particularly diagnosed members who are high
utilizers of ED and inpatient services.

6.42.3 The MCO shall also include one of the following Policy for CCMP Full This requirementis addressed within the
chronic conditions in the CCMP forits members: CCMP descriptions Integrated Care Management Policy and 039
hypertensionasa precursor to coronary artery Report provided.

disease and stroke; chronicobstructive pulmonary
disease (COPD), lowback pain and chronic pain.
Additional chronic conditions may be added atthe
MCQ'’s discretion. The MCO shall include
additional discretionary chronic conditionsin
CCMP reports, as delineated for required chronic
conditionsinthe CCMP, to LDH.

6.42.4 The MCO shall submit Chronic Care Management | Policy for CCMP Full This requirementisaddressed by the 040
Program policies and procedures to LDH for CCMP descriptions Report provided and the Integrated Care
approval withinthirty (30) days of signing the Management Policy.

Contract, annually and previous to any revisions.
The MCO shall develop and implement policies
and procedures that:
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6.42.4.1 Include the definition of the target population; Policy for CCMP Full This requirementisaddressed inthe

CCMP descriptions Integrated Care Management Policy.

6.42.4.2 Include member identification strategies, i.e. Policy for CCMP Full This requirementisaddressed inthe
through encounter data; CCMP descriptions Integrated Care Management Policy.

6.42.4.3 Include evidence-based clinical guidelines that Policy for CCMP Full This requirementisaddressed by the ICM
have been formally adopted by the QA/PI CCMP descriptions Program Description Documentand
committee; Integrated Care Management Policy.

6.42.4.4 Include guidelines fortreatment plan Policy for CCMP Full This requirementisaddressed by the |ICM
development, as described in NCQA Disease CCMP descriptions Program Description Documentand
Management program content, that provide the Integrated Care Management Policy.
outlineforall program activities andinterventions;

6.42.4.5 Include a written description of the stratification Policy for CCMP Full This requirementis addressed by the ICM
levels foreachchronic condition, including CCMP descriptions Program Description Documentand
member criteriaandassociated interventions; Integrated Care Management Policy.

6.42.4.6 Include methods for informing and educating Policy for CCMP Full This requirementisaddressed inthe
members and providers; CCMP descriptions Integrated Care Management Policy.

6.42.4.7 Emphasize exacerbationandcomplication Policy for CCMP Full This requirementisaddressed inthe
prevention utilizing evidence- based clinical CCMP descriptions Integrated Care Management Policy.
practice guidelines and patientempowermentand
activationstrategies;

6.42.4.8 Address co-morbidities through a whole-person Policy for CCMP Full This requirementisaddressed inthe
approach; CCMP descriptions Integrated Care Management Policy.

6.42.4.9 Identify members who requirein-personcase Policy for CCMP Full This requirementisaddressed inthe
managementservices and a planto meet this CCMP descriptions Integrated Care Management Policy and ICM
need; Program Description.

6.42.4.10 Coordinate CCMP activities formembers also Policy for CCMP Full This requirementisaddressed inthe
identified in the Case Management Program;and | CCMP descriptions Integrated Care Management Policy.

6.42.4.11 Include Program Evaluation requirements. Policy for CCMP Full This requirementisaddressed inthe

CCMP descriptions Integrated Care Management Policy.

6.44 CCMP Reporting Requirements

6.44.1 The MCO shall submit Chronic Care Management | Communicationsto LDH Full This requirementis addressed by the
reports quarterly to LDH. submitted screenshots of email uploads.
LDH reserves therightto request additional
reports as deemed necessary. LDH will notify the
MCO of additional requiredreports no less than
sixty (60) days prior to due date of those reports.
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6.44.2.1 Total number of members; CCMCreports Full This requirementisaddressed inthe 039
Report.

6.44.2.2 Number of members in eachstratification level for | CCMCreports Full This requirementisaddressed inthe 039
each chroniccondition;and Report.

6.44.2.3 Number of members who weredisenrolled from CCMCreports Full This requirementisaddressed inthe 039
programand explanationas to why they were Report.
disenrolled.

6.44.3 The MCO shall submit the following report CCMCreports Full This requirementisaddressed inthe Medical

6.44.3.1 annually: Chronic Care Management Program Management 2018 Evaluation Report.
evaluation.
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General Provider Network Requirements
7.1.1 The MCO shall maintainand monitor a network of
appropriate providers thatis supported by written
network provider agreements and thatis
sufficient to provide adequate access to all
services covered underthis contract forall
members, including those with limited English
proficiency or physicalor mental disabilities.

7.1.2 The MCO must maintain a network thatensures, | Network Provider Full This requirementisaddressed inthe
atminimum, equal access to qualified providers Developmentand Network Provider Developmentand
as therestoftheinsured populationinthearea. | ManagementPlan ManagementPlan (NPDMP) on page 2.
[42 CFR438.210.(a)(2)] Policy for Provider Network

7.1.3 All services covered under this contract shall be Network Provider Full This requirementisaddressed inthe
accessibleto MCO members incomparable Developmentand NPDMP on page 3.

timeliness, amount, duration and scopeasthose | ManagementPlan
availableto other insured individualsin thesame | Policy for Provider Network

servicearea. Policy for Access and
Availability
7.14 Network providers must be available within a Network Provider Full This requirementisaddressed inthe
reasonable distance to members andaccessible Developmentand NPDMP on page 3.
within anappropriate timeframe to meet the ManagementPlan

members’ medical needs. Standards for distance | Policy forProvider Network
andtimearefullyoutlinedin this Sectionandin Policy for Access and

the Provider Network Companion Guide. The Availability

MCO shall ensurethatproviders areavailablein
network withinthe distance requirements set
forthin this Section.

7.1.5 If the MCO is unable to provide the necessary Network Provider Full This requirementisaddressed inthe
services to a member within their network, the Developmentand Assessment of Network: Adequacy,
MCO mustadequately and timelycoverthese ManagementPlan Availability and Access to Care Monitoring
services out of network. The MCO shallensure Policy for Provider Network Planon page®6, inthe provider manualon
coordination withrespectto authorization and page30andinthe NPDMP on page8.

paymentissues in these circumstances [42 CFR
§438.206.(b)(4) and (5)].
7.1.7 The MCO'’s network providers shall ensure Policy for Provider Network Full This requirementisaddressed inthe

2019 Compliance Report — Aetna Page650f233



Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract Requirement Language

Contract
Reference

(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
physical access, reasonable accommodations,
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Review
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providermanual on pages 35 to 37.

MCO Response and Plan
of Action

7.1.8 At the request of the member, the MCO shall Policy for Provider Network Full This requirementisaddressed inthe
providefora secondopinion froma network Policy for Accessand NPDMP on page 8 and inthe Member
provider, or arrange for the member to obtain Availability Rights andResponsibilities Policyon page
oneoutsidethe network, atno cost to the 4.
member.

7.1.9 The MCO and its providers shall deliver servicesin | Network Provider Full This requirementis addressed throughout

a culturally competent mannerto all members,
including those with limited English proficiency
and diverse cultural and ethnic backgrounds,
disabilities, and regardless of gender, sexual
orientation, or gender identityand provide for
cultural competency and linguistic needs,
including the member’s prevalentlanguage(s) and
signlanguageinterpretersinaccordance with42
CFR §438.206(c)(2). MCOs must ensure that
effective, equitable, understandable, and
respectful quality careandservices thatare
responsive to diverse cultural health beliefs and
practices, preferred languages, healthliteracy,
and other communication needs are provided.
Assurances shall beachieved by:

e Collecting member demographicdata,
including but not limited to ethnicity, race,
gender, sexual orientation, religion, and social
class, sothatthe provider will be able to
respond appropriatelyto the cultural needs of
the communitybeingserved (note: members
must be given the opportunity to voluntarily
disclosethisinformation, it cannot be
required);

e Assessing the cultural competency of the
providers on anongoing basis, atleast

Developmentand
ManagementPlan
Policy for Provider Network
Provider manual/handbook
Provider contracts

the NPDMP, most significantly on pages
29,33,74,85and92.The provider
manual addressed the cultural
competency and language requirements
on pages 35 to 37. The Louisiana Medicaid
Regulatory Compliance Addendum
(Provider) addresses this requirement on
pages 14 and 15, which evidences the
implementation of this requirement.

2019 Compliance Report — Aetna

Page66 of 233



Contract
Reference

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation

(Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan

438.207,438.208,438.210,438.214, 438.230) reviewer instructions documentation) Determination must be documented below) of Action
annually;

e Assessing member satisfactionof theservices
providedasit pertains to cultural competence
atleastannually. Assessment shall capture
necessary demographics of the member
including, but not limited to, race/ethnicity,
age, gender, parish, etc.;

e Assessing provider satisfactionof the services
provided by the MCO atleastannually;and

e Requiringand providing trainingon cultural
competence, including tribal awareness, (or
obtaining proof of attendance atother
trainings on cultural competence) to MCO staff
and behavioral health networkproviders for a
minimum of three (3) hours per yearand as
directed by the needs assessments.

7.2 Appointment Availability Access Standards
7.2.1 The following appointment availability standards
have been establishedas minimum requirements
to ensurethat members’ needs are sufficiently
met. LDH will monitorthe MCO’s compliance with
thesestandards throughregular reportingas
shown in Provider Network Companion Guide.
The MCO shall ensure thatappointments with
qualifiedprovidersare on a timely basis, as
follows:
7211 Emergent or emergency visitsimmediately upon | Policy for Provider Network This requirementisaddressed inthe
presentationattheservice delivery site. Policy for Provider Access to CarePlanPolicy on pages6to 8,
Emergent, crisis oremergency behavioral health | AppointmentStandards intheprovider manual on pages 22 and
services mustbeavailableatalltimesand an Provider Handbook/Manual 52,andinthe Louisiana Medicaid
appointmentshall bearranged withinone (1) Provider contracts Regulatory Compliance Addendum
hour of request; Member Handbook (Provider) on page 6. The member
handbookincludes information about 24
hours/7 days of behavioral health care,
including the BH crisis lineon page 29.
7.2.1.2 Urgent Care withintwenty-four (24) hours. Policy for Provider Network Full This requirementisaddressed inthe
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Access to Care PlanPolicy on pages 6 to 8,
intheprovider manual on pages22 and

52,andinthelouisiana Medicaid
Regulatory Compliance Addendum
(Provider) on page 6. The member
handbookincludes information about 24
hours/7 days of behavioral health care,
including the BH crisis line on page 29.

MCO Response and Plan
of Action

7.2.13 Non-urgentsickcarewithin 72 hours or sooner if | Policy for Provider Network Full This requirementis addressed inthe
medical condition(s) deteriorates into anurgent Policy for Provider Access to Care PlanPolicy on page7,in
or emergency condition; Appointment Standards the provider manual on page23,andin

Provider Handbook/Manual the Louisiana Medicaid Regulatory

Provider contracts Compliance Addendum (Provider) on page

Member Handbook 6. The member handbookincludes about
non-urgentsick care on page 40.

7.2.14 Routine, non-urgent, or preventative care visits Policy for Provider Network Full This requirementisaddressed inthe
within 6 weeks. For behavioral healthcare, Policy forProvider Access to CarePlanPolicy on page7,in
routine, non-urgent appointments shall be Appointment Standards the provider manual on page23,andin
arranged within fourteen (14) days of referral; Provider Handbook/Manual the Louisiana Medicaid Regulatory

Provider contracts Compliance Addendum (Provider) on page

Member Handbook 6. The member handbookincludes
informationabout non-urgentsick care
appointment timeframe on page 40.

7.2.15 Specialtycare consultation within one (1) month | Policy forProvider Network Full This requirementis addressed inthe

of referral or as clinically indicated; Policy for Provider Access to Care PlanPolicy on page7,in
Appointment Standards the provider manual on page23,andin
Provider Handbook/Manual the Louisiana Medicaid Regulatory
Provider contracts Compliance Addendum (Provider) on page
Member Handbook 6. The member handbookincludes
informationabout specialtycare
appointmenttimeframeon page42.
7.2.1.6 Lab and X-ray services (usual and customary) not | Policy forProvider Network Full This requirementisaddressed inthe

to exceed three (3) weeks for regular
appointmentsand48 hours for urgentcareor as
clinically indicated;and

Policy forProvider
Appointment Standards
Provider Handbook/Manual
Provider contracts

providermanual on page23,andinthe
Louisiana Medicaid Regulatory
Compliance Addendum (Provider) on page
7.The member handbookincludes
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Suggested Documentation and
reviewer instructions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

Member Handbook informationaboutlabandx-rayservice
appointmenttimeframeon page42.
7.2.1.7 Maternity Care- Initial appointmentforprenatal | Policy for Provider Network Full This requirementisaddressed inthe
visits for newly enrolled pregnant women shall Policy forProvider Access to CarePlanPolicy on page8,in
meet the following timetables from the postmark | Appointment Standards the provider manual on page23,andin
datethe MCO mails the member’s welcome Provider Handbook/Manual the Louisiana Medicaid Regulatory
packetfor members whose basis of eligibilityat Provider contracts Compliance Addendum (Provider) on page
the time of enrollmentin the MCO is pregnancy. | Member Handbook 6.The member handbookincludes
The timeframes below apply for existing members informationabout maternity care
or new members whose basis of eligibilityis appointmenttimeframeon page42.
something other than pregnancy fromthe date
the MCO or their subcontracted provider
becomes aware of the pregnancy: withintheir
firsttrimester within 14 days; within the second
trimester within7 days; withintheirthird
trimester within 3 days; highrisk pregnancies
within 3 days of identification of high risk by the
MCO or maternity care provider, or immediately if
an emergency exists;
7.2.1.8 Follow-up to ED visitsinaccordance with ED Policy for Provider Network Full This requirementisaddressed inthe
attending provider dischargeinstructions. Policy for Provider providermanual on page 24,and inthe
Appointment Standards Louisiana Medicaid Regulatory
Provider Handbook/Manual Compliance Addendum (Provider) on page
Provider contracts 7.
Member Handbook
7.2.19 In office waiting time for scheduled appointments | Policy for Provider Network Full This requirementis addressed inthe
7.2.1.10 should not routinely exceed 45 minutes, including | Policy forProvider providermanual on page24,andinthe
7.2.1.11 timeinthewaitingroomand examiningroom.Ifa | AppointmentStandards Louisiana Medicaid Regulatory
7.2.1.12 provideris delayed, patients shall be notified Provider Handbook/Manual Compliance Addendum (Provider) on page

immediately. If thewaitis anticipated to be more
than 90 minutes, the patientshall be offered a
new appointment. Walk-in patients withnon-
urgentneeds should beseen if possible or
scheduled foran appointment consistent with
written schedulingprocedures. Direct contact
with a qualified clinical staff personmust be

Provider contracts
Member Handbook

7.
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Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and
438.207,438.208, 438.210, 438.214, 438.230) reviewer instructions

Contract
Reference

Review
Determination

MCO Response and Plan
of Action

availablethrough atoll-free telephone number at
all times.

73 Geographic Access Requirements
73.0 The MCO shall comply with the following Network Provider Full This requirementis addressed inthe
maximum travel time and/or distance Developmentand NPDMP on page 28.
requirements, as specified inthe Provider ManagementPlan
Network Companion Guide. Requests for Policy for Access and GeoAccess reports for the review period
exceptions asaresult of prevailing community Availability for physical and behavioral health
standards must be submitted inwriting to LDH for | GeoAccessreports evidencetheimplementation of this
approval. Such requests shouldinclude data on Requests for exceptions requirement.
the local provider population available to the non-
Medicaid population. If LDH approves the
exception, the MCO shall monitor member access
to the specificprovidertype on an ongoing basis
and providethefindings to LDH as partofits
annual NetworkProvider Devel opment
Management Plan.
731 Primary Care Providers Network Provider Substantial This requirementisaddressed inthe MCO continues
73.1.1 .3 Travel distance for members livingin rural Developmentand NPDMP on page12. outreachingto providers
73.1.2 parishes shall not exceed 30 miles;and Management Plan for enrollment effortsin

A4 Travel distance for members livingin urban
parishes shallnotexceed 10 miles

Policy for Accessand
Availability

GeoAccess reports
Requests for exceptions

Per Geo Access reports the member ratios
meet the standard metin the Provider
Network Companion Guide.

Not all adult membersin urban parishes
had access to PCPs within 10 miles. All
adultmembersinruralparishes had
access to PCPs within30 miles. Only 75%
pediatricmembersinurbanand 98%of
rural parishes hadaccess to PCPs within
10 and 30 miles, respectively.

Recommendation

The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.

key areas and forprovider
types needed to meet all
member needs and access
requirements.

2019 Compliance Report — Aetna

Page700f233




Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements

Suggested Documentation and

reviewer instructions

Plan Documentation
(MCO please indicate
policy number, page

number reference to the

Review
Determination

supporting
documentation)

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.3.2 Acute Inpatient Hos pitals Network Provider Substantial This requirementisaddressed inthe MCO continues
73.2.1 e Travel distance for memberslivingin rural Developmentand NPDMP on page12. outreachingto providers
7322 parishes shall not exceed 30 miles; If no ManagementPlan for enrollmenteffortsin
hospitalis available within 30 miles of a Policy for Accessand Not all memberslivinginurbanor rural key areas and forprovider
member’s residence, the MCO may request,in | Availability parishes hadaccess to acuteinpatient types needed to meet all
writing, anexception to this requirement. GeoAccess reports hospitalswithin10and 30miles, member needs and access
¢ Travel distance for members living in urban Requests for exceptions respectively. requirements.
parishes shall notexceed 10 miles.
Recommendation
The MCO shouldcontinueto enroll
providers to ensureitmeets theaccess
requirements.
733 Specialists Network Provider Substantial This requirementisaddressed inthe MCO continues
7331 o Travel distanceto each specialtytypeshallnot | Developmentand NPDMP on pages 16and17. outreachingto providers
7.3.3.2 exceed 60 miles for atleast 75% of members; ManagementPlan for enrollment effortsin
7333 and Policy for Accessand Access criteriaforob/gynsinurban key areas and forprovider
7334 e Travel distance shall not exceed 90 miles forall | Availability parishesare 15 miles/30 minutesandin types needed to meet all
members. GeoAccessreports rural parishes are 30 miles/60 minutes, as | member needs and access

e Specialistsincluded under this requirementare
listed the Provider Network Companion Guide..
LDH reserves therightto addadditional
specialty types as needed to meet the medical
needs of the member population.

e Telemedicine maybeused to facilitate access
to specialists to augment MCO'’s network or to
meet specificneeds of a subset of the MCO’s
membership. If an MCOintends to utilize
telemedicine to meet network adequacy
requirements, the MCO’s telemedicine
utilization mustbe approved by LDH for this
purpose.

Requests for exceptions

indicated inthe Provider Network
CompanionGuide. Notallapplicable
members had access to ob/gyns within
these parameters.

Over 95% of members hadaccess to
specialists within 60 miles.

All members had access to most
specialists within 90 miles, except for
access to dermatologists and
endocrinologists.

The MCO discusses thisissueintheir
annual network plan and gap analysis.
They have entered into value based
paymentarrangements to incent
additional specialist to join their network.

requirements.
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Contract Requirement Language

Provider Network Requirements

Plan Documentation
(MCO please indicate
policy number, page

number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
Recommendation
The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.
734 Lab and RadiologyServices Network Provider Substantial This requirementisaddressed inthe MCO continues
734.1 ¢ Travel distance shall notexceed 20 milesin Developmentand NPDMP on page 14. outreachingto providers
7.3.4.2 urban parishes; and Management Plan for enrollmenteffortsin
e Travel distance shall not exceed 30 miles for Policy for Access and Not all membersin urban and rural key areas and for provider
rural parishes. Availability parishes hadaccesstoradiologyservices | types needed to meet all
GeoAccess reports within 20and 30 miles, respectively. member needs and access
Requests for exceptions requirements.
Not all membersin urban and rural
parishes hadaccessto lab services within
20 and 30 miles, respectively. Lab
services area challengethatthe MCO
addresses through negotiating for
additional access points through Quest
and LabCorp. Some providersand
national and do notreflectas providers
on their GeoAccess reports even though
they are providing services to members in
LA.
Recommendation
The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.
7.3.5 Pharmacies Network Provider Substantial This requirementisaddressed inthe MCO continues
7351 .3 Travel distance shall not exceed 10 milesin Developmentand NPDMP on page 14. outreachingto providers
7.35.2 urban parishes;and ManagementPlan for enrollment effortsin
.4 Travel distance shall not exceed 30 milesin Policy for Access and Not all membersin urban parishes (97%) | key areas and forprovider
rural parishes. Availability had accessto pharmacies within10 miles. | types needed to meet all
GeoAccess reports All members inrural parishes hadaccess | member needs and access
Requests for exceptions to pharmacies within 30 miles. requirements.
Recommendation
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page
number reference to the
supporting
documentation)

Review
Determination

Suggested Documentation and
reviewer instructions

Comments (Note: Forany elementthatis

less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)
The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.

MCO Response and Plan
of Action

73.6 Hemodialysis Centers Network Provider Substantial This requirementisaddressed inthe MCO continues
736.1 .3 Travel distance shall not exceed 10 milesin Developmentand NPDMP on page15. outreachingto providers
7.3.6.2 urbanareas;and ManagementPlan for enrollment effortsin
.4 Travel distance shall not exceed 30 milesin Policy for Accessand Not all membersin urban and rural key areas and forprovider
rural areas. Availability parishes hadaccess to hemodialysis types needed to meet all
GeoAccessreports centers within 10and 30 miles, member needs and access
Requests for exceptions respectively. About one-fifthof urban requirements.
members and more thanone-third of
rural members did nothave accessto
hemodialysis centers withinthese
parameters.
Recommendation
The MCO shouldcontinueto enroll
providersto ensureitmeets theaccess
requirements.
73.7 Specialized Behavioral Health Providers Network Provider Full This requirementisaddressed inthe
73.7.1 Travel distance to behavioralhealth specialists Developmentand NPDMP on page46.
(i.e., psychologists, medical psychologists, APRN ManagementPlan
Nurse Practitioner or Clinical Nurse Specialist (CNS) in | Policy for Access and Over 90% of members inruralparishes
mental health, or LCSW's) andto psychiatrists for | Availability had access to BH specialistsand
members livingin rural parishesshallnot exceed 30 | GeoAccess reports psychiatrists within 30 miles or 60
miles or60minutesfor 90% of such members. Requests for exceptions minutes.
7.3.7.2 Travel distance to behavioralhealth specialists Network Provider Full This requirementis addressed inthe
(i.e., psychologists, medical psychologists, APRN Developmentand NPDMP on page46.
Nurse Practitioner or CNS in mental health, or ManagementPlan
LCSW's) and to psychiatrists for members livingin | Policy for Accessand Over 90% of members inurban parishes
urban parishes shall notexceed 15 miles or 30 Availability had accessto BH specialists and
minutes for 90% of suchmembers. GeoAccessreports psychiatrists within 15 miles or 30
Requests for exceptions minutes.
73.73 Travel distance to psychiatric inpatient hospital Network Provider Full This requirementis addressed inthe

services shallnot exceed 90 miles or 90 minutes
for 90% of members. Maximum time for

Developmentand
ManagementPlan

NPDMP on page 46;
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
admissionshall notexceed 4 hours (emergency
involuntary), 24 hours (involuntary), or 24 hours
(voluntary).

Provider Network Requirements

Suggested Documentation and

reviewer instructions
Policy for Access and
Availability
GeoAccessreports
Requests for exceptions

Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)
Over 90% of members inurbanandrural

parishes hadaccess to psychiatric
inpatient hospital services within90 miles
or 90 minutes.

MCO Response and Plan
of Action

7374 Travel distance to ASAM Level 3.3 shall not Network Provider Minimal The distanceandtimerequirements are MCO continues
exceed 30 miles or 60 minutes for 90%of adult Developmentand addressed inthe NPDMP onpage46.The | outreachingto providers
members. Maximum time foradmissionor ManagementPlan admission/appointment maximumtimeis | for enrollmenteffortsin
appointmentshall notexceed 10 business days. Policy for Accessand addressed inthe Accessto Care Planon key areas and forprovider
Availability page8. types needed to meet all
GeoAccess reports member needs and access
Requests for exceptions None of the members in urban orrural requirements.
parishes hadaccessto ASAM Level 3.3
services within30 miles or 90 minutes.
Recommendation
The MCO shouldcontinueto enroll
providers to ensureit meets theaccess
requirements.
73.7.5 Travel distance to ASAM Level 3.5 shall not Network Provider Minimal The distanceandtimerequirements are MCO continues
exceed 30 miles or 60 minutes for 90%of adult Developmentand addressed inthe NPDMP onpage46.The | outreachingto providers
members and shall not exceed 60 miles or 90 Management Plan admissionandappointment maximum for enrollment effortsin
minutes for adolescent members. Maximumtime | Policy for Accessand timeis addressed inthe Access to Care key areas and forprovider
for admission or appointmentshall notexceed 10 | Availability Plan on page8. types needed to meet all
business days. GeoAccess reports member needs and access
Requests for exceptions Fewer than 60% of adultandadolescent requirements.
members had access to ASAM Level 3.5
services withintheindicated parameters.
Only 13.9% of adolescent members had
accessto ASAM Level 3.5 services within
60 miles or 90 minutes.
Recommendation
The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.
7.3.7.6 Travel distance to ASAM Level 3.7 co-occurring Network Provider Minimal The distance andtimerequirements are MCO continues
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
treatmentshall notexceed 60 miles or 90 minutes
for 90% of adult members. Maximus time for
admissionor appointmentshall notexceed 10
business days.

Provider Network Requirements

Suggested Documentation and

reviewer instructions
Developmentand
ManagementPlan
Policy for Access and
Availability
GeoAccess reports
Requests for exceptions

Plan Documentation
(MCO please indicate
policy number, page

number reference to the

Review
Determination

supporting
documentation)

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)
addressed inthe NPDMP onpage46.The
admissionandappointment maximum
timeis addressed inthe Accessto Care

Planon page8.

Fewer than 30% of members inurbanand
rural parishes hadaccess to ASAM Level
3.7 services within 60 miles or 90 minutes.
For urban parishes the access rate was
16.8% and for rural parishesitwas 27.1%.

Recommendation

The MCO shouldcontinueto enroll
providersto ensureit meets theaccess
requirements.

MCO Response and Plan
of Action

outreachingto providers
for enrollment effortsin
key areas and forprovider
types needed to meet all
member needs and access
requirements.

73.7.7 Travel distance to ASAM Level 3.7WM shallnot Network Provider Minimal The distanceandtimerequirements are MCO continues
exceed 60 miles or 90 minutes for 90%of adult Developmentand addressed inthe NPDMP onpage46.The | outreachingto providers
members. Maximum time foradmissionor ManagementPlan admissionandappointment maximum for enrollment effortsin
appointmentshall notexceed 10 business days. Policy for Accessand timeis addressed inthe Accessto Care key areas and forprovider
Withdrawal managementshall be available within | Availability Plan on page 8, except for withdrawal types needed to meet all
24 hours when medically necessary. GeoAccess reports management (24-hour) requirement. member needs and access
Requests for exceptions requirements.
Fewer than 90% of adult membersin
urbanand rural parishes hadaccess to
ASAM Level 3.7WM services. Forurban
parishes theaccess ratewas 16.8% and
for rural parishesitwas 27.1%.
Recommendation
The MCO shouldcontinueto enroll
providers to ensureit meets theaccess
requirements.
73.7.8 Travel distance to Psychiatric Residential Network Provider Substantial The distanceandtimerequirements are MCO continues

Treatment Facilities (PRTF) shall not exceed 200
miles or 3.5 hours for 100% of members.
Maximumtime for admissionshall not exceed 20

Developmentand
ManagementPlan
Policy for Accessand

addressed inthe NPDMP onpages19and
46.Theadmission and appointment
maximum timeis notaddressed in any

outreachingto providers
for enrollment effortsin
key areas and forprovider
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
calendar days. Access and adequacyis based on
availability of in-state PRTFs unless the MCO
provides evidence thatindicates an out-of-state
provideris clinically appropriate to treat the
specificneeds of the member.

Provider Network Requirements

Plan Documentation

(MCO please indicate

policy number, page

number reference to the
Suggested Documentation and supporting Review
reviewer instructions documentation) Determination

Availability
GeoAccessreports
Requests for exceptions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation MCO Response and Plan

must be documented below) of Action
policy. types needed to meet all
member needs and access
Not all members hadaccess to PRTFs requirements.

within 200 milesor 3.5 hours.
Wehave been working

Recommendation with an organizationthat

The MCO shouldcontinueto enroll has 3 locationsin the state

providers to ensureit meets theaccess in hopes of contracting

requirements. with them. Wewill
continue our efforts with
them!

Wearealsoindiscussions
with an out of state facility
for potential contracting, if
the need arises. Theyare

ina contiguous state.

73.7.9 Requestfor exceptions as a result of prevailing Network Provider Full This requirementis addressed inthe
community standards fortime anddistance Developmentand NPDMP on page 28.
accessibilitystandards mustbe submitted in ManagementPlan
writing to LDH for approval. Policy for Access and

Availability
GeoAccessreports
Requests for exceptions

7.3.7.10 Thereshallbeno penalty ifthe member chooses | Policy for Access standards Full This requirementisaddressed inthe
to travel further than established access Member handbook NPDMP on page19.
standardsinorderto access a preferred provider.

The member shall beresponsible for travel
arrangements and costs.
7.4.1 Provider to Member Ratios Network Provider Full This requirementisaddressed inthe

The MCO mustdemonstrate that their network
has a sufficient number of providers andfacilities
to meet minimum ratio requirements andallow
adequateaccess formembers. Adequate ratios of
providers to members canbefoundinthe
Provider Network Companion Guide.

Developmentand
ManagementPlan

Policy for Accessand
Availability

Evidence of meeting provider
to member ratios

NPDMP on page4.

The PH Access Adequacyand GeoAccess
Review Reportdated April 15,2019 for
the period of July31,2018to January31,
2019 evidences theimplementation of
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Suggested Documentation and
reviewer instructions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)
this requirement. Theratios tab uses the
ratiosindicated inthe Provider Network

CompanionGuide. The MCQ’s ratios
exceed the required ratios for every type
of providerandspecialist.

MCO Response and Plan
of Action

7.5 Monitoring and Reporting on Provider Networks
7.5.1 Appointment Availability Monitoring Network Provider Full This requirementis addressed inthe
75.1.1 e The MCO shall have written policies and Developmentand Assessment of Network: Adequacy,
751.2 procedures about educating its provider ManagementPlan Availability and Access to Care Monitoring
network about appointment time Provider contracts Planon page6 andin the provider manual
requirements. The MCO mustinclude their Provider manual/handbook onpages 22 to 24.
appointmentstandardsinthe Provider Manual | Policy for Accessand
and shall disseminate appointment standards Availability After-hours coverageisaddressedin the
and procedures to its members and include this | Policy for Monitoring Provider providermanual on pages 24 and 25
informationon their website. The MCO is Compliance with Access under “Telephone Accessibility Standards”
encouraged toincludethestandardsin the Standards and monitoringappointment availability is
providersubcontracts. Plan website addressed in the Assessment of Network:
e The MCO is responsible for monitoringand Evidencethat monitoring was Adequacy, Availability and Access to Care
assurance of provider compliance with implemented Monitoring Plan on page 6.The2018
appointmentavailabilitystandards and Provider Access Appointment Availability
provision of appropriate after-hour coverage. and After-Hours Audits Report evidences
the implementation of this requirement.
7.5.2 Geographic Availability Monitoring GeoAccess reports Full This requirementis addressed inthe
7.5.2.1 The MCO shall submit quarterly GeoAccess Communication to LDH/ NPDMP on pages 29and38.The
7.5.2.2 reports documenting the geographicavailability attestation GeoAccess reports evidence the
7523 of network providers including PCPs, hospitals, implementation of this requirement. The

pharmacies, and each specialty type listed the
Provider Network CompanionGuide. The
attestation included with this report shall provide
narrativeidentifyingany gapsin coverageandthe
corrective measures thatwill address them.

The data in the quarterly GeoAccess reports shall
be current, accurate, and consistent with provider

NPDMP addresses identifiedgapsin
access. The network adequacyreports
includesigned attestations;

2019 Compliance Report — Aetna

Page77 of 233



Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
registrydata submitted to LDH by the plansas
required in the MCO Systems Companion Guide.

The MCO reporton accessibility shall include
assessment of coverageincluding distance,
populationdensity, and provider availability
variables. All gapsin coverage must beidentified
and addressed inthe Network Development Plan.

7.5.3 Provider to Member Ratios GeoAccessreports Full This requirementisaddressed inthe

753.1 e Quarterly GeoAccess reports shall include Communications to LDH NPDMP on pages 4 and 29.The

7.53.2 analysis of provider-to-member ratiosin each GeoAccessreports evidence the
geographical areaas outlinedin this Section implementation of therequirement for
and the Provider Network Companion Guide. ratio reportingandanalysis.

. Men]ber linkages to Primary Care providers

shallbe submitted to LDH weekly as described
inthe MCO Systems Companion Guide.
7.6 Provider Enroliment
7.6.1 Provider Participation -
7.6.1.6 The MCO must offer a Contract to the following Network Provider Full This requirementis addressed inthe
providers: Developmentand NPDMP on pages 8 and 21.
e Louisiana Office of PublicHealth (OPH); ManagementPlan
e all OPH-certifiedSchool Based Health Clinics | Policy forProvider Network
(SBHCs);

e all smallrural hospitals meeting the definition
inthe Rural Hospital Preservation Act of
1997;

FederallyQualified Health Centers (FQHCs);
Rural Health Clinics (RHCs) (free-standing and
hospital based);

e Clinicsand outpatient providers funded under
the HRSA administered Ryan White HIV/AIDS
Program.

e The MCO shall makea reasonable effort to
contract with alllocal family planning clinics
and providers, including those funded by Title
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
X of the PublicHealthServices Act services;
and

e All providers approved by the LDH PSH
programto provide tenancyandpre-tenancy
supports forthe Louisiana Permanent
Su;portive Housing program.

e Local GoverningEntities;

Methadone Clinics pending CMSapproval;
Providers of addiction services foryouth and
adultsatalllevels of care(i.e., ASAM Levels 1,
2.1,2-WM,3.1,3.2-WM, 3.3,3.5,3.7,3.7-
WM, 4-WM);

e  Providersof Evidenced Based Practices
(EBPs), i.e. Assertive Community Treatment
(ACT), Multi-Systemic Therapy (MST),
Functional FamilyTherapy(FFT) and
Homebuilders®;

e Providerstrained toimplementspecialized
behavioral health services for the at-risk
yOlLth population agezero (0) —agesix(6)
[e.g. Parent ChildInteraction Therapy (PCIT),
Child-Parent Psychotherapy (CPP) and Parent
ManagementTraining (PMT)];

e All currentPsychiatric Residential Treatment -
Facilities (PRTFs) and Therapeutic Group
Homes (TGHs);

e  CurrentLMHPs (Psychologists, LCSW, LPC,
LMFT, LAC, APRNSs).

7.6.1.7 The MCO shall make a goodfaith effortto execute | Network Provider Full This requirementisaddressed inthe
a contract with significant traditional providers Developmentand NPDMP on page11.
(STPs).Intheeventan agreementcannotbe ManagementPlan
reached anda STP does not participatein the Policy for Provider Network

MCO, the MCO shall maintain documentation
detailing efforts that were made.

7.6.1.8 If a current Medicaid provider requests Network Provider Full This requirementisaddressed inthe
participationinan MCO, the MCO shallmake a Developmentand NPDMP on pages 8 and 9.
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Provider Network Requirements
Plan Documentation
(MCO please indicate
Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation MCO Response and Plan

policy number, page
number reference to the
supporting Review

Contract Requirement Language
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and

Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
good faith effort to execute a contract. In the ManagementPlan
event an agreementcannotbereachedandthe Policy for Provider Network
providerdoes not participatein the MCO, the
MCO has met this requirement; the MCO shall
maintain documentation detailing efforts made.
7.6.1.9 The provisions above do not prohibitthe MCO Network Provider Full This requirementisaddressed inthe
from limiting provider participationto theextent | Developmentand NPDMP on page?9.
necessary to meet the needs of the MCO’s Management Plan
members. These provisions also do notinterfere | Policy for Provider Network
with measures established by the MCO to control
costs and quality consistent with its
responsibilities underthis contract nordoesit
preclude the MCO from using reimbursement
amounts thatarethe greater than the published
Medicaid fee schedule for different s pecialists or
for different practitioners inthe same specialty
[42 CFR438.12(b)(1)].
7.6.1.10 If the MCO declines requests of individuals or Network Provider Full This requirementisaddressed inthe
groups of providers to beincluded in the MCO Developmentand NPDMP on page 10.
network, the MCO mustgivetherequested Management Plan
providers written notice of thereasonfor its Policy for Provider Network
decision within fourteen (14) calendar days ofits | Policy for Provider Selection
decision [42CFR438.12(a)(1)]. and Retention
Evidence of timelynotice of
denied provider requests for
participation
Sample noticeto providers
7.6.1.11 The MCO shall work with LDH and other MCOsto | Policyforcare coordination Full This requirementisaddressed inthe
convenelocal/regional forums to explore care Meeting/Forum Meetings Coordination of Member Care Policy on
coordination and careintegration and build pages 1and4.
partnerships with providers.
The MCO provided meeting planners
showing participationinMCO
workgroups.
7.6.1.12 The MCO shall comply with any additional
requirements established by LDH.
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
7.6.2 Exclusionfrom Participation- Network Provider Full This requirementisaddressed inthe
76.2.1 The MCO shall not execute contracts with Developmentand NPDMP on page 9. The Provider Network
individuals or groups of providers who havebeen | ManagementPlan Voluntary and Involuntary Terminations
excluded from participation in Federal healthcare | Policy for Provider Network Policy also addressed this requirement.
programs under either section1128 orsection Policy forProvider The RCAMedicaidProvider Contract
1128Aof theSocial Security Act[42 CFR Credentialing evidences theimplementation of this
438.214(d)] or state funded health care programs. | Policy forProviderSelection requirement.
The list of providers excluded from federally and Retention

funded health care programs canbefound at
http://exclusions.oig.hhs.gov/andthe System for
Award Management,
https://www.sam.gov/index.html/, and Health
Integrity and Protection Data Bank at
http://www.npdb-hipdb. hrsa.gov/index.jsp.

76.2.2 The MCO shall not contract or shall terminate Policy for Provider Network Full This requirementisaddressed inthe
76.22.1 contracts with providers who have been excluded Provider Network Voluntary and
7.6.2.2.2 from participationin the Medicare and/or Involuntary Terminations Policy.
7.6.2.23 Medicaid program pursuantto Section 1128 (42

7.6.2.2.4 U.S.C. §1320a-7) or Section1156(42 U.S.C.

7.6.2.2.5 §1320c- 5) of the Social Security Actor who are

7.6.2.2.6 otherwise barred from participation inthe

Medicaid and/or Medicare program. This includes
providers undergoing any of the following
conditions identified through LDH proceedings:

.1 Revocation of the provider’'shomeand
community-based services license or
behavioral health servicelicense;

.2 Exclusionfromthe Medicaid program;

Terminationfromthe Medicaid program;

4  Withholding of Medicaid reimbursementas
authorized by the Department’s Surveillance
and utilization Review (SURS) Rule (LAC
50:.Chapter 41);

.5 Provider fails to timely renew its home and
community-based services license as required
by the Home and Community-Based Services
providers Licensing Standards Rule (LAC

w
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Contract Requirement Language

Provider Network Requirements

Plan Documentation
(MCO please indicate
policy number, page

number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
48:1.Chapter 50); or
.6 The Louisiana Attorney General’s Office has
seized the assets of the service provider.
7.6.2.3 The MCO shall notremit payment for services Policy for Provider Network Substantial This requirementisnotaddressedinany | Weacceptthis
providedunderthis contractto providers located of the policies submitted for review. recommendation and will
outside of the United States. The term “United However, the RCAcontractevidences the | updateour Network
States” means thefifty (50) states, the District of implementation of this requirementon policies accordingly, as we
Columbia,andanyU.S. territories. paged. already complyin practice.
Recommendation
The MCO shouldinclude this requirement
inits policies regarding provider network.
7.6.3 Other Enrollmentand Disenrollment Network Provider Full This requirementisaddressed inthe
7.6.3.1 Requirements - Developmentand NPDMP on page9.
The MCO shall notdiscriminate withrespect to ManagementPlan
participationinthe MCO program, Policy for Provider Network
reimbursement or indemnificationagainstany Policy for Provider Selection
providersolely on the provider’s type of licensure | and Retention
or certification [42CFR438.12(a)(1)] TheMCO Policy forProvider
shall establish and followa documented process | Credentialing
for credentialing and re-credentialing of network
providers [42 CFR §438.12(a)(2).In addition, the
MCO must not discriminate against particular
providers thatservice high-riskpopulations or
specializein conditions that require costly
treatment[42 CFR438.214(c)].
7.6.3.2 All providers shall bein compliance with American | Network Provider Full This requirementis addressed inthe
with Disabilities Act (ADA) requirements and Developmentand NPDMP on page 10 andintheprovider
provide physical access for Medicaid members ManagementPlan manual on page37.
with disabilities. Policy for Provider Network
Provider manual/handbook
Policy forProvider
Credentialing
7634 If the MCO terminates a provider’s contract for Policy for Provider Network Full This requirementis addressed inthe
cause, the MCO shall provide immediate written Policy for Provider Termination Provider Network Voluntary and
noticeto the providerwithin one(1) businessday | Samplenoticeto providers Involuntary Terminations Policy on page
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Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract Requirement Language

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
of the decision being made. The noticeshall be Samplenoticeto LDH 6.
through electronic means followed by a certified
letter mailedwithinone (1) business day. The
MCO shall notify LDH through email prior to
provider notification.
7.6.3.5 If termination affects network adequacy, the MCO | Policy for Provider Network Full This requirementisaddressed inthe
shallincludeinthe notificationto LDH their plans | Policy forProvider Termination Provider Network Voluntary and
to notify MCO members of suchchangeand Samplenoticeto members Involuntary Terminations Policy on page
strategy to ensuretimelyaccess for MCO 9.
members through differentin-network and/or
out-of network providers. If termination is related
to the MCQO’s operations, the notification shall
includethe MCO’s plan for how it will ensure
therewill be no stoppage or interruption of
services to members.
7.6.3.6 The MCO shall make a goodfaith effort to give Policy for Provider Network Full This requirementis addressed inthe
written notice of termination of a contracted Policy for Provider Termination Provider Network Voluntary and
provider, withinfifteen (15) days after receiptof | Sample notice to members Involuntary Terminations Policy on pages
issuance of the termination notice, to each MCO Member Handbook 6and9.
member who received hisorher carefromorwas
seen on a regular basis by the terminated See above
providerasspecifiedin42 CFR §438.10(f)(1)
within the pasttwo years.
7.7 Mainstreaming
7.7.1 LDH considers mainstreaming of MCO members Provider contracts Substantial This requirementisnotaddressedinany | Weacceptthis
into the broader health delivery systemto be Provider Handbook/Manual policy. The RCAcontract evidences the recommendation and will
important. The MCO therefore mustensurethat implementation of this requirementon update our Network
all MCO providers accept members for treatment pagel6. policiesaccordingly, as we
and that MCO providers do notintentionally already complyin practice.
segregate members inanyway fromother Recommendation
personsreceiving services. The MCO shouldinclude this requirement
inits policies regarding provider network
7.7.2 To ensure mainstreaming of members, the MCO Provider contracts Substantial This requirementis partially addressedin | Weacceptthis
shalltake affirmative action sothatmembersare | Provider Handbook/Manual the NPDMP on page 73; however, the recommendation and will
provided covered services without regardtorace, | Member Handbook specifics of this requirement, for example | update our Network
color, creed, sex, religion, age, national origin income status and cognitive disability, are | policiesaccordingly, as we
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Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

Contract Requirement Language number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
ancestry, marital status, sexual preference, health notincluded in any policy. The RCA already complyin practice.
status, income status, program membership, or contractevidences theimplementation of
physical, behavioral, or cognitive disability, except this requirementon page 16.
where medicallyindicated. Examples of
prohibited practicesinclude, butare not limited Recommendation
to, the following: The MCO shouldinclude this requirement
inits policies regarding provider network
7721 Denyingor not providing to a member any Provider contracts Substantial This requirementisnotaddressedinany | Weacceptthis
covered service or availability of a facility. Provider Handbook/Manual policy. The RCAcontract evidences the recommendation and will
implementation of this requirementon update our Network
pagel6. policiesaccordingly,as we
already complyin practice.
Recommendation
The MCO shouldinclude this requirement
inits policies regarding provider network
77.2.2 Providing to a member anycovered service which | Provider contracts Substantial This requirementisnotaddressedinany | Weacceptthis
is different, or is provided ina different manner, Provider Handbook/Manual policy. The RCAcontractevidences the recommendation and will
or ata differenttime from that provided to other implementation of this requirementon update our Network
members, other public or private patients, or the pagel6. policiesaccordingly,as we
public atlarge. already complyin practice.
Recommendation
The MCO shouldinclude this requirement
inits policies regarding provider network
7723 Discriminatorypractices with regardto members | Provider contracts Substantial This requirementisnotaddressedinany | Weacceptthis
such as separate waiting rooms, separate Provider Handbook/Manual policy. The RCAcontractevidences the recommendation and will
appointmentdays, or preference to private pay or implementation of this requirement on update our Network
Medicaid fee-for-service patients. pagel6. policies accordingly, as we
already complyin practice.
Recommendation
The MCO shouldinclude this requirement
inits policies regarding provider network
773 When the MCO becomes aware of a specialized Policy forprovider contracts Full This requirementis partially addressed in
behavioral health provider’s failure to comply Provider Contract the Provider Monitoring and Reporting
with mainstreaming, the MCO shall develop a Provider Handbook Policy on pages3 and4.
written planfor cominginto compliance with the
Contractrequirement for mainstreaming with the
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Contract Requirement Language

Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan

Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
behavioral health provider within thirty (30)
calendar days and notifyLDH in writing

7.7.4 The MCO shall ensurethat providers do not Policy for provider contracts Full This requirementisaddressed inthe
excludetreatment or placement of members for | Provider Contract NPDMP on page 85.
authorized behavioral health services solely on Provider Handbook
the basis of stateagency (DCFSor OJJ, etc.)
involvementor referral.

7.8.2 Primary Care Provider Responsibilities

7.82.0 The MCO mustensurethat network Primary Care
Providers fulfilltheir res ponsibilities includingbut
notlimited to the following:

7.8.2.1 Managingand coordinating the medical and Policy for PCP Responsibilities Full This requirementisaddressed inthe
behavioral health care needs of members to Provider Handbook/Manual providermanual on pages 28 and 29.
assurethatall medicallynecessaryservices are Provider contracts
madeavailablein a timelymanner; The RCAcontractevidences the

implementation of this requirementon
page5.

7.8.2.2 Referring patients to subspecialists and Policy for PCP Responsibilities Full This requirementisaddressed inthe
subspecialty groups and hospitalsastheyare Provider Handbook/Manual providermanual on pages 28 and 29.
identified for consultationanddiagnostics Provider contracts
accordingto evidence-based criteria for such The RCAcontractevidences the
referralsasitisavailable; implementation of this requirement on

page5.

7823 Communicating withother levels of medical care | Policy for PCP responsibilities Full This requirementisaddressed inthe
to coordinate, and follow up the care of individual | Provider Handbook/Manual providermanual on pages 28 and 29.
patients; Provider contracts

The RCAcontractevidences the
implementation of this requirement on
page>s.

7.8.2.4 Providing the coordination necessaryfor the Policy for PCP responsibilities Full This requirementisaddressed inthe
referral of patients to Provider Handbook/Manual providermanual on pages 28 and 29.
specialists andfor thereferral of patients to Provider contracts
services available through fee-for-service The RCAcontractevidences the
Medicaid; implementation of this requirement on

page5s.

7.8.2.5 Maintaining a medicalrecord of allservices Policy for PCP Responsibilities Full This requirementisaddressed inthe
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Contract Requirement Language

Provider Network Requirements

Plan Documentation

(MCO please indicate

policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
rendered by the PCP and record of referral to Provider Handbook/Manual providermanual on pages 28 and 29.
other providers and any documentation provided | Provider contracts
by the renderingproviderto the PCP for follow up The RCAcontractevidences the
and/or coordination of care; implementation of this requirement on
page5s.
7.8.2.6 Developmentof plan of careto addressrisksand | Policy for PCP Responsibilities Full This requirementis addressed inthe
medical needs and other responsibilities as Provider Handbook/Manual provider manual on pages 49.
defined in Section6.33. Provider contracts
The RCAcontractevidences the
implementation of this requirementon
page5.
7.8.2.7 Ensuringthatin the process of coordinating care, | Policy for PCP Responsibilities Full This requirementisaddressed inthe
each enrollee's privacy is protected consistent Provider Handbook/Manual providermanual on page56 andinthe
with the confidentiality requirementsin45 CFR Provider contracts member handbookon pages15and16.
Parts 160 and 164. 45 CFR Part 164 specifically
describes the requirements regarding the privacy The RCAcontractevidences the
of individually identifiable health information and implementation of this requirement on
all state statutes. page5.
7.8.2.8 Providing after-hours availability to patientswho | Policy for PCP Responsibilities Full This requirementisaddressed inthe
need medical advice. At minimum, PCP office Provider Handbook/Manual providermanual on page 24.
musthavea return call system staffed and Provider contracts
monitored inorderto assure thatthe memberis The RCAcontractevidences the
connected to a designated medical practitioner implementation of this requirement on
within 30 minutes of the call. pages.
7.8.2.9 Maintaining hospital admitting privileges or Policy for PCP Responsibilities Full This requirementis addressed inthe
arrangements with a physicianwho has admitting | Provider Handbook/Manual providermanual on page 29.
privileges atan MCO participating hospital. Provider contracts
The RCAcontractevidences the
implementation of this requirementon
page5s.
7.8.2.10 Working with MCO case managers to devel op Policy for PCP Responsibilities Full This requirementis addressed inthe
plans of care formembers receiving case Provider Handbook/Manual provider manual on page53.
managementservices. Provider contracts
The RCAcontractevidences the
implementation of this requirementon
pageb.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page
number reference to the

Suggested Documentation and supporting Review
reviewer instructions documentation) Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation MCO Response and Plan
must be documented below) of Action

7.8.2.11 Participatinginthe MCO’s case management Policy for PCP Responsibilities Full This requirementisaddressed inthe
team, as applicable and medically necessary. Provider Handbook/Manual providermanual on page 53 under
Provider contracts “Coordination Between Behavioral Health
and Physical Health Services.”
The RCAcontractevidences the
implementation of this requirement on
pageb6.

7.8.2.12 Conducting screens for commonbehavioral Policy for PCP Responsibilities Full This requirementisaddressed inthe
issues, including but not limited to depression, Provider Handbook/Manual providermanual on page53.
anxiety, trauma/adverse childhood experiences Provider contracts
(ACEs), and substance use, to determine whether The RCAcontractevidences the
the member needs behavioral health services. implementation of this requirementon

page6.

7.8.3 Specialty Providers

7.83.1 The MCO shall assure access to specialty
providers, as appropriate, for all members. The
MCO shall assure access standards and guidelines
to specialty providers are metas specifiedin this
Sectioninregard to timeliness and servicearea.

7.83.2 The MCO provider network shall include Policy for Provider Network Full This requirementisaddressed inthe
participating s pecialists with pediatric expertise Policy for Access to Specialty NPDMP on page 21 andevidenced by the
for children/adolescents when the need for Providers GeoAccess reports.
pediatricspecialty careis significantly different GeoAccess reports
fromtheneed for adultspecialty care (e.g. a
pediatric cardiologist).

7833 The MCO shall ensure access to appropriate Policy for Provider Network Full This requirementisaddressed inthe
servicesettings for members needing medically Policy for Access to Specialty NPDMP on page 21 andevidenced by the
high risk perinatal care, including both prenatal Providers GeoAccessreportsandinthe RCA
and neonatal care. GeoAccess reports contracton pages6and 8.

7.83.4 The MCO shall establishand maintain a provider | Policy forProvider Network Substantial This requirementisaddressed inthe The MCO will continue
network of physician specialists thatis adequate Policy for Access to Specialty NPDMP on page 21 andevidenced by the | outreachingto providers
and reasonableinnumber, in specialty type,and | Providers GeoAccess reports. in an effortof enrollment
in geographicdistributionto meet the medical GeoAccess reports and contracting in multiple
needs of its members (adults andchildren) Evidence of signed contracts Recommendation areasandwith various
without excessive travel requirements. This with listed specialty provider The MCO shouldcontinueto enroll providertypes and
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214, 438.230) reviewer instructions documentation) Determination must be documented below) of Action
means that,ata minimum: types providersto ensureit meets theaccess specialties to meet our
e The MCO has signeda contract with providers requirements. members needs.

of the specialty types listed in the Provider
Network Companion Guide who accept new
members and areavailableon atleasta
referral basis;and
e The MCO is incompliance with access and
availabilityrequirements
7.8.3.5 The MCO shall assure,ata minimum, the
availability of the specialists listed inthe Provider
Network Companion Guide with theratio,
distance, and appointment time requirements set
in this Section and inthe Provider Network
CompanionGuide.
7.8.3.6 The MCO will berequired to provide a higherratio | Policy for Provider Network Full This requirementisaddressed inthe
of specialists per member populationand/or Policy for Access to Specialty NPDMP on page21.
additional specialist types/member ratiosmaybe | Providers
established, ifitis determined by LDH the MCO
does not meet the access standards specified in
the Contract.
7.83.7 Inaccordance with 42 CFR §438.208(c)(4), for Policy for Provider Network Full This requirementisaddressed inthe
enrollees determinedto need a course of Policy for Access to Specialty NPDMP on page21.
treatment or regular monitoring, the MCO must Providers
havea mechanismin placeto allow enrollees to Policy fordirectaccess services
directly access a specialistas appropriate for the
enrollee’s condition and identified needs.
7.8.4 Hospitals
7.8.4.1 Hospital services providers must be qualified to
provideservices underthe Medicaid program. All
services mustbe provided in accordance with
applicable state and federal laws andregulations
and adhereto therequirements set forth in this

RFP.
7.8.4.2 The MCO shallinclude, ata minimum, access to Policy for Provider Network Full This requirementisaddressed inthe
7.842.1 the following: GeoAccess reports NPDMP on page 23, whichalso states that
7.8.4.2.2 .1 One(1)hospital that provides emergency the MCO “holds contracts with most
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
roomservices, inpatient, and outpatient care hospitalsin thestateincludingall critical
ineach parishin the state, provided the access hospital and health systems.” This
parishhassuch ahospital. requirementisalso addressed inthe
.2 MCO mustestablish access to the following Access to CarePlanon page5

within their networkof hospitals:

e Level Il Obstetrical services;

e Level Il Neonatal Intensive Care (NICU)
services;

e Pediatricservices;
e Trauma services;
e Burnservices;and
e AChildren’s Hospital that meets the CMS
definitionin42CFR, Parts412 and 413.
7843 The MCO may contract with out-of-state hospitals | Policy for Provider Network Full This requirementisaddressed inthe
inthetradearea. GeoAccess reports NPDMP on page 27, whichstates that the
MCO is building its network including out-
of-state providers and hospital systems,
andonpage32
7.8.4.4 If thereare no hospitals within the parish that Policy for Provider Network Full This requirementisaddressed inthe
meet theserequirementsin section 7.8.4.2.1ora | GeoAccessreports NPDMP on page 32.The GeoAccess
contractcannotbe negotiated, the MCO may reports evidence theimplementation of
contract with out-of-state hospitals to comply this requirement.
with these requirements.
7.8.5 Tertiary Care Policy foruse of out-of- Full This requirementisaddressed inthe
Tertiary careis defined as health services network providers NPDMP on page 32.

providedby highly-specialized providers,such as | Policyforproviding access to
medical sub-specialists; these services frequently | tertiarycare

require complex technological and support GeoAccess reports

facilities. The MCO shall provide tertiarycare
servicesincluding trauma centers, burn centers,
level 111 (high risk) nurseries, rehabilitation
facilities, and medical sub-specialists available
twenty-four (24) hours per day. If the MCO does
nothavea full range of tertiary care services, the
MCO shall havea process for providing such
servicesincluding transferprotocolsand
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
arrangements with out-of-network providers.
7.8.6 Direct Access to Women’s Health Care Policy fordirectaccess services Full This requirementisaddressed inthe
The MCO shall provide directaccess to a health NPDMP on page9, inthe member
specialist(s) in-network for core benefitsand handbook on page30,andinthe provider
services necessaryto provide women'’s routine manual on page43.

and preventive health careservices. This access
shallbein additionto the member’s PCP if that
provideris nota women’s health specialist.

7.8.6.1 The MCO shall demonstrateits network includes | Policy fordirectaccessservices Full This requirementisaddressed inthe
sufficient family planning providers to ensure NPDMP on pages 9and 31andinthe
timely access to coveredservices. Family Planning/Reproductive Health

Policy on page4.The GeoAccess reports
showthatthe MCO’s networkincludes
providers who can offer family planning

services.
7.8.6.2 The MCO shall notify and give each member, Policy fordirectaccess services Full This requirementisaddressed inthe
including adolescents, the opportunity to use Member Handbook member handbookon page34andinthe
their own PCP or utilize any family planning Family Planning/Reproductive Health
service provider for family planning services Policy on page 3.
withoutrequiring a referral or authorization.
Family planning services shall be available to help
prevent unintendedor unplanned pregnancies.
Family planning services include examinations,
assessments and traditional contraceptive
devices. The MCO family planning services s hall
alsoinclude preconception and interconception
careservices for members to optimize member
health entering pregnancy. The MCO shall agree
to makeavailable all family planning services to
MCO members as specified in this RFP.
7.8.6.3 MCO members shall have the freedomto receive | Policy fordirectaccessservices Full This requirementisaddressed inthe
familyplanning services and related supplies from | Member Handbook member handbookon page34andinthe
appropriate Medicaid providers outside the Family Planning/Reproductive Health
MCOQ'’s provider network without any restrictions Policy on pages4 and®6.

as specifiedin42 CFR §431.51(b)(2). The out-of-
network Medicaid enrolled family planning
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
services providershallbillthe MCO and be
reimbursed no less thanthe Medicaidratein
effecton the date of service. MCO members
should be encouraged by the MCO to receive
familyplanning services through the MCQO’s
network of providers to ensure continuity and
coordination of the member’s total care. No
additional reimbursements shall be madeto the
MCO for MCO members who elect to receive
familyplanning services outside the MCQO’s
provider network.

Provider Network Requirements

Suggested Documentation and
reviewer instructions

Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.8.6.5 The MCO shall maintainthe confidentiality of Policy for Direct Access Full This requirementisaddressed inthe
familyplanninginformationand records for each | Services Family Planning/Reproductive Health
individualmember includingthose of minor Policy on page6.
patients.

7.8.7 Prenatal Care Services Policy for Prenatal Care Full This requirementis addressed inthe

7.8.7.1 The MCO shall assist all pregnant members in Services Access member handbookon pages35and36
choosing a pediatrician, or other appropriate PCP, | Policy for Assignment of PCPs andinthePrenatal Services Policyon
for the care of their newbornbabies before the including Auto Assignment pagel.
beginning of the last trimester of gestation. In the
event thatthe pregnant member does notselecta
pediatrician, or other appropriate PCP, the MCO
shall provide the member with a minimum of
fourteen (14) calendar days after birth to selecta
PCP priorto assigningone.

7.8.8 Other Service Providers Evidence of availability of other Full This requirementisaddressed inthe
The MCO shall ensure the availability of medical medical service providers NPDMP on page 23. The network
service providersincluding, but notlimited to, adequacy reports evidence the availability
ambulanceservices, durable medical equipment, and monitoringoftheservicesincludedin
orthotics, prosthetics and certainsupplies, and this requirement.
radiology, andlaboratories. All services mustbe
providedin accordance with applicable stateand
federal laws andregulations.

7.8.10 FQHC/RHC Clinic Services Policy for Provider Network Full This requirementisaddressed inthe

7.8.10.1 The MCO must offer to contract with all FQHCs Contracts with FQHC/RHCs NPDMP on page23.

and RHCs (both freestanding and hospital-based)

2019 Compliance Report — Aetna

Page91o0f233



Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
inthestate.

Provider Network Requirements
Plan Documentation
(MCO please indicate

Suggested Documentation and

reviewer instructions

7.8.11
7.8.11.1

School-Based Health Clinics (SBHCs)

SBHC (certified by the LDH Office of Public Health)
services are those Medicaid services provided
within school settings to Medicaid eligible
childrenundertheage of 21.

7.8.11.2

The MCO must offer a contractto each SBHC. The
MCO may stipulatethatthe SBHC follow all of the
MCQ’s required policies and procedures.

Policy for Provider Network
Contracts with SBHCs

policy number, page
number reference to the
supporting

documentation) Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
Review of the finding and a recommendation MCO Response and Plan

NPDMP on page 23.

must be documented below) of Action

This requirementisaddressed inthe

7.8.13
7.8.13.1

Local Parish Health Clinics

The MCO must offer a contract to the Louisiana
Office of Public Health (OPH)for the provision of
personal healthservices offered within the parish
health units (e.g.immunizations, STI, family
planning).

Policy for Provider Network
Contract with Louisiana OPH

Full

NPDMP on page 23.

This requirementisaddressed inthe

7.8.13.2

The MCO shall coordinateits public health-related
activities with OPH. Coordination mechanisms and
operational protocols foraddressing public health
issues shall be negotiated with OPH and BHSF
(Medicaid) and reflect Louisiana publichealth
priorities. The coordination of activities related to
public health will take the form of agreements
among the parties which mayinclude policy
memos or separate memorandums of
understanding signed by OPH, BHSF (Medicaid),
and the MCO.

Policy for Provider Network
Contract with Louisiana OPH

Full

NPDMP on page 23.

This requirementisaddressed inthe

7.8.14
7.8.14.1

Specialized Behavioral Health Providers

The MCO shall ensure behavioralhealth services
areoffered to address the needs of youth with
serious emotional disorders, adults with Serious
Mental Iliness (SMI), members with substance use
disorders, members with co-occurring mental
health andsubstance use disorders and other
developmental disorders. This shallinclude
coordination withthe Local GoverningEntities
(LGEs) for the provision of Medicaid services.

Policy for provider network
Policy forcare coordination
Network reports

Full

specialized BH providers.

This requirementisaddressed inthe
NPDMP on page40.The GeoAccess and
network adequacyreports evidence the
availabilityand monitoring of access to
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
The MCO shall ensureits provider network offers
a range of preventive andspecialized behavioral
health services as reflected inthe LDH Behavioral
Health Provider Manual and meets the network
adequacy standards definedin this contract. The
provider network shall be adequate for the
anticipated number of members forthe service
area.Theservicearray shall comply with the
waivers and Medicaid State Plan requirements.

7.8.14.3

The network shall be devel oped to meet the
needs of members, including but not limited to
providing assessmentto identify and treatthe
behavioral health needs of members with past
history or current display of aggression, runaway

behavior, sexual offenses, orintellectual disability.

Provider Network Requirements
Plan Documentation
(MCO please indicate

Suggested Documentation and

reviewer instructions

policy number, page
number reference to the
supporting

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
Review of the finding and a recommendation

documentation) Determination must be documented below)

Full

This requirementisaddressed inthe
NPDMP on page 40

MCO Response and Plan
of Action

7.8.144

The MCO shall designits provider networkto
maximize the availability of community-based
behavioral healthcare that reduces utilization of
emergency services when lower cost community-
based services areavailable and eliminates
preventable hospital admissions. The MCO shall
coordinate with otherstate agencies, as
appropriate, to match services to meet behavioral
health needs in the community with services and
supports to meet the members other needs in the
community, such as|/DD.

Full

This requirementisaddressed inthe
NPDMP on pages 8 and 37.

7.8.145

The MCO shall designits provider networkto
increase the emerging use of peers as providers.
This includes peers providing services for youth,
adults and parents/families served in community
and residential settings, peer services as approved
by LDH as cost-effective alternative services, and
peer supportspecialists with OBHapproved
credentials to serve as qualified providers.

Policy for provider network
Policy forcare coordination
Network reports

Full

This requirementisaddressed inthe
NPDMP on pagel9.

7.8.14.6

The MCO shall ensure that within the provider
network, members enrolled in 1915(c) CSoC

Policy for provider network
Policy for care coordination

Full

This requirementisaddressed inthe
NPDMP on pagel9.
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Provider Network Requirements

Plan Documentation

(MCO please indicate

policy number, page Comments (Note: Forany elementthatis

Contract Requirement Language number reference to the less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
Homeand CommunityBased waiver services have | Network reports
a choice of behavioral health providers, which
offer theappropriatelevel of careand may
change providers in accordance with Medicaid
home and community based waiver requirements
pertaining to Freedom of Choice.

7.8.14.7 The MCO shall ensure the provider network hasa | Policy forprovider network Full This requirementisaddressed inthe
sufficient number of prescribers and other Policy forcare coordination NPDMP on pages 29and37 and in the
qualifiedbehavioral health service providers to Network reports Assessment of Network: Adequacy,
deliver services during evenings and weekends. Availability and Access to Care Monitoring

Planon page6.The 2018 Provider Access
Appointment Availability and After-Hours
Audits Reportevidences the ongoing
monitoringof after-hours availability of
providers, including BH providers.

7.8.14.8 The MCO shall have a fully operational network of | Policy for provider network Full This requirementis addressed inthe
behavioral health crisis response providers Policy forcare coordination NPDMP on pages 42and43.
offering a complete array of crisis services, Network reports

available twenty-four (24) hours per day, seven
(7) days per week. Crisis services shallincludean
on-call, 24-hour crisis hotline, warm line, crisis
counseling crisis intervention and follow up,
linkage to ongoinghbehavioral health management
and intervention, mobile crisis teams, and crisis
stabilizationfor children. The MCO may also
coordinate with community resources to expand
the crisis response. The community-based crisis
response systemmayinclude, butis notlimited
to, warmlines, mobile crisisteams, collaboration
with law enforcement crisis stabilizationin
alternative settings, and crisis stabilization/crisis
receiving centers for adults.

If shortages in provider network sufficiency are
identified by LDH, the MCO shall conduct
outreach efforts approved by LDH, andtake
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208, 438.210, 438.214, 438.230)
necessary actions to assure member access to
medically necessarybehavioral health services.
The MCO shall executean ad hocor single case
agreementwhen a clinical need or a specialized
behavioral health serviceisidentifiedfor a
member and no network provider is available to
meet that particularneed. In suchcases, all
transportation necessary to receive necessary
services will be provided and reimbursed through
the MCO, includingmeals andlodging as
appropriate.

Provider Network Requirements

Suggested Documentation and

reviewer instructions

Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.8.14.10 The MCO shall require behavioral health providers | Policy forprovider network Full This requirementisaddressed inthe
to screen for basic medical issues. Policy forcare coordination NPDMP on page43 andintheprovider
Network reports manual on page53.
7.8.14.11 The MCO shall monitorandsupportdevelopment | Policy forprovider network Full This requirementisaddressed inthe
of local provider capacityfor the purpose of Policy forcare coordination NPDMP on page32.
identifying and filling gaps in service availability. Network reports
7.8.14.12 The MCO shall reportthe number of out-of-state | Policy forprovider network Substantial This requirementis notincludedin any Weacceptthis
placements as specified by LDH. LDH may require | Policyforcare coordination policy provided by the MCO. recommendation and will
the MCO to takecorrectiveactioninthe event ensureour policiesare
LDH determines the MCO’s rate of out of state The monthly behavioral health out-of- updated appropriately.
placements to be excessive. statereportsevidencethe
implementation of this requirement.
Recommendation
The MCO shouldinclude this languagein
their policiesand procedures.
7.8.15 Indian Health Care providers (IHCPs) Policy for provider network Full This requirementisaddressed inthe
7.8.15.1 The MCO shall demonstratethatthereare Policy forcare coordination NPDMP on page 75.
sufficient IHCPs participating inthe provider Network reports
network of the MCO to ensuretimely access to
services available underthe contract fromsuch
providers for Indianmembers who are eligible
to receiveservices.
7.8.15.2 The IHCPs, whether participating in the MCO
7.8.15.2.1 network or not, shall be paid for coveredservices
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214, 438.230) reviewer instructions documentation) Determination must be documented below) of Action
7.8.15.2.2 providedto Indian members whoareeligible to
7.8.15.2.3 receive services from such providers as follows:
e Ataratenegotiated between the MCO and
the IHCP; or
e Intheabsenceofa negotiated rate,ata rate
notless thanthelevel and amount of
paymentthatthe MCO would make for the
services to a participating provider which is
notanIHCP;and
e Makepaymenttoall IHCPsinits networkina
timely mannerasrequired for payments to
practitionersinindividual or group practices
under 42 CFR §447.45 and §447.46.
7.8.15.3 The MCO shall permitanylIndian who is enrolled Full This requirementisaddressed inthe
withthe MCO and is eligible to receive services NPDMP on page 75.
froman IHCP primary care provider participating
as a network provider, to choose that IHCPas his
or her PCP, as long as that provider has capacity
to providetheservices.
7.8.15.4 The MCO shall permit Indian members to obtain Full This requirementisaddressed inthe
services covered under the contract from out-of- NPDMP on page 75.
network IHCPs from whom the member is
otherwiseeligibleto receive suchservices.

7.8.15.5 Wheretimely access to covered services cannot Policy for provider network Full This requirementisaddressed inthe
7.8.155.1 be ensured dueto few or no IHCPs, the MCO will | Policyforcarecoordination NPDMP on page75.
7.8.15.5.2 be considered to have mettherequirementin Network reports

paragraph42 CFR §438.14 (b)(1) if:
.1 Indian members are permitted by the MCO to
access out-of-state IHCPs; or

.2 Ifthis circumstanceis deemed to be good
causefor disenrollment from the State’s
Managed Care Programin accordance with
42 CFR §438.56(c).

7.8.15.6 The MCO shall permitan out-of-network IHCPto | Policy forprovider network Full This requirementisaddressed inthe

refer an Indian member to a network provider. Policy forcare coordination NPDMP on page75.

Network reports
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Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract Requirement Language

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
7.9 Network Provider Development Management Plan
7.9.1 The MCO shall devel op and maintain a Provider Provider Network Full This requirementisaddressed inthe
Network Developmentand Management Plan Developmentand NPDMP on pages 1and 9.
which ensures that the provisionof core benefits | ManagementPlan
and services will occur [42 CFR 438.207(b)]. The
Network Developmentand Management Plan
shall be submitted to LDH as part of the proposal,
as well as when significant changes occurand
annually thereafter. The Network Development
and Management Plan shall includethe MCO'’s
processto develop, maintain and monitor an
appropriate provider network thatis supported by
written agreements and is sufficient to provide
adequateaccess of allrequired services included
inthe Contract. Whendesigningthe network of
providers, the MCO shallconsider the following
(42 CFR438.68):
79.1.1 Anticipated maximum number of Medi caid Provider Network Full This requirementis addressed inthe
members; Developmentand NPDMP on page 2.
Management Plan
79.1.2 Expected utilization of services, takinginto Provider Network Full This requirementisaddressed inthe
consideration the characteristicsand health care | Developmentand NPDMP on page?2.
needs of the members in the MCO; ManagementPlan
79.13 The numbers and types (interms of training, Provider Network Full This requirementis addressed inthe
experience, and specialization) of providers Developmentand NPDMP on pages 4to 7.
required to furnish Medicaid core benefits and ManagementPlan
services;
79.14 The numbers of MCO providers who arenot Provider Network Full This requirementisaddressed inthe
accepting new MCO members; and Developmentand NPDMP on page 20.
ManagementPlan
79.15 The geographiclocation of providersand Provider Network Full This requirementisaddressed inthe
members, considering distance, travel time, the Developmentand NPDMP on pages 3 and 4.
means of transportation ordinarily used by ManagementPlan
members, and whether the location provides
physical access for Medicaid enrollees with
disabilities.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Suggested Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan

of Action

7.9.2 The Network Provider Developmentand Provider Network Full This requirementis evidenced by the
Management Plan shall demonstrate access to Developmentand NPDMP.
Services and Benefits as defined inthis RFP, ManagementPlan
accessstandardsin 42 CFR §438.206andshall
include:
79.2.1 Assurance of Adequate Capacity and Servicesand | Provider Network Full This requirementis addressed inthe
supporting documentation that demonstrates Developmentand NPDMP on pages 3 and 4.
thatithas the capacity to serve the expected ManagementPlan
enrollmentinitsserviceareainaccordance with
the statestandards for access to care, including
the standardsat42 CFR §438.68and438.206(b)
79.2.2 Assuranceitoffersan appropriate range of Provider Network Full This requirementisaddressed inthe
preventive, primarycare, and specialty services Developmentand NPDMP on pages 2 and 25.
thatis adequate for the anticipated number of ManagementPlan
members intheservicearesa;
79.23 Access to Primary Care Providers Provider Network Full This requirementis addressed inthe
Developmentand NPDMP on pages 5,12and13.
Management Plan

79.24 Access to Specialists Provider Network Full This requirementisaddressed inthe
Developmentand NPDMP on pages 5to 7 and on page 15.
ManagementPlan

79.25 Access to Hospitals Provider Network Full This requirementis addressed inthe
Developmentand NPDMP on pages 5and 15.
Management Plan

79.2.6 Access to Behavioral Health Services Provider Network Full This requirementisaddressed inthe
Developmentand NPDMP on pages 2,11,18 and 19.
ManagementPlan

79.2.7 Timely Access Provider Network Full This requirementisaddressed inthe
Developmentand NPDMP on pages 12to 19.
Management Plan

79.2.8 Service Area Provider Network Full This requirementisaddressed inthe
Developmentand NPDMP on pages 12t019,21 and 23.
ManagementPlan

79.29 Other Access Requirements: Provider Network Full This requirementis addressed inthe

e DirectAccessto Women’s Health,
e Special Conditions for Prenatal Providers,

Developmentand
ManagementPlan

NPDMP on page?9.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
e Second Opinion
e  Out-of-Network Providers

Suggested Documentation and
reviewer instructions

Provider Network Requirements

Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan

of Action

793 The Network Provider Developmentand Provider Network Full This requirementisaddressed inthe
Management Plan shall identify gapsin the MCO’s | Developmentand NPDMP on pages 20and25 to 27.
provider network anddescribe the process by Management Plan
which the MCO shallassureall coveredservices
aredelivered to MCO members. Planned
interventions to be taken to resolve such gaps
shallalsobeincluded. The MCO shallinclude the
corrective action(s) taken when a network
providerfailsto comply with timely access
requirements.

79.3.1 The MCO shall ensure networkcapacity sufficient | Provider Network Full This requirementisaddressed inthe
to meet the specialized needs of individuals with | Developmentand NPDMP on page40.
dual diagnosis of behavioral health and Management Plan
developmental disabilities, including a utism
spectrumdisorders. The plan shall s pecifically
assess the extentto which the MCO’s in-state
network s sufficient to meet the needs of this
population.

7.9.3.2 Providers specializing in serving individuals with Provider Network Full This requirementisaddressed inthe
dual diagnosis of behavioral health and Developmentand NPDMP under the topic of specialized
developmental disabilities shall be clearly Management Plan behavioral health providers.
identified in the provider directory. Provider Directory

The MCO providerlook up allows
selecting multiple specialties.

79.4 The MCO shall provide GEO mappingandcoding | Provider Network Full This requirementisaddressed inthe
of all networkproviders for each provider type by | Developmentand NPDMP on pages 28and29 and
the deadline specified in the Schedule of Events, ManagementPlan evidenced by the GeoAccess and network
to geographicallydemonstrate network capacity. | GeoAccessreports adequacy reports.

The MCO shall provide updated GEO coding to
LDH quarterly, or upon material change (as
defined in the Glossary) orupon request.

7.9.5 The MCO shall develop and implement Network

Development policies and procedures detailing
how the MCO will [42 CFR438.214(a)l:
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Contract Requirement Language

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan

Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action

79.5.1 Communicate and negotiate with the network Policy for Network Full This requirementisaddressed inthe
regarding contractualand/or program changes Developmentand NPDMP on pages 25,29 and 30.
and requirements; Management

79.5.2 Monitor networkcompliance with policies and Policy for Network Full This requirementisaddressed inthe
rules of LDH and the MCO, including compliance Developmentand NPDMP on pages 29to 31.
with all policies and procedures related to the Management
grievance/appeal processes and ensuringthe
member’s careis not compromised during the
grievance/appeal processes;

7953 Evaluate the quality of services delivered by the Policy for Network Full This requirementisaddressed inthe
network; Developmentand NPDMP on pages 31and32.

Management

7954 Provide or arrange for medicallynecessary Policy for Network Full This requirementis addressed inthe
covered services should the network become Developmentand NPDMP on page 32 andin the Practitioner
temporarily insufficient within the contracted Management and Provider Availability: Network
servicearea; Compositionand Contracting Plan on

page8.

79.5.5 Monitor the adequacy, accessibility and Policy for Network Full This requirementisaddressed inthe
availability of its provider network to meet the Developmentand NPDMP on pages 32and93 and in the
needs of its members, including the provision of Management Practitioner and Provider Availability:
careto members with limited proficiencyin Network Compositionand Contracting
English;and Plan.

79.5.6 Process expedited andtemporary credentials. Policy for Network Full This requirementisaddressed inthe
Recruit, select, credential, re-credentialand Developmentand NPDMP on pages 26,29 and 30.
contractwith providersina mannerthat Management
incorporate quality management, utilization,
officeaudits and provider profiling;

79.5.7 Providetraining forits providers and maintain Policy for Network Full This requirementisaddressed inthe
records of such training; Developmentand NPDMP on pages 31and32 andinthe

Management Provider Relations Department Functions
and Responsibilities Policy;

7.9.5.8 Trackandtrend provider Policy for Network Full This requirementisaddressed inthe
inquiries/complaints/requests for information and | Developmentand NPDMP on page 34 andintheProvider
takesystemicactionasnecessaryand Management Complaints Policy on pages4 and6.
appropriate;
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Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the

Comments (Note: Forany elementthatis
less than fully compliant, an explanation

Contract Requirement Language

Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan

Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action

79.5.9 Ensurethatprovidercomplaintsare Policy for Network Full This requirementisaddressed inthe
acknowledged within 3 business days of recei pt; Developmentand Provider Complaints Policy on page6.
resolve and/or state the result communicated to Management
the provider within 30 business days of recei pt
(this includes referrals from LDH). If not resolved
in 30 days the MCO must document why theissue
goes unresolved; however, theissue must be
resolvedwithin90 days.

79.6 An evaluation of theinitial Network Provider Policy for Evaluation of Full This requirementis addressed inthe
Developmentand Management Plan, including Network Provider NPDMP on page9.
evaluationofthesuccess of proposed Developmentand
interventions and any needed revisions, shall be ManagementPlan
submitted to LDH atthe end of the firstyearof
operations and annually thereafter.

7.9.7 MCO Network Development and Management Evidence of submission of Full This requirementisaddressed inthe
policies shall be subject to approval by LDH, policy for Network NPDMP on page 30.

Medicaid Managed Care Sectionandshall be Developmentand
monitored through operational audits. Managementto LDH

7.9.8 Specialized Behavioral Health Network Network development Full This requirementisaddressed inthe
Development and ManagementPlan Implementation plan NPDMP on page40.The NPDMP includes
An initial Network Development and Management | Policy forprovider network the required section starting on page 40.
Plan focusing on specialized behavioral health
providers shall be submitted to LDH by November
1,2015. Thereafter, the Specialized Behavioral
Health network shall beincluded ina distinct
section of the overall MCO Network Devel opment
and Management Plan which shall be updated at
leastannually or more often as needed to reflect
material changes in networkstatus.

79.8.1 The plan shall contain separate sections for each | Network development Full This requirementisaddressed inthe
specialized behavioral health provider typeforall | Implementation plan NPDMP.
covered specialized behavioralhealth services for | Policy for provider network
both children and adults, and satisfy all service
deliveryrequirements described in this contract

7.9.8.2 The MCO’s Network Developmentand Network development Full This requirementisaddressed inthe
Management Plan shall include the following Implementation plan NPDMP on page44.
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
requirements for specialized behavioral health Policy forprovider network
providers:

e The methodologythe MCO will usefor the
evaluationof specialized behavioral health
providers’ ability to perform activities
associated with this contract;

e The numbers and types (interms of training, Network development Full This requirementisaddressed inthe
experience, and specialization) of specialized Implementation plan NPDMP on pages 44and45.
behavioral health providers requiredto furnish | Policy forprovider network
the contracted specialized behavioral health
services, including providers of specialized
services (e.g., DD population, sexual offending
behaviors, and early childhood development);

e GEO mappingandcodingof all s pecialized Network development Full This requirementisaddressed inthe
behavioral health networkproviders for each Implementation plan NPDMP on pages 46,47 and pages 49 to
specialized behavioral health provider type to Policy for provider network 59.

geographically demonstrate network capacity.
The MCO shall provide updated GEO mapping
and coding to LDH quarterly by contractyear,

upon material change of the network, or upon

request;
e An annual needs assessmenttoidentifyunmet | Policy fornetwork Full This requirementis metinthe NPDMP on
service needs in the specialized behavioral Needs assessment findings pages 48,49,59and60.

health service delivery system. The needs

assessmentshall analyze and include:

e Volumeofsinglecaseagreementsandout
of-network, out-of-state and telemedicine
referrals for specialized behavioral health

services;

e Specialized behavioral health service needs
of members;and

e Growth trends ineligibility and enrollment,
including:

0 Currentand anticipated numbers of Title
XIXand Title XXl eligibles; and
0 Currentand desiredspecialized
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208, 438.210, 438.214, 438.230)

behavioral health service utilization

trends, including prevalent diagnoses,
age, gender, and race/ethnicity
characteristics of the enrolled population
by region; best practice approaches; and
network and contracting models
consistent with LDH goals and principles.

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Suggested Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

e Accessibility of services, including:

0 The number of current qualified
specialized behavioral health service
providers by individual specialized
behavioral health serviceinthe network
who arenotaccepting new Medicaid
referralsand a plan forupdatingona
regular, reoccurring basis as close to real
timeas possible;

0 The geograpbhiclocation of specialized
behavioral health providers and members
considering distance, travel time, and
available means of transportation;

0 Availability of s pecialized behavioral
health services and appointments with
physical access for persons with
disabilities; and

0 Any serviceaccess standards detailedin a
SPAor waiver.

Network development Full
Implementation plan
Policy forprovider network

This requirementisaddressed inthe
NPDMP on pages 18and19.

7.9.8.3 The MCO shall submitto LDH as partofitsannual | Evidence of submissionof Full This requirementisaddressed inthe
Network Developmentand Management Plan, network development NPDMP on pages 44,45,48,49,60t062.
and upon request of LDH, specialized behavioral Planto LDH
health provider profiling data, whichshallinclude: | Network and development
e Member eligibility/enrollmentdata; plan

e Specialized behavioral health service
utilization data;

e The number of single case agreements by
specialized behavioral health service type;

e Specialized behavioral health treatmentand
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Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208, 438.210, 438.214, 438.230)

functional outcome data;

e The number of members diagnosed with
developmental/cognitive disabilities;

e The number of prescribers required to meet
specialized behavioral health members’
medicationneeds;

e The efforts given to recruit specialized
behavioral health providers and specialty
providersto address any unmet need;

e Provider grievance, appeal and requestfor
arbitration data; and

e Issues, concerns andrequestsidentified by
other stateagency personnel, local agencies
and community stakeholders.

Contract
Reference

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Suggested Documentation and
reviewer instructions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

79.8.4 For adults, the MCO shallincludein its Network

Developmentand Management Plan strategies

for continued transformation of the specialized

behavioral health service deliverysysteminto a

comprehensive systemthat:

e Includes qualified specialized behavioral
health service providers and community
resources designed and contracted to deliver
specialized behavioral healthcare thatis
strength-based, community-based, and
culturallycompetent;

e Includes specific specialized behavioral health
services for adults eligible for services as
defined in this contract;

e |s of sufficient size and scope to offer
members a choice of providers forall covered
specialized behavioral health services;

e Makes uniformly available over time
recognized EBPs, best practices and culturally
competentservices that promote resiliency
through nationally recognized integrated
service models;and

Network developmentand Full
management plan

This requirementisaddressed inthe
NPDMP on pages 62to 68.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208, 438.210, 438.214, 438.230)
e Provides adequate, proactive development

and monitoringof community-based options
thatlimitreliance on hospital based services.

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Suggested Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.9.8.5

For children, the MCO shall include inits Network

Developmentand Management Plan strategies

for continued transformation of the specialized

behavioral health service deliverysysteminto a

comprehensive systemthatincludes theabove

elements for adults as well as:

e Includes specific specialized behavioral health
servicesfor children;

e Targets the development of family and
community-based services for children/youth
in out-of-home placements;

e Increases access to family and community-
based services, optimizing the use of natural
and informal supports andreduces reliance on
out-of- home placements; and

e Provides adequate, proactive devel opment
and monitoringof in-state regional out-of-
home optionsto servethe needs of youthin
the state.

Network developmentand
management plan

Full

This requirementis addressed inthe
NPDMP on pages 64to 66 and 83 to 85.

7.9.8.6

The Network Developmentand Management Plan
shall statethatthe MCQO’s provider network
meets requirements with regard to cultural
competence and linguistics as follows:

Cultural competence and linguistic needs,
including the member’s prevalentlanguage(s) and
signlanguageinaccordance with 42 CFR
§438.206;

Provides effective, equitable, understandable, and
respectful quality careandservicesthatare
responsive to diverse cultural health beliefs and
practices, preferred languages, healthliteracy,

Network developmentand
management plan

Full

This requirementisaddressed inthe
NPDMP on pages 72to 83. The NPDMP
states that, “The Provider Relations On-
siteVisit Formassesses and collects
informationrelated to cultural
competency areas such ADA Accessible,
furniture, equipment, and environmental
accommodations for individuals living
with disabilities. Theformalso assesses if
educational materialsinthe officearein
Spanishandother languages.”
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
and other communication needs. This shall be
achievedby:

e Collecting member demographicdata,
including but not limited to ethnicity, race,
gender, sexual orientation, religion, and social
class, sothatthe provider will be able to
respond appropriatelyto the cultural needs of
the communitybeingserved (note: members
must be given the opportunity to voluntarily
disclosethisinformation, it cannot be
required);

e Assessingthe cultural competence of the
providers on anongoing basis, atleast
annually;

e Assessing member satisfactionof the services
providedasitpertains to cultural competence
atleastannually. Assessment shall capture
necessary demographics of the member
including, butnotlimited to, race/ethnicity,
age, gender, parish, etc.;

e Assessing providersatisfactionof the services
provided by the MCO atleastannually; and

e Requiringand providing trainingon cultural
competence, including tribal awareness, (or
obtaining proof of attendance at other
trainings on cultural competence) to MCO
staff and behavioral healthnetwork providers
for a minimum of three (3) hours per yearand
as directed by the needs assessments.

7.9.8.7 The Network Development and Management Plan | Network developmentand Full This requirementisaddressed inthe

shall beinclusive of an evaluationof theinitial management plan NPDMP on page 9 and pages 94 to 96.

Network Developmentand ManagementPlanin

each subsequentyear, whichshall include

evaluationofthesuccess of proposed
interventions, barriers to implementation,and
any needed revisions pertaining to the delivery of
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Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
specialized behavioral healthcare.

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the
Suggested Documentation and supporting Review
reviewer instructions documentation) Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.11

Material Change to Provider Network

7.111

The MCO shall provide written notice to LDH, no
later than seven (7) business days of anynetwork
provider contract termination that materially
impacts the MCO'’s provider network, whether
terminated by the MCO or the provider, andsuch
noticeshallincludethereason(s) for the proposed
action. Amaterial changeis defined as one which
affects, or can reasonablybe foreseen to affect,
the MCQ'’s ability to meet the performanceand
network standards as describedin the Contract,
including but notlimited to the following:

e Anychangethatwould cause morethan five
percent (5%) of members withinthe service
area tochangethelocationwhereservices are
received or rendered.

e Adecreaseinthetotal of individual PCPs by
morethan five percent (5%);

e Alossofany participating specialist which may
impair ordeny the members’ adequate access
to providers;

e Alossofa hospitalinanareawhereanother
MCO hospital of equal service abilityis not
availableasrequired by access standards
specifiedin this RFP; or

e Other adverse changes to the composition of
the MCO whichimpair or deny the members’
adequateaccess to providers.

Evidence of communications Full
with LDH
Policy forprovider contracting

This requirementisaddressed inthe
Provider Network Voluntary and
Involuntary Terminations Policy on page
7.

7.11.2

The MCO shall also submit, as needed, an
assurance when there has been a significant
changein operations that would affect adequate
capacity and services. These changes would
include, but would not belimited to, changesin
value-added benefits andservices, payments, or

Evidence of communication Full
with LDH
Policy for Provider network

This requirementisaddressed inthe
Provider Network Voluntary and
Involuntary Terminations Policy on page
7.
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214, 438.230) reviewer instructions documentation) Determination must be documented below) of Action
eligibility of a new population.
7.11.3 When the MCO has advance knowledge thata Requestfor approval Full This requirementisaddressed inthe
material change will occur, the MCO must submit | communications Provider Network Voluntary and
arequestfor approval of the material changein Notification to Member Involuntary Terminations Policy on page
their provider network, including a copy of draft 8.

notificationto affected members, sixty (60) days
prior to the expected implementation of the

change.

7114 The request mustinclude a description of any Requestfor approval Full This requirementisaddressed inthe
short-term gapsidentified asaresultof the Provider Network Voluntary and
changeandthealternatives that will beused to Involuntary Terminations Policy on page
fill them. 8.

7.115 If LDH does notrespondwithinthirty (30) days

the requestand the notice are deemed approved.
A material changeinthe MCO’s provider network
requires thirty (30) days advance written notice
to affected members. Foremergency situations,
LDH will expedite the approval process.

7.11.6 The MCO shall notify the LDH/BHSF/Medicaid Notification to LDH Full This requirementisaddressed inthe
Managed Care Sectionwithin one (1) business Policy for provider network Provider Network Voluntary and
day of the MCO becomingaware of any Involuntary Terminations Policy on page
unexpected changes (e.g., a provider becoming 8.

unableto carefor members dueto provider
illness, a provider dies, the provider moves from
the service area and fails to notify the MCO, or
when a providerfails credentialing oris displaced
as a resultof a natural or man-made disaster)
thatwould impair its provider network [42 CFR
§438.207(c)]. The notificationshall include:
¢ Information about how the provider network
change will affect the delivery of covered
services,and
e The MCO'’s planfor maintaining the quality of
member care, if the provider network changeis
likelyto affect the delivery of covered services.
7.11.7 MCQ'’s shall give hospitals and provider groups Provider contracts Full This requirementisaddressed inthe
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Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
ninety (90) days’ notice priorto a contract Policy forprovider contracting Provider Network Voluntary and
terminationwithout cause. Contracts between Involuntary Terminations Policy on page
the MCO and single practitioners are exempt from 8.
this requirement.
7.11.8 As it pertainsto a material changein thenetwork | Evidence of notifications Full This requirementisaddressed inthe
7.11.8.1 for behavioral health providers, the MCO shall Policy for provider network Provider Network Voluntary and
also: Involuntary Terminations Policy on page
.1 Providewritten noticeto LDH, no later than 7.

seven (7) business days of any behavioral
health network provider contract termination
that materially impacts the MCQO’s provider
network, whether terminated by the MCO or
the provider,and suchnoticeshallinclude
the reason(s) forthe proposedaction.
Material changes in addition to those noted
inSection 7.11 include:

e Adecreaseina behavioral health provider
type by morethan five percent (5%);

e Alossofany participating behavioral health
specialist which may impair ordeny the
members’ adequate access to providers; or

e Alossofa hospital orresidential treatmentin
anarea whereanother provider of equal
serviceability is notavailable as required by
access standards approved by LDH.

7.11.8.2 The MCO shall provide or arrange for medically Policy forprovider network Full This requirementisaddressed inthe
necessary covered services should the network Provider Network Voluntary and
becometemporarilyinsufficient within a service Involuntary Terminations Policy on page
area. 3.

7.11.8.3 When the MCO has advance knowledge thata Requestfor approvalletter Full This requirementis addressed inthe

7.1183.1 material change will occurto its network of Provider Network Voluntary and
behavioral health providers, the MCO must Involuntary Terminations Policy on page
submita written request forapproval of the 8;

material changein theirprovider networkto LDH,
including a copy of draft notification to affected
members, sixty (60) calendar days priorto the
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
expected implementation of the change.

.1 Therequestmustincludea description of any
short-term gaps identified as aresultof the
changeandthealternatives thatwill beused
to fillthem, including:

e Detailed information identifying the affected
provider;

e Demographicinformationandnumber of
members currently served and impacted by

the eventor material change, including the
number of Medicaid members affected by
program category;

e Locationandidentification of nearest
providers offering similar services; and

e Aplanfor clinical team meetings withthe
member, his/her family/caregiver, and other
persons requested by the member and/or
legal guardianto discuss available options and
revisetheservice planto address any changes
inservices orservice providers.

7.11.8.4 If a provider loss resultsin a material gapor Written plan Full This requirementis addressed policy LA

behavioral health networkdeficiency, the MCO Policy forprovider network 6100.90.

shall submitto LDH a written plan withtime

frames andaction steps for correcting the gap or

deficiencywithinthirty (30) calendar days that
includes thetransitioning of members to
appropriate alternative behavioral health service
providersinaccordance with the network
notificationrequirements.

7.11.8.5 The MCO shall track all members transitioned due | Trackingreport Minimal The MCO provided the network Weacceptthis
to a subcontract’s suspension, limitation, Policy forservice coordination development planin support of this recommendation and will
termination, or material changeto ensure requirement, however therequired ensureour policiesare
behavioral health service continuityandprovide language was notfound. updated appropriately.
member information as requested by LDH (e.g.,
name, Title XIX or Title XXI status, date of birth, The MCO states that no suspensions or
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
services member is receiving or will be receiving,
name of new provider, date of firstappointment,
and activities to re-engage persons who miss their
firstappointment with the new provider).

Provider Network Requirements

Suggested Documentation and
reviewer instructions

Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)
terminations occurredduring thereview

period thatwouldtrigger thereporting
requirements contained in this element.

Recommendation
The MCO shouldincludetherequired
languageintheirpoliciesandprocedures.

MCO Response and Plan
of Action

7.12 Coordination withOther Service Providers

7.12.0 The MCO shall encourage networkprovidersand | Policy for Coordination with Full This requirementisaddressed inthe
subcontractors to cooperate and communicate Other Service Providers Coordination of Member Care Policy on
with other service providers whoserve Medicaid pages 4 and6.
members. Such other service providers may
include: Head Start programs; Healthy Start
programs; Nurse Family Partnership; Early
Intervention programs; Aging and Disability
Councils; Areas on Aging and school systems.
Such cooperation mayinclude performing annual
physical examinations forschools and the sharing
of information (with the consent of the enrollee).

7.13 Provider Subcontract Requirements

7.13.2.2 The MCO providerselection policies and Policy for Network Full This requirementisaddressed inthe
procedures must not discriminate against Management NPDMP on page9.Thisrequirementis
particular providers thatserve high-risk Policy for Provider Selection alsoaddressedin the Practitioner
populations or specialize in conditions that and Retention Credentialing, Recredentialing Policy on
require costlytreatment. pagel.

7.14 Credentialing and Re-credentialing of Providers and Clinical Staff

7.14.1 The MCO musthavea written credentialingand Policy forcredentialing & Substantial This requirementisaddressed inthe Weacceptthis

re-credentialing process that complies with 42
CFR§438.12,8438.206,8438.214, §438.224,
§438.230andNCQA health plan Accreditation
Standardsforthereview, credentialingand re-
credentialingof licensed, independent providers
and provider groups with whom it contracts or
employs and with whomitdoes not contract but
with whomithas anindependent relationship. An
independent relationship exists when the MCO

recredentialing

Credentialing Policyand Procedure
Development Amendmenton page 1;
however, the timeliness requirementis
notincluded in this policy. The
requirementis also addressed inthe
Practitioner Credentialing,
RecredentialingPolicy on page 1;
however, this language was added after
the review period on May2019. As such,

recommendation and will
ensurethepolicyis
updated appropriately.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208, 438.210, 438.214, 438.230)
selects and directs its members to see a specific
provideror group of providers. These procedures
shall be submitted to LDH within sixty (60)
calendar days after contractamendment, when a
changeis made, and annually thereafter by
contractyear.

Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page
number reference to the
supporting
documentation)

Suggested Documentation and
reviewer instructions

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)
the timeliness requirementis notincluded

inany policy submitted for review.

Recommendation
The MCO shouldinclude the timeliness
requirementintheirpolicies.

MCO Response and Plan
of Action

71411

Prior to contracting, the MCO shall credential
providers to ensure provider facilities,
organizations, andstaff meetall qualifications and
requirements established by LDH including but
notlimited to the Medicaid Behavioral Health
Provider Manual, state and federal laws, andrules
and regulations for all specialized behavioral
health providers. MCO credentialing files on
providers shallinclude verification of meeting said
requirements. This shallinclude thatagencies
offering mental health rehabilitation services
(CPST, PSR and/or Cl), Assertive Community
Treatment (ACT), PRTFs, TGHs and SUD residential
treatmentfacilities to supply proof of
accreditation by anLDH approved accrediting
body, which shall be made part of theagency’s
credentialingfile withthe MCO. Agencies not
accredited at the time of credentialing shall
supply proofthattheagency appliedfor
accreditation and paid theinitial application fee
Agencies must present proof of full accreditation
within eighteen (18) months following the initial
contracting date with the MCO. Specialized
behavioral health provider types required to be
accredited by rule, regulation, waiver or State
Plan Amendment (SPA) prior to contracting or
prior to receiving Medicaid reimbursement, s hall
have proof of accreditationon file with the MCO.

LDH approved national accreditingbodies include:

e The Council on Accreditation (COA);

Policy forprovider contracting

Substantial

This requirementis addressed inthe Non-
Traditional Provider CredentialingPolicy
on pages 2 and 3; however, this language
was added after thereview period on
May 2019.

Recommendation

The MCO shouldfinalize the Non-
Traditional Provider CredentialingPolicy
to includethisrequirementforreviewin
the nextcycle.

Weacceptthis
recommendation and will
ensurethepolicyis
finalized with the
appropriate language.
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Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions documentation) Determination must be documented below) of Action
e The Commission on Accreditation of

Rehabilitation Facilities (CARF); or
e The Joint Commission (TJC).

7.14.2 The MCO shall use the Louisiana Standardized Policy forcredentialing & Full This requirementisaddressed inthe
Credentialing Application Form (Appendix F) or recredentialing Practitioner ApplicationPolicy on page 2.
Council for Affordable Quality Healthcare (CAQH)
standardized credentialing form. The MCO must Includes Filereview verified the MCO follows
allow providers to use CAQH if available for their | Credentialing/Recredentialing credentialingstandards, such as
providertype. File Review verification of currentlicenses, work

history, malpractice coverage, and
professional liability claims history,
education or board certification
verification, DEA/CDS certifications,
exclusionlists, state, federal, Medicare,
and Medicaid sanctions including those
published or maintained by OIG, AMA, or
NPDB. For re-credentialing files, thefiles
were verified for timeliness of re-
credentialing, board-certifications if
applicable, currentlicenses, valid
DEA/CDS certifications if any, andthe
attestation.

Credentialing File Review Results
Five (5) of five (5) files met the standards
for credentialing verification.

Recredentialing File Review Results
Five(5) of five (5) files met the standards

for recredentialing verification.

7.14.3 The MCO shall utilize the current NCQA Standards | Policy forcredentialing & Full This requirementisaddressed inthe
and Guidelines for the Accreditation of MCOs for | recredentialing Practitioner Application Policy on page 2.
the credentialing andre-credentialing of licensed
independent providers and provider groups with
whom itcontracts or employs andwho fall within
its scope of authorityandaction.
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Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Suggested Documentation and
reviewer instructions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.14.4 If the MCO has NCQA health plan Accreditation Policy forcredentialing & Full This requirementisaddressed inthe
thosecredentialing policies and proceduresshall | recredentialing Practitioner ApplicationPolicy on page 2.
meet LDH's credentialing requirements.

7.145 The MCO shall completely process credentialing Policy forcredentialing & Full This requirementisaddressed inthe
applications fromall types of provider types recredentialing Practitioner Application Policy on page 2.
within sixty (60) calendar days of receiptof a Policy forsubcontractor The policy indicates that credentialing will
completed credentialing application, includingall | delegation and requirements be processed completelyin 30days.
necessary documentationand attachments,anda | Credentialing subcontractor
signed provider agreement. “Completelyprocess” | contract Credentialing File Review Results
shall mean thatthe MCO shall: Five(5) of five (5) files met the standards

Includes for credentialing verification.
Credentialing/Recredentialing
File Review

7.145.1 Review, approveand loadapproved applicantsto | Policy forcredentialing & Full This requirementisaddressed inthe
its provider files in its claims processing system; recredentialing Practitioner Application Policy on page 2.
and

7.145.2 Submiton the weekly electronicProvider Policy forcredentialing & Full This requirementisaddressed inthe
Directoryto LDH or LDH’s designee; or recredentialing Practitioner ApplicationPolicy on page 2.

Provider Directory
Evidence of submission of the
Provider Directory

7.1453 Deny the applicationand assure thatthe provider | Policy forcredentialing & Full This requirementis addressed inthe
is notused by the MCO. recredentialing Practitioner Application Policy on page 2.

7.14.6 Ifthe MCO has delegated credentialingto a Policy forcredentialing & Full This requirementisaddressed inthe
subcontractor, thereshall be a written description | recredentialing Delegation Oversight Res ponsibilities
of the delegation of credentialing activities within | DelegationContracts Policyon pagel.
the contract. The MCO mustrequirethatthe
subcontractor provide assurance thatall licensed
medical professionals are credentialed in
accordance with LDH’s credentialing
requirements.

7.14.7 The MCO shall not delegate credentialing of Policy forcredentialing & Substantial This requirementisnotaddressedinany | Weacceptthis

specialized behavioral health providers unless
approved by LDH inadvance.

recredentialing

of the policies submitted for review.

The RCAcontractevidences the
implementation of this requirement on

recommendation and will
updateour policies
accordingly.
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Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)

Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page

number reference to the

supporting
documentation)

Review
Determination

Suggested Documentation and
reviewer instructions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

pagel9.

Recommendation

The MCO shouldinclude this requirement
regarding credentialing of specialized BH
providersinits credentialingand
recredentialing policies.

MCO Response and Plan
of Action

7.14.8 To the extent the MCO has delegated Policy forcredentialing & Full This requirementis addressed inthe
credentialingagreementsin place with any recredentialing Credentialing Policyand Procedure
approved delegated credentialing agency, the Development Amendment on page 2.
MCO shall ensure all providers submitted to the
MCO fromthe delegated credentialing agentis
loaded toits providerfiles and into its claims
processing system within thirty (30) calendar days
of receipt.
7.14.9 The MCO shall notify LDH when the MCO deniesa | Policy forcredentialing & Substantial This requirementis addressed inthe Wewill ensure the policies
provider credentialingapplication for program recredentialing Practitioner Credentialing, areupdated appropriately.
integrity-related reasons or otherwise limits the RecredentialingPolicy on page 1;
ability of providers to participatein the program however, this language was added after
for programintegrity reasons. the review period inMay2019.
The RCAcontractstatesthatthe
subcontractorwill notifyMCO, not LDH,
onpagelo.
Recommendation
The MCO shouldfinalize the Practitioner
Credentialing, Recredentialing Policy to
includethis requirement for reviewinthe
nextcycle.
7.14.10 The process of periodicre-credentialing shall be Policy forcredentialing & Substantial This requirementisaddressed inthe Wewill ensurethe policy

completed atleast once every three (3) years.

recredentialing

Practitioner Credentialing,
RecredentialingPolicy on page 1;
however, this language was added after
the review period inMay2019.

is finalized with the
updated language.
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Provider Network Requirements
Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting Review
documentation) Determination

Contract Requirement Language
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and
Reference 438.207,438.208,438.210,438.214,438.230) reviewer instructions

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

The RCAcontractevidences the
implementation of this requirementon
pagel9.

Recredentialing File Review Results
Five (5) of five (5) files were completed for
recredentialing within threeyears.

Recommendation

The MCO shouldfinalize the Practitioner
Credentialing, Recredentialing Policy for
reviewinthenextcycle.

MCO Response and Plan
of Action

7.14.11 The MCO shall develop and implement policies Policy forcredentialing & Substantial This requirementisnotaddressedinany | Wewill update our
and procedures forapproval of new providers, recredentialing of the policies submitted for review. The | policiestoensurethe
and terminationor suspension of providers to MCO does have policies and procedures requirementlanguageis
assurecompliance withthe Contract. The policies for approval of providers, andtermination | added in accordancewith
and procedures shouldinclude but are not limited or suspensionof providersthatevidence | our practiceofthe
to theencouragement of applicable board the implementationof thisrequirement. | requirement.
certification.
Recommendation
The MCO shouldinclude this requirement
inits policies.
7.14.12 The MCO shall develop and implement a Policy forcredentialing & Full This requirementisaddressed inthe
mechanism, subjectto LDH approval, for recredentialing Reporting Sanctions: NPDB and
reporting quality deficiencies which resultin Policy forreporting provider State Licensing Authorities Policyon page
suspension or termination of a network provider/ | quality deficiencies 2.
subcontractor(s). This process shall be submitted | Documented process for
for review and approval thirty (30) days fromthe | reporting quality deficiencies
datethe Contractissigned and atthetimeofany | resultingin suspensionor
change. termination
7.14.13 The MCO shall develop and implementa provider | Policy forcredentialing & Substantial This requirementisnotaddressedinany | Wewill update our

disputeand appeal process, with LDH’s approval,
for sanctions, suspensions, and terminations
imposed by the MCO against network
provider/contractor(s) as specified in the
Contract. This process s hall be submitted for

recredentialing

Policy forproviderdisputeand
appeal process

Documented provider dispute
and resolution process for

of the policies submitted for review.
However, the MCO does have policies and
processes for provider dispute (Provider
Dispute Resolution Policy), provider
complaints (Provider Complaints Policy),

policiesto ensurethe
requirementlanguageis
addedinaccordance with
our practice of the
requirement.
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Provider Network Requirements
Plan Documentation
(MCO please indicate

policy number, page Comments (Note: Forany elementthatis
Contract Requirement Language number reference to the less than fully compliant, an explanation
Contract (Federal Regulation: 438.12,438.102, 438.206, | Suggested Documentation and supporting Review of the finding and a recommendation MCO Response and Plan
Reference 438.207,438.208,438.210,438.214, 438.230) reviewer instructions documentation) Determination must be documented below) of Action
review and approval thirty (30)days fromthedate | sanctions, suspensionsand providerappeals (Provider Appeals
the Contractissigned and atthetimeofany terminations Policy), and sanctions andterminations
change. Evidence of timely process (Provider Network Voluntaryand
submission Involuntary Terminations Policy) that

evidence theimplementation of this
requirement.

Duringonsiteinterviews, The MCO
described howprovider grievances go
through their regular queue process. Non
claims disputes such as quality of care
issues go outto therelevantteam.

Therearedifferent entry points forissues
based ontypeiegrievancev compliance.
Etc

Recommendation
The MCO shouldinclude this requirement
inits policies.

7.14.14 The Statereserves therightto contractwitha
single Credential Verification Organization (CVO).
If this option is pursued, MCOs and their
subcontractors shall agreeto usethe CVO for the
credentialingandrecredentialing of all
participating providers. The MCO will be givenat
least 90 days’ notice beforeimplementation of
any CVO contract.

7.16 Provider-Member Communication Anti-Gag Clause

7.16.1 Subjectto thelimitationsin 42 CFR Policy for Communication of Full This requirementisaddressed inthe
§438.102(a)(2), the MCO shall not prohibitor Anti-gag Clause providermanual on page28.TheRCA
otherwiserestricta health care provider acting Provider Handbook/Manual contractevidences theimplementation of
within the lawful scope of practice fromadvising | Provider contracts this requirementon page?7.

or advocating on behalf of a member, whoisa
patient of the provider, regardless of whether the
benefits for such care or treatmentare provided

2019 Compliance Report — Aetna Page117 of 233



Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.12,438.102, 438.206,
438.207,438.208,438.210,438.214,438.230)
under the Contract, forthe following:

Provider Network Requirements

Suggested Documentation and
reviewer instructions

Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Review
Determination

Comments (Note: Forany elementthatis
less than fully compliant, an explanation
of the finding and a recommendation
must be documented below)

MCO Response and Plan
of Action

7.16.1.1 The member’s healthstatus, medical care, or Policy for Communication of Full This requirementisaddressed inthe
treatment options, including any alternative Anti-gag Clause providermanual on page28.The RCA
treatmentthat may be self-administered; Provider Handbook/Manual contractevidences theimplementation of
Provider contracts this requirementon page?7.
7.16.1.2 Any information the member needs inorderto Policy for Communication of Full This requirementisaddressed inthe
decide among relevant treatment options; Anti-gag Clause provider manual on page28.The RCA
Provider Handbook/Manual contractevidences theimplementation of
Provider contracts this requirementon page7.
7.16.1.3 The risks, benefits and consequences of treatment | Policy for Communication of Full This requirementisaddressed inthe
or non-treatment; and Anti-gag Clause providermanual on page28.The RCA
Provider Handbook/Manual contractevidences theimplementation of
Provider contracts this requirementon page?7.
7.16.1.4 The member’s right to participatein decisions Policy for Communication of Full This requirementisaddressed inthe
regardingtheir health care, including, therightto | Anti-gagClause providermanual on page 28. The RCA
refusetreatment, and to express preferences Provider Handbook/Manual contractevidences theimplementation of
about futuretreatment decisions. Provider contracts this requirementon page7.
7.16.1.5 Any MCO thatviolates the anti-gag provisions set
forthin42 U.S.C §438.102(a)(1) shall be subject to
intermediate sanctions.
7.16.1.6 The MCO shall comply with the provisions of 42 Policy for Communication of Substantial This requirementisnotaddressedinany | Weacceptthe

CFR §438.102(a)(1)(ii) concerning the integrity of
professional advice to members, including
interference with provider’'s advice to members
and informationdisclosure requirements related
to physician incentive plans.

Anti-gag Clause

Provider Handbook/Manual
Provider contracts

Member Handbook

of the policies submitted for review. The
RCA contract partially evidences the
implementation of this requirementon
page7; however, does not explicitly
indicate “information disclosure
requirements related to physician
incentive plans.”

Recommendation
The MCO shouldinclude this requirement
inits policies.

recommendation and will
updateour policies
accordingly.
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Utilization Management

0 a Re(Q
ade Rao on: 438 D 438 6,438.420,438.404

General Requirements

8.1
8.1.1 The MCO shall devel op and maintain policies and Policy forUM Substantial This requirementis partially addressed | Aetna Better Health of
procedures with defined structures and processes fora Evidence of timelysubmission inthe Prior Authorization Policy, page | Louisiana will submit
Utilization Management (UM) program thatincorporates of Policy for UM 12 and the Concurrent Review/OBS policies and procedures
Utilization Review and Service Authorization. The MCO CarePolicy, pages 6-7. to thestateas required
shall submit UM policies and procedures to LDH for written no later than 30days
approval withinthirty (30) days fromthe date the Contract The MCO states that policiesfor 2019 | fromfinal approval.
is signed, annually thereafter, and priorto any revisions. were reviewed and submitted to LDH
on 6/2/19.Therewas no evidence of
transmission provided, and
furthermore, there was no evidence
thatpolicies from2018 (9/12 months
of the review period) were submitted
to LDH.
Duringtheinterview on-site, the MCO
stated that despite havingupdated
their policy, they didnotrecall sending
the updated policy to LDH.
Recommendation
The MCO shouldensure that UM
policiesandprocedures are submitted
to LDH for timely approval.
8.1.2 The UM Program policies and procedures shall meetall
NCQA standards andinclude medical management criteria
and practice guidelines that:
8.1.2.1 Are adopted in consultation with contracting health care Policy forUM Full This requirementisaddressed inthe
professionals; Prior Authorization Policy on page 12
and the Concurrent Review/OBSCare
Policy, page7.
8.1.2.2 Are objectiveandbased on valid and reliable clinical Policy forUM Full This requirementisaddressed inthe

evidenceor a consensus of health care professionals in the
particularfield;

Prior Authorization Policy, page 12 and
the Concurrent Review/OBSCare
Policy, page7.
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Utilization Management
Plan Documentation

(MCO please indicate Comments (Note: For any element
policy number, page that is less than fully compliant, an
number reference to the explanation of the finding and a

Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and

Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action

8.1.2.3 Are considerate of the needs of the members;and Policy forUM Full This requirementisaddressed inthe

Prior Authorization Policy, page 12 and
the Concurrent Review/OBSCare
Policy, page7.

8.1.24 Are reviewed annually and updated periodically as Policy forUM Full This requirementisaddressed inthe

appropriate. Prior Authorization Policy, page 12 and
the Concurrent Review/OBSCare
Policy, page?7.

8.1.3 The policies and procedures shallinclude, but notbe
limited to:

8.13.1 The methodology utilized to evaluate the medical Policy forUM Full This requirementisaddressed inthe
necessity, appropriateness, efficacy, or efficiency of health Prior Authorization Policy, page 12.
careservices;

8.1.3.2 The data sources and clinicalreview criteriaused in Policy forUM Full This requirementisaddressed inthe
decision making; Prior Authorization Policy, page 12.

8.1.3.3 The appropriateness of clinical review shall be fully Policy forUM Full This requirementisaddressed inthe
documented; Prior Authorization Policy, page 12.

8.1.34 The process for conducting informal reconsiderations for Policy forUM Full This requirementisaddressed inthe
adverse determinations; Prior Authorization Policy, page 13.

8.1.3.5 Mechanismsto ensure consistent application of review Policy forUM Full This requirementisaddressed inthe
criteriaandcompatible decisions; Prior Authorization Policy, page 13 and

the Concurrent Review/OBSCare
Policy, page7.

8.1.3.6 Data collection processes and analytical methods used in Policy forUM Full This requirementisaddressed inthe
assessing utilization of health careservices; Prior Authorization Policy, page 13.

8.1.3.7 Provisions forassuring confidentiality of clinical and Policy forUM Full This requirementisaddressed inthe
proprietary information; Prior Authorization Policy, page 13.

8.1.3.8 Service authorization criteria for specialized behavioral Policy forUM Full This requirementisaddressed inthe
health services thatare consistent with the Medicaid State | Policy for Coordination of Prior Authorization Policy, page 13.
Plan; services

8.1.3.9 Collaborating with OJJ, DCFS andschools to coordinatethe | Policy forUM Full This requirementisaddressed inthe
discharge andtransition of childrenandyouthin out-of- Policy for Coordination of Prior Authorization Policy, page 13.
home placement for the continuance of prescribed services
medicationand other behavioral health services prior to
reentry into the community, including the referral to
necessary providers ora WAAif indicated;
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Utilization Management
Plan Documentation
(MCO please indicate

policy number, page
number reference to the

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a

Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and
Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
8.1.3.10 Collaboratingwith hospitals, nursing home facilities, and Policy forUM Full This requirementisaddressed inthe

inpatientfacilities to coordinate aftercare planning priorto | Policy for Coordination of Prior Authorization Policy, page 13.

discharge and transition of members for the continuance | services

of behavioral health services and medication prior to

reentry into the community, including referral to

community providers;

8.1.3.11 Collaboratingwith the Department of Corrections and Policy forUM Full This requirementisaddressed inthe
criminal justice systemin Louisiana to facilitate access to Policy for Coordination of Prior Authorization Policy, page 13.
and/or continuation of prescribed medication and other services
behavioral health services priorto reentry into the
community, including referralto community providers; and

8.1.3.12 Collaborating with nursing facilities in Louisiana to Policy forUM Full This requirementisaddressed inthe
coordinatethe discharge and transition of membersinto Policy for Coordination of Prior Authorization Policy, page 13;
the community for continuance of prescribed medication | services and theTransition Coordination log
and other behavioral health services priorto re-entry into provided.
the community, includingreferral to community providers.

8.1.4 The MCO shall coordinate the devel opment of clinical Policy forUM Full This requirementisaddressed inthe
practice guidelines with other LDH MCOs to avoid Policy forguideline Process for Approvingand Applying
providers receiving conflictingpractice guidelines from development coordination Medical Necessity Criteria Policyas
different MCOs. Policy forguidelineresearch, well as adocumentthatwas provided

selection, adoption, review, on-site demonstrating trackingand
update, & updateschedule comparing MCO guidelines.
Sampleadopted guidelines

8.1.5 The MCO shall disseminate the practice guidelines to all Policy forUM Full This requirementisaddressed inthe
affected providers and, uponrequest, to members and Policy forguideline Processfor ApprovingandApplying
potential members. dissemination Medical Necessity Criteria Policy, page

Sampleadopted guidelines 6andthe2019 UM Program
Description, page 18.

8.1.5.1 The MCO shall take steps to require adoptionof theclinical | Provider contracts Full This requirementisaddressed inthe
practice guidelines by subcontracted specialized behavioral | Compliancereports Processfor ApprovingandApplying
healthcare providers, andto measure compliance withthe Medical Necessity Criteria Policyon
guidelines, until such pointthatninety percent (90%) or page5.The MCO did notprovide
more of the providers consistently achieve eighty percent provider contracts or compliance
(80%) compliance, based on MCO measurement findings. reports as supporting documentation
The MCO shouldemploy substantive provider motivational for this requirement.
incentive strategies, suchas financial and non-financial
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Utilization Management
Plan Documentation
(MCO please indicate

policy number, page
number reference to the

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a

Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and

Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
incentives, to improve compliance.

8.1.6 The MCO mustidentifythe source of the medical Policy forUM Full This requirementisaddressed inthe
management criteria used forthe review of service Policy for medical Prior Authorization Policy, page 27 and
authorizationrequests, including but not limited to: management criteria the CCR-OBS Care Policy, pages 23-24.

8.16.1 The vendor must beidentifiedif the criteria was Policy forUM Full This requirementisaddressed inthe
purchased; Policy formedical Prior Authorization Policy, page 27 and

managementcriteria the CCR-OBS Care Policy, pages 23-24.
8.1.6.2 The associationor society must beidentifiedif thecriteria | Policy for UM Full This requirementisaddressed inthe
aredeveloped/recommended or endorsed by a national or | Policy for medical Prior Authorization Policy, page 27 and
state health care providerassociation or society; management criteria the CCR-OBS Care Policy, pages 23-24.
8.1.6.3 The guideline source must beidentified if the criteriaare Policy forUM Full This requirementis addressed inthe
based on national best practice guidelines; and Policy formedical Prior Authorization Policy, page 27 and
managementcriteria the CCR-OBS Care Policy, pages 23-24.
8.1.6.4 The individuals who will make medical necessity Policy forUM Full This requirementisaddressed inthe
determinations must beidentified if the criteriaarebased | Policyformedical Prior Authorization Policy, page 27 and
on the medical training, qualifications, and experience of management criteria the CCR-OBS Care Policy, pages 23-24.
the MCO medical director or other qualified and trained
professionals.

8.1.7 UM Program medical management criteria and practice Policy forUM Full This requirementisaddressed inthe
guidelines shall be posted to the MCO’s website. If the Policy forguideline Prior Authorization Policy, page 26;
MCO uses proprietary softwarethatrequires a licenseand | dissemination the CCR-OBS CarePolicy, page24;and
may notbe posted publiclyaccording to associated the webpagelink to the Clinical Policy
licensurerestrictions, the MCO may post the name of the Bulletins on the MCO’s website.
softwareonlyonits website. Upon request by an enrollee,
their representative, or LDH, the MCO must provide the
specificcriteriaand practice guidelines utilized to make a
decision and maynotrefuseto provide such information
onthe groundsthatitis proprietary. Decisions for
utilization management, enrollee education, coverage of
services, andother areas to whichthe guidelines apply
should be consistent with the guidelines.

8.1.8 The MCO shall have written procedures listing the Policy forUM Full This requirementisaddressed inthe
informationrequired fromamember or healthcare Policy forrequired CCR-OBS CarePolicy, page21.
providerinorderto make medical necessity information
determinations. Such procedures shall be givenverballyto | Policy foradditional
the covered person or health care provider when information
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Utilization Management
Plan Documentation
(MCO please indicate

policy number, page
number reference to the

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a

Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and

Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
requested. The procedures shall outline the process to be
followedin the event the MCO determines the need for
additional information notinitially requested.

8.1.9 The MCO shall have written procedures to address the Policy forUM Full This requirementisaddressed inthe
failure or inability of a provider or member to provideall Prior Authorization Policy, page 26 and
the necessary informationfor review. Incases where the the CCR-OBS Care Policy, page21.
provider or member willnotrelease necessary
information, the MCO may deny authorization of the
requested service(s) withintwo (2) business days.

8.1.10 The MCO shall have sufficient staff with clinical expertise | Policy forUM Full This requirementisaddressed inthe

8.1.10.1 andtraining to applyservice authorization medical Staffing plan Prior Authorization Policy, pages 23-

8.1.10.2 management criteria and practice guidelines. The MCO 24;and the CCR-OBS Care Policy, page
shall provide UM staff s pecifically assigned to: 9.

e Specialized behavioral health services, and
e PSHtoensureappropriate authorization of tenancy
services.

8.1.11 The MCO shall use LDH’s medical necessity definitionas Policy forUM Full This requirementisaddressed inthe
definedin LAC50:1.1101 (Louisiana Register, Volume 37, Prior Authorization Policy, page 26 and
Number 1) for medical necessity determinations. The MCO UM Program Description, page 14.
shall make medical necessity determinations thatare
consistent with the State’s definition.

8.1.13 The MCO mustidentifythe qualification of staff who will Policy forUM Full This requirementisaddressed inthe
determine medical necessity. Staffing plan Prior Authorization Policy, page 14.

8.1.14 Determinations of medical necessitymustbe made by Policy forUM Full This requirementisaddressed inthe
qualifiedandtrained practitioners in accordance with state Prior Authorization Policy, pages 14-15
and federal regulations. and theClinical Personnel License

Requirements Policy, page 2.

8.1.15 The MCO shall ensurethatonlylicensed clinical Policy forUM Full This requirementisaddressed inthe
professionals withappropriate clinical expertise in the Clinical Personnel License
treatment of a member’s condition or disease shall Includes UM File Review Requirements Policy, page 2 and the
determineservice authorization request denials or Prior Authorization Policy, page 24.
authorizea servicein an amount, durationor scopethatis
less than requested. File review results

Ten (10) outof 10 Utilization
Management files reviewed were
reviewed by a licensed clinical
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.236,438.420,438.404)

Suggested Documentation
and reviewer instructions

Utilization Management
Plan Documentation
(MCO please indicate

policy number, page
number reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

professional.

MCO Response and

Plan of Action

8.1.16

The individual(s) making these determinations shall have
no history of disciplinary action or sanctions; includingloss
of staff privileges or participation restrictions, that have
been taken or are pending by anyhospital, governmental
agency or unit, or regulatory body thatraise a substantial
questionasto theclinical peer reviewer’s physical, mental,
or professional or moralcharacter.

Policy forUM

Full

This requirementisaddressed inthe
Prior Authorization Policy, page 24.

8.1.17

The individual making these determinations is required to
attestthatno adverse determinationwillbe made
regarding any medical procedure or service outside of the
scopeof suchindividual’s expertise.

Policy forUM

Full

This requirementisaddressed inthe
Prior Authorization Policy, page 24.

8.1.18

The MCO shall provide a mechanismto reduce
inappropriate and duplicative use of health care services.
Services shall be sufficientin anamount, duration, and
scopeto reasonably be expected to achieve the purpose
for which theservices arefurnishedandthatareno less
than theamount, durationor scope for the samesservices
furnishedto eligibles underthe Medicaid State Plan. The
MCO shall notarbitrarily deny or reduce the amount,
duration orscope of required services solely because of
diagnosis, type of illness or condition of the member. The
MCO may place appropriate limits on a service on the basis
of medical necessity or for the purposes of utilization
control (with the exceptionof EPSDT services), provided
the services furnished canreasonably be expected to

achievetheir purposein accordance with 42 CFR §438.210.

Policy forUM

Full

This requirementisaddressed inthe
Prior Authorization Policy, page 24.

8.1.21

The MCO shall ensure that compensation to individuals or
entities that conduct UM activities is not structured to
provideincentives for theindividual orentity to deny,
limit, or discontinue medically necessary coveredservices
to any member in accordance with 42 CFR §438.6(h), 42
CFR§422.208,and42 CFR §422.210.

Policy forUM

Full

This requirementisaddressed inthe
Prior Authorization Policy, page 25.

84

Service Authorization

8.4.1

Serviceauthorizationincludes, butis notlimited to, prior
authorization, concurrent authorizationand post

Policy forUM
Policy forservice

Full

This requirementisaddressed inthe
Prior Authorization Policy, page 22 and
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Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.236,438.420,438.404)
authorization.

Suggested Documentation
and reviewer instructions

authorization

Utilization Management
Plan Documentation
(MCO please indicate

policy number, page
number reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

the CCR-OBS Care Policy, page7.

MCO Response and
Plan of Action

8.4.2 The MCO UM Program policies and procedures shall Policy forUM Full This requirementisaddressed inthe
include service authorization policiesand procedures Policy forservice Prior Authorization Policy, page 22 and
consistentwith 42 CFR §438.210,42 CFR §441SubpartD, authorization the CCR-OBS Care Policy, page7.
statelaws and regulations, Medicaid State Plan and
waivers, and the court-ordered requirements of Chisholm
v. Gee and Wells v. Gee for initial and continuing
authorizationof services thatinclude, butare not limited
to, the following:

8.4.2.1 Written policies and procedures for processingrequests Policy forUM Full This requirementisaddressed inthe
for initial and continuing authorizations of services, where | Policy forservice Prior Authorization Policy, page 22 and
a serviceauthorizationmember’s requestis for the authorization the CCR-OBS Care Policy, page7.
provision of a serviceif a provider refuses a service or does
notrequesta servicein atimely manner;

8.4.2.2 Mechanisms to ensure consistent application of review Policy forUM Full This requirementisaddressed inthe
criteriafor authorization decisions and consultation with Policy forservice Prior Authorization Policy, page 22 and
the requesting provideras appropriate; authorization the CCR-OBS Care Policy, page7.

8.4.2.3 Requirementthatanydecision to deny a service Policy forUM Full This requirementisaddressed inthe
authorizationrequestor to authorizea serviceinan Policy forservice Prior Authorization Policy, page 23 and
amount, duration, orscopethatislessthan requested is authorization the CCR-OBS Care Policy, page 8.
made by a health care professional whohas appropriate
clinical expertisein treating the enrollee’s conditionor
disease;

8.4.2.4 Provide a mechanismin which a member maysubmit, Policy forUM Full This requirementisaddressed inthe
whether oral orin writing, a serviceauthorization request | Policy forservice Prior Authorization Policy, page 23;
for the provisionof services. This process shall beincluded | authorization the CCR-OBS CarePolicy, page8;and
inits member manual andincorporated inthe grievance the member handbook on page 11.
procedures;

8.4.2.5 The MCO's service authorization system shall provide the Policy forUM Full This requirementisaddressed inthe
authorizationnumber and effective dates for authorization | Policy forservice Prior Authorization Policy, page 23 and
to participating providers and applicable non-participating | authorization the CCR-OBS Care Policy, page 8.
providers;and

8.4.2.6 The MCO'’s service authorization system shallhave capacity | Policy for UM Full This requirementisaddressed inthe

to electronicallystoreandreportthetimeand dateall
serviceauthorization requests are received, decisions
made by the MCO regarding the service requests, clinical

Policy forservice
authorization

Prior Authorization Policy, page 23;
the CCR-OBS Care Policy, page8;and
the service authorizationreports
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Utilization Management
Plan Documentation

(MCO please indicate Comments (Note: For any element
policy number, page that is less than fully compliant, an
number reference to the explanation of the finding and a
Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and
Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
data to supportthedecision, andtimeframes for providedfor 1/19-3/19.
notificationof providers and members of decisions.
8.4.3 The MCO shall not deny continuation of higher level Policy forUM Full This requirementisaddressed inthe
services (e.g., inpatient hospital) for failure to meet Policy forservice Prior Authorization Policy, page 25 and
medical necessityunlessthe MCO canprovidetheservice | authorization the CCR-OBS Care Policy, page 12.

through anin-network or out-of-networkprovider for a
lower level of care.

8.4.4 Not later thanJuly1,2018, the MCO shall utilizea common | Policy forpriorauthorization Full This requirementisaddressed inthe
hospital observation policythatis developed and Policy forUM Common Hospital Observation Policy
maintained collectivelyby MCO personnel with approval of draft, page 1;andthe CCR-OBSCare
LDH. The common hospital observation policy shall be Policy, page 15.

reviewed annually by the MCOs inits entirety. Any
revisions shall be reviewed andapproved by LDH atleast
thirty (30) calendar days priorto implementation.

8.4.5 The MCO shall perform prior authorization and concurrent | Policy forpriorauthorization Full This requirementis addressed inthe
utilization review for admissions to inpatient general Policy forUM CCR-OBS Care Policy, page 16.
hospitals, specialty psychiatric hospitalsin Louisiana or
out-of-state or state mental hospitals.

8.4.5.1 The MCO shall ensure thatinpatient psychiatric hospital Policy forUM Full This requirementisaddressed inthe
and concurrent utilizationreviews are completed by an CCR-OBS CarePolicy, page 16.
LMHP for each enrolleereferredfor psychiatricadmissions
to general hospitals. The MCO shall comply withthe
requirements setforthin the Inpatient Psychiatric Services
Rule[Louisiana Register, Vol.21, No.6, Page 575].

8.4.5.2 Concurrent utilization reviews are administrativeinnature | Policy forUM Full This requirementisaddressed inthe
andshould notbereported to LDH in encounterdata. CCR-OBS CarePolicy, page 16.
Thesereviews are not considered priorauthorizations
becauseinpatient reimbursementis not edited againstthe
utilization review priorto payment. Also, thereare
instances whereindividuals personally presenting atthe
inpatient psychiatrichospital maybe admitted by hospital
staff. However, LDH does reserve the right to recoup
reimbursement when concurrent utilization reviews fail to
document medical necessity for theinpatient psychiatric
treatment.

8.4.5.3 Concurrent utilization review includes: Policy forUM Full This requirementisaddressed inthe
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Contract Requirement Language
(Federal Regulation: 438.210,438.236,438.420,438.404)

Provision of EmergencyInpatient Hospital Psychiatric
Screen:A concurrent utilization review screening for
inpatientservices following the sudden onset of severe
psychiatric symptoms, which could reasonably be expected
to maketheindividualharmful to self orothersif not
immediatelyunder psychiatric treatment. Theindividual is
incrisisandnotcurrentlyin a place of safety. If the
individualpresentsina hospital, where they will notbe
hospitalized dueto nothavinga psychiatric unitor trained
psychiatric personnel, then the utilization screen would be
emergent, as the personneeds to beseen rightaway to
determineappropriate treatment. The referral fromthe
MCO for an Emergency Inpatient Psychiatric Hospital
Screen shallbe madeimmediately. The screen to
determine appropriate treatment shall be completed
within one hourafter requestis received by an emergency
room for post- stabilizationtreatment or three hours after
receiptoftherequestin other circumstances. If psychiatric
residential treatmentis recommended, in lieu of inpatient
psychiatric hospitalization, the procedures s pecified bel ow
should be utilized.

Provision of anUrgent Inpatient Hos pital Psychiatric
Screen:A concurrent utilization review screening is
initiated if theindividual meets one criterionspecified on
the stateapproved screening formand is currentlyin a
placeof safety. If the member presentsin a hospital,
wherethey will notbe hospitalized dueto nothavinga
psychiatric unitor trained psychiatric personnel, then the
utilization screen would be emergentand follow the
protocols and timeframes specifiedabove. If the member
presents ata hospital witha psychiatric unitor trained
psychiatric personnel, andis admitted by the treating
physician, then it will be classified asan urgentscreen. The
referral fromthe MCO for an Urgent Inpatient Psychiatric
Hospital Screen shall be made within 24 hours after the

Utilization Management
Plan Documentation
(MCO please indicate

Suggested Documentation
and reviewer instructions
Evidence of timely
submissions
Notification communication
to member/provider

policy number, page
number reference to the
supporting Review
documentation) Determination

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

CCR-OBS Care Policy, pages 17-19.

MCO Response and
Plan of Action
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Contract Requirement Language
(Federal Regulation: 438.210,438.236,438.420,438.404)
referral andfull medical information is received by MCO.
The screen to determine appropriate treatmentshall be
completed within24 hours of the MCQO's referral after the
referral andfull medical information is received by MCO. If
psychiatric residential treatmentis recommended, in lieu
of inpatient psychiatric hospitalization, due to concerns
regarding the safety of a child/youth, the procedures
specifiedabove should be utilized.

Upon completionof the Inpatient Psychiatric Hospital
Concurrent Utilization Review, if the inpatientadmission is
approved, the MCO shall notifythe providerandindividual
requesting the screen of theresults in writing within 48
hours of receipt of the request by the MCO. If denied, the
MCO shall notify theindividual requesting the screen
immediately, andwithin48 hours of receipt of therequest
by the MCO provide written notificationof the results to
the provider and individual requesting the screen. The
notificationshallinclude whether or notanalternative
community services plan is appropriate, the right of the
member to appeal and the processtodoso.

Utilization Management
Plan Documentation
(MCO please indicate

policy number, page
number reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

MCO Response and
Plan of Action

8.4.6 Certification of Need (CON) for PRTFs

8.4.6.1 The MCO shall comply with the requirements set forth at
42 CFR §441 SubpartD.

8.4.6.2 The MCO shall ensure LMHPs areincluded in theteam Policy for Service utilization Full This requirementisaddressed inthe
responsible for certificationand recertification of PRTF Prior Authorization Policy, page 38 and
servicesin Louisiana. Thisshallinclude a face-to-face Policy for the prior authorization and concurrent
assessment by anLMHP or a telephonic/video consultation | Certification/recertification review for PRTF desktop provided by
with an LMHP who has hada face-to-faceinterview with the MCO.
the child/youth, in addition to the recommendations of a
teamspecified at42 CFR §441.154.

8.4.6.3 The MCO may use an LMHP/team composed of the MCO’s | Policy forUM Full This requirementisaddressed inthe
staff or the MCO may subcontract withanLMHP.To LMHP Subcontract Prior Authorization Policy, page 38 and

ensuretheteam has knowledge of the ambulatory
resources available to the youth and the youth’s situation,
the MCO shallensurethattheteamisassembledby a

the prior authorization and concurrent
review for PRTF desktop provided by
the MCO.
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subcontractin the child’s/youth’s parish of residence or
adjacent parish (if notin state custody) or the
child’s/youth’s parish oradjacent parish of res ponsibility (if
in state custody).

Utilization Management
Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Suggested Documentation
and reviewer instructions

Review
Determination

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

MCO Response and
Plan of Action

8.4.6.4 Recertificationshall occurevery sixty (60) calendar days. Policy forcertification Full This requirementisaddressed inthe
For the PRTF screens to be complete, the team shall meet Prior Authorization Policy, page 38 and
and rule out other community based options. This does not the prior authorization and concurrent
apply to other inpatient screens. review for PRTF desktop provided by
the MCO.
8.4.6.5 In addition to certifying the need, the MCO shall: Policy forcertification Full This requirementisaddressed inthe

e Beresponsible for tracking the member’s authorization
period for PRTF stays and providing notification to the
responsible party when a recertification is due.

e EnsurethatPRTF certification, including the
independent certification, are forwarded to the
admitting facility.

0 Upon completionofthescreen,ifthe PRTFis
approved, within48 hours the MCO shall notify in
writing the provider requesting the certification of
the results, the member/guardianand, with member
guardian consent, thereferring party requesting the
PRTF services on behalf of the youth. If approved, the
MCO shall, in consultation withthe member’s
guardian and referring party, locate a PRTF provider
appropriate to meet the member’s needs with
availabilityto admit the member.

0 Ifdenied,the MCO shall notify the provider
requesting the certification immediatel yand within
48 hours provide written notificationto the provider
requesting the certification of the results, the
member/guardian and, withthe member/guardian
consent, thereferring party requestingthe PRTF
services on behalf of theyouth. The notification shall
include:information onalternative community
services that may meet the member’s needs to
ensure health and safety, including information on

Trackingreport
Policy forUM
Hospital reports

Prior Authorization Policy, pages 38-39
and thepriorauthorization and
concurrentreview for PRTF desktop
provided by the MCO.
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available providers of those services, theright of the
member to appeal, and the processto do so.
For youth pending release froma secure setting for
whoma PRTFis being requested, the MCO is
required to coordinate the completion of the screen
and the CON priorto theyouth’s releaseifitis
anticipated thatthe youth will be re-linked to the
MCO followingrelease.
0 Generatea priorauthorizationfor each PRTF
admissionwithin 48 hours of completionof the
screen.
0 Accurately determine admissions and discharges
to PRTFs and perform PRTF-specific eligibility
functions.
0 Work with the Medicaid Fl to determine
retroactive eligibilityand assignment, when
applicable.
0 Maintain near real time bed utilization/availability
and manage a waiting list for PRTF placement
including out-of-state replacements.

Utilization Management
Plan Documentation
(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

MCO Response and
Plan of Action

8.5 Timing of Service Authorization Decisions

8.5.1 Standard Service Authorization

8.5.1.1 The MCO shall make eighty percent (80%) of standard
service authorization determinations withintwo (2)
business days of obtaining appropriate medical
informationthat may be required regarding a proposed
admission, procedure, or service requiring a review
determination, with the exception of authorizations for
CPSTand PSR services for which the standardfor
determinationis within five (5) calendar days of obtaining
appropriate medical information. All standard service
authorizationdeterminations shall be made no later than
fourteen (14) calendar days following receipt of the
requestfor service.

Policy forUM Full
Policy forstandardservice
authorization

This requirementisaddressed inthe
Prior Authorization Policy.

85.1.1.1
8.5.1.1.1.1

The service authorization decision maybe extended up to
fourteen (14) additionalcalendardaysif:

Full

This requirementisaddressed inthe
Prior Authorization Policy, page 33.
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explanation of the finding and a

Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and
Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
8.5.1.1.1.2 e The member, or the provider, requests the extension;
or
e The MCO justifies (to LDH upon request) a need for
additional informationand how the extensionisinthe
member’s interest.
8.5.1.2 The MCO shall make ninety-five percent (95%) of Policy forUM Full This requirementisaddressed inthe
concurrentreview determinations within one (1) business | Policy forconcurrent review CCR-OBS CarePolicy, page 15.
day and ninety-nine point five percent (99.5%) of determinations
concurrentreview determinations within two (2) business
days of obtaining the appropriate medical information that
may berequired.
8.5.2 Expedited Service Authorization I e e I
8.5.2.1 Inthe event a provider indicates, or the MCO determines, | Policy for UM Full This requirementisaddressed inthe
thatfollowing the standardservice authorization Policy forexpedited service Prior Authorization Policy, page 29.
timeframe couldseriously jeopardize the member’s lifeor | authorization
health or ability to attain, maintain, or regain maximum
function, the MCO shall make an expedited authorization
decision and provide notice as expeditiously as the
member’s health conditionrequires, but no later than
seventy-two (72) hours after receipt of therequest for
service.
8.5.2.2 The MCO may extend the seventy-two (72)hourtime Policy forUM Full This requirementisaddressed inthe
period by up to fourteen (14) calendardaysifthe member | Policy for postauthorization Prior Authorization Policy, page 29.
or ifthe MCO justifies to LDH a need for additional
informationandhow the extensionisinthe member’s best
interest.
853 Post Authorization I e e I
8.53.1 The MCO shall make retrospective review determinations | Policy for UM Full This requirementisaddressed inthe
within thirty (30) days of obtaining theresults of any Policy for postauthorization Prior Authorization Policy, page 37.
appropriate medical informationthat maybe required, but
innoinstance laterthanonehundred, eighty (180) days
fromthe dateofservice.
8.5.3.2 The MCO shall notsubsequently retractits authorization Policy for UM Full This requirementis addressed inthe
after services have been provided orreduce payment for Policy for postauthorization Prior Authorization Policy, page 37 and
anitemor servicefurnished inreliance upon previous the CCR-OBS Care Policy, page?9.
service authorization approval, unless the approval was
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Utilization Management
Plan Documentation

Suggested Documentation
and reviewer instructions

(MCO please indicate
policy number, page
number reference to the
supporting
documentation)

Determination

Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a
recommendation must be
documented below)

MCO Response and
Plan of Action

based upona materialomission or misrepresentation
aboutthe member’s health condition made by the
provider.
8.5.4 Timing of Notice | |
8.5.4.1 Notice of Action | |
854.1.1 Approval [Notice of Action] | |
8.5.4.1.1.1 For service authorizationapprovalfor a non-emergency Policy forUM Full This requirementisaddressed inthe
admission, procedure or service, the MCO shall notify the | Policy fornoticetiming Prior Authorization Policy, page 28.
providerverballyor as expeditiously as the member’s
health conditionrequires butnot morethan one (1) Includes UM File Review File Review Results
business dayof making theinitial determinationandshall Ten (10) outof 10 Utilization
provide documented confirmation of such notificationto Managementfiles reviewed met the
the provider within two (2) business days of making the notification of decisionrequirements.
initial certification.
854.1.1.2 For service authorizationapprovalfor extended stayor Policy forUM Full This requirementisaddressed inthe
additional services, the MCO shall notify the provider Policy for notice timing Prior Authorization Policy, page 29 and
rendering theservice, whether a health care professional the CCR-OBS Policy, page 25.
or facility or both, and the member receiving the service,
verballyor as expeditiously as the member’s health
conditionrequires butnot morethanone (1) business day
of making theinitial determination and shall provide
documented confirmation of such notification to the
providerwithin two (2) business days of making the initial
certification.
85.4.12 | Adverse [Notice of Action] e e e
8.5.4.1.2.1 The MCO shall notify the member, in writing using Policy for UM Full This requirementis addressed inthe
languagethatis easily understood by the member, of Policy for notice timing Prior Authorization Policy, pages 29-
decisions to deny a service authorizationrequest, to 30.
authorize a servicein an amount, duration, or scope thatis | Includes UM File Review
less than requested, and/orany otheraction as defined in File Review Results
Section 13 of this RFP. The notice of actionto members Ten (10) outof 10 Utilization
shall be consistent withrequirementsin42 CFR §438.404 Management files reviewed showed
and 42 CFR §438.210and Section 12 of this RFP for evidence of notification to the
member written materials. member in writing using language that
was easily understood by the member.
8.5.4.1.2.2 The MCO shall notify the requesting provider of a decision | Policy for UM Full This requirementis addressed inthe
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Comments (Note: For any element
that is less than fully compliant, an
explanation of the finding and a

policy number, page
number reference to the

Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.236,438.420,438.404)
to deny an authorizationrequest or reauthorizationor to
authorize or reauthorize a serviceinan amount, duration,
or scopethatislessthanrequested. The MCO shallnotify
the provider renderingthe service, whether a health care
professional or facilityor both, verbally or as expeditiously
as themember’s health condition requires but not more
than one (1) business day of making theinitial
determinationandshall provide documented confirmation
of such written notification to the provider withintwo (2)
business days of makingtheinitial certification.

Suggested Documentation
and reviewer instructions
Policy for notice timing

Includes UM File Review

supporting
documentation)

Review
Determination

recommendation must be
documented below)
Prior Authorization Policy, page 30.

File Review Results

Ten (10) outof 10 Utilization
Managementfiles reviewed met the
notification of decisionrequirements.

MCO Response and
Plan of Action

85.4.13 Informal Reconsideration I e e
8.5.4.13.1 As partofthe MCO appeal procedures, the MCO should Policy forUM Full This requirementisaddressed inthe
include anInformal Reconsideration process thatallows Policy forinformal Prior Authorization Policy, page 20 and
the member (or provider/agenton behalf of a member)a | reconsideration the CCR-OBS Care Policy, page 14.
reasonable opportunity to present evidence, and
allegations of factor law, in person as well asinwriting. File Review Results
Five(5) outof 5 Informal
Reconsideration files reviewed met
the requirement of allowing a member
reasonable opportunity to present
evidence, and allegations of fact or
law, in personaswellasin writing.
8.5.4.1.3.2 Ina caseinvolvinganinitialdeterminationor a concurrent | Policy forUM Full This requirementisaddressed inthe
review determination, the MCO should provide the Policy forinformal Prior Authorization Policy, page 20 and
member or a provider acting on behalfof the member and | reconsideration the CCR-OBS Care Policy, page 14.
with the member’s written consentanopportunity to
requestan informal reconsiderationof an adverse
determinationby the physicianor clinical peer making the
adverse determination [(§438.402(b)(ii)].
8.5.4.1.3.3 The informal reconsideration should occur withinone (1) Policy forUM Full This requirementisaddressed inthe

working day of thereceipt of therequestandshouldbe
conducted between the providerrendering the serviceand
the MCQ'’s physician authorized to make adverse
determinations or a clinical peer designated by the medical
directorifthe physician who madetheadverse
determination cannot be available withinone (1) working

Policy forinformal
reconsideration
Policy for notice timing

Includes Informal
Consideration File Review

Prior Authorization Policy, page 20 and
the CCR-OBS Care Policy, page 14.

File Review Results
Five(5) outof 5 informal
reconsiderationfiles reviewed met the
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Contract Contract Requirement Language Suggested Documentation supporting Review recommendation must be MCO Response and

Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
day. one(1)dayrequirement.

8.5.4.13.4 The Informal Reconsiderationwill in no wayextend the Policy forUM Full This requirementisaddressed inthe
thirty (30) day requiredtimeframe for a Notice of Appeal Policy forinformal Prior Authorization Policy, page 20 and
Resolution. reconsideration the CCR-OBS Care Policy, page 14.

Policy for notice timing

8.5.4.2 Exceptions to Requirements I A

8.5.4.2 The MCO shall notrequire service authorization for Policy forUM Full This requirementisaddressed inthe
emergency services or post-stabilization services as Policy forexceptions Prior Authorization Policy, page 10 and
described in this Section whether provided by anin- the CCR-OBS Care Policy, page 15.
network or out-of-network provider.

8.5.4.2 The MCO shall not require hospital service authorization Policy forUM Full This requirementisaddressed inthe
for non-emergency inpatient admissions for normal Policy forexceptions Prior Authorization Policy, page 10 and
newborn deliveries. the CCR-OBS Care Policy, pages 15-16.

8.5.4.2 The MCO shall notrequire service authorization or referral | Policy for UM Full This requirementisaddressed inthe
for EPSDT screening services. Policy forexceptions Prior Authorization Policy, page 10 and

the CCR-OBS Care Policy, pages 15-16.

8.5.4.2 The MCO shall notrequire service authorization for the Policy forUM Full This requirementis addressed inthe
continuation of medically necessary covered services of a Policy forexceptions Prior Authorization Policy, page 10 and
new member transitioning into the MCO, regardless of the CCR-OBS Care Policy, pages 15-16.
whether such services are provided by anin-network or
out-of-network provider, however, the MCO may require
prior authorization of services beyondthirty (30) calendar
days.

8.5.4.2 The MCO is prohibited from denying priorauthorization Policy forUM Full This requirementisaddressed inthe
solely on the basis of the provider being anout-of-network | Policy forexceptions Prior Authorization Policy, page 10.
provider for the first 30 days of a newly enrolled member’s
linkageto the plan.

8.5.4.2 The MCO shall notrequirea PCP referral (if the PCP isnota | Policy forUM Full This requirementisaddressed inthe
women’s health specialist) foraccess to a women’s health | Policy forexceptions Prior Authorization Policy, page 10.
specialist contracted with the MCO for routineand
preventive women’s healthcare services and prenatal care.

8.5.4.2 The MCO shall notrequirea PCP referral forin-network Policy forUM Full This requirementisaddressed inthe
eye careand vision services. Policy for exceptions Prior Authorization Policy, page 10.

8.5.4.2 The MCO may require notification by the provider of Policy forUM Full This requirementis addressed inthe
Obstetrical careatthetime of thefirstvisit of the Policy forexceptions Prior Authorization Policy, page 11.
pregnancy.
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explanation of the finding and a
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Reference (Federal Regulation: 438.210,438.236,438.420,438.404) and reviewer instructions documentation) Determination documented below) Plan of Action
8.5.4.2 The MCO may require notification by the provider of Policy forUM Full This requirementisaddressed inthe

Obstetrical admissions exceeding forty-eight (48) hours Policy forexceptions Prior Authorization Policy, page 11 and

after vaginal deliveryandninety-six (96) hours after the CCR-OBS Care Policy, page 16.

caesarean section.

8.5.4.2 The MCO may require notification by the provider of Policy forUM Full This requirementisaddressed inthe
inpatientemergencyadmissions within one (1) business Policy forexceptions Prior Authorization Policy, page 11 and
day of admission. the CCR-OBS Care Policy, page 16.

8.11 Medical History Information

8.11.1 The MCO is responsible for eliciting pertinent medical Policy forUM Full This requirementisaddressed inthe
record information fromthetreating healthcare Prior Authorization Policy, page 21 and
provider(s), as needed and/oras requested by LDH, for the CCR-OBS Care Policy, pages 21-22.
purposes of making medical necessity determinations.

8.11.2 The MCO shall take appropriate action when a treating Policy forUM Full This requirementis addressed inthe
health care provider does not cooperate with providing Provider Manual/Handbook Prior Authorization Policy, page 21 and
compl ete medical historyinformation within therequested | Provider contracts the CCR-OBS CarePolicy, page22.
timeframe.

8.11.3 Providers who do not provide requested medical Policy forUM Full This requirementisaddressed inthe
informationfor purposes of makingmedical necessity Provider Manual/Handbook Prior Authorization Policy, page 21 and
determinations, for a particularitem or service, shall not Provider contracts the CCR-OBS Care Policy, page22.
be entitled to paymentforthe provision of suchitemor
service.

8.11.4 Should a provider fail or refuse to respond to the MCQ’s Policy forUM Full This requirementisaddressed inthe
requestfor medical recordinformation, atthe MCO’s Provider Manual/Handbook Prior Authorization Policy, page 21 and
discretionor directive by LDH, the MCO shall,ata Provider contracts the CCR-OBS CarePolicy, page22.
minimum, impose financial penalties against the provider
as appropriate.

8.12 PCP and Behavioral Health Provider Utilization and Quality Profiling

8.12.1 The MCO shall profile its PCPs and specialized PCP/BN profilingreport Full This requirementisaddressed inthe
behavioral health providers (including but not limited to Ql Program Description on pages 16,
addiction, mental health, andresidential providers) and 59,and 80-81.
analyze utilization data to identify utilization and/or quality
of careissues.

8.12.2 The MCO shall investigate andintervene, as appropriate, Policy forUM Full This requirementis addressed inthe
when utilization and/or quality of careissues areidentified. Ql Program Description on page 25

andinthedraftReview of Potential
Quality of Care Concerns Policy.
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8.13 Court-Ordered Assessment, Treatment, and Placement which Challenge Medical Necessity Determination and Defensible Lengths of Stay
8.13.1 All court-ordered Medicaid behavioral health servicesare | Evidence of timelysubmission Full

subject to medical necessity review. In orderto beeligible
for payment, the service must be medicallynecessary and
a covered benefit/service, as determined by the MCO
within Louisiana Medi caid’s medical necessity definition
and aresubject to medical necessity review.

of profilereports

This requirementisaddressed inthe
Prior Authorization Policy, page 26 and
the CCR-OBS Care Policy, page 23.
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Disenrollment

Suggested Documentation
and reviewer instructions

11111

Disenrollmentisany action takenby LDH or its
designeeto remove a Medicaid MCO member

fromthe MCO following thereceiptand
approval of a written request for
disenrollmentor a determinationmade by
LDH or its designee thatthe memberis no
longer eligible for Medicaid or the Medicaid
Managed Care Program.

11.11.2

The Enrollment Broker shall bethe single

pointof contact to the MCO member for
notificationof disenrollment.

Policy for Member
Disenrollment

11.11.3

Member Initiated Disenrollment

11.11.3.0

A member may request disenrollment froman

MCO as follows:

11.113.1

For cause, atany time. Thefollowing

circumstances are cause for disenrollment:

e The MCO does not, because of moral or
religious objections, cover the service the
member seeks;

e The member needs related services to be

performed atthesametime, notall related

services are available withinthe MCO and
the member’s PCP or another provider
determines thatreceiving the services
separately wouldsubject the member to
unnecessaryrisk;

e The contractbetween the MCO and LDH is
terminated;

e Poor quality of care;

e Lack of accessto MCO core benefits and
services covered underthe contract;

e Documented lack of access within the MCO
to providers experienced indealing with
the member’s healthcare needs;

Policy for Member
Disenrollment

Eligibility, Enrollment, and Disenroliment

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Full

Determination

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendationmust be

documented below)

This requirementisaddressed inthe
Member Disenrollment/Disruptive Member
TransferPolicy on page 1.

This requirementisaddressed inthe
Member Disenrollment/Disruptive Member
TransferPolicy on pages 3 and4.Thatthe
termination of contract between the MCO
and LDH or theend of the contract between
member’s behavioral health provider and
the MCO arecauses for disenrollment
anytimearenotlisted in this policy. “Any
other reasondeemed valid by LDH” isalso
notlisted;if it were, the other causes would
effectively fall underthis item.

The termination of contract between the
MCO and LDH s listed asa causein the
member handbookon page50. Also on this
page, the member handbook lists lack of
“specialized care” as a cause, which meets
the “specialized behavioral health” subpart
of this requirement. The handbookalso
includes “any other reason LDH says counts

MCO Response and Plan of
Action
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e The member’s active specialized behavioral
health provider ceases to contract with the
MCO;

e Member moves out of the MCO’s service
area,i.e.outofstate; or

e Anyother reason deemed to bevalidby
LDH and/orits agent.

Eligibility, Enrollment, and Disenroliment

Plan Documentation(MCO

please indicate policy
number, page number
reference to the
supporting
documentation)

Suggested Documentation
and reviewer instructions

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

as a reason,” which meets this requirement.

MCO Response and Plan of
Action

11.11.3.2 Without cause forthe following reasons: Policy for Member Substantial This requirementis addressed partlyin the MCO will update the Member
e Duringtheninety (90) day opt-out period Disenrollment Member Disenrollment/Disruptive Member | Disenrollment/Disruptive
following initial enrollment with the MCO TransferPolicy on page 3. Thesecond (90 Policy with all language
for voluntary members; days following the postmark) and last includedin the contract. It
e Duringtheninety (90) days followingthe (sanctions)subparts of thisrequirementare | will besubmittedinthe
postmarkdate of the member's notification notaddressedin this policy. The former upcoming Policy committee
of enrollment with the MCO; subpartisincluded inthe member handbook | Meeting for approval.
e Oncea year thereafter during the on page 50; however, thelatter (sanctions)
member’s annual openenrollment period; is not.
e Upon automaticre-enrollmentunder 42
CFR §438.56(g), if a temporary loss of Recommendation
Medicaid eligibility has caused the member The MCO shouldincludeall reasons for
to missthe annualdisenrollment disenrollment without causein the Member
opportunity; or Disenrollment/Disruptive Member Transfer
e If LDHimposes theintermediate sanction Policy and the member handbook, as
provisions specified in42 CFR §438.702(a) appropriate.
(3).
11.11.33 The member (or his/ her representative) must | Policy for Member Full This requirementisaddressed inthe
submitanoral or written formalrequest to Disenrollment Member Disenrollment/Disruptive Member
the Enrollment Broker for disenrollment. TransferPolicy on page4 as “verbal or
written request.”
11.11.34 If the member’s requestfordisenrollmentis Policy for Member Non-compliance This requirement was notaddressedinany | The Member

denied by the Enroliment Broker, the member
can appeal directly to the State FairHearing
process.

Disenrollment

policy or document provided by the MCO.
The Member Disenrollment/ Disruptive
Member Transfer Policy does not mention
the statefairhearingprocess. The member
handbook does notinclude this
requirement.

Disenrollment/Disruptive
Member Transfer Policy has
been updated and approved
inour AugustPolicy
Committee Meeting.
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Eligibility, Enrollment, and Disenroliment
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendationmust be
documented below)
This requirement was discussed during
onsiteinterviews, and the MCO providedan
amended Member Disenrollment/
Disruptive Member Transfer policy with this
language added. Thisamended policy is
dated 08/09/2019, which is after the review
period.

MCO Response and Plan of
Action

Review
Determination

Suggested Documentation
and reviewer instructions

Recommendation

The MCO shouldfinalize the Member
Disenrollment/ Disruptive Member Transfer
Policy toinclude this requirementfor the
nextreview period.

11.114 MCO Initiated Disenrollment I e e e
11.114.1 The MCO shall notrequest disenrollment Policy for Member Substantial This requirementis partially addressed in The language has been added
because of a member’s health diagnosis, Disenrollment the Member Disenrollment/ Disruptive to our Member
adverse changeinhealth status, utilization of | Member Notification Letter Member Transfer Policy on pages4 and5. Disenrollment/Disruptive
medical services, diminished medical capacity, The languagein the policydoes notinclude | Member Transfer Policy and
pre-existing medical condition, refusal of pre-existing medicalcondition, refusal of approved in our August Policy
medical care or diagnostic testing, medical care or diagnostic testing, and Committee Meeting.
uncooperative or disruptive behavior resulting attempts to exercise member’s right to
fromhimor her special needs, unless it changePCPs.
seriously impairs the MCO'’s abilityto furnish
services to either this particular member or Recommendation
other MCO members, the member attempts The MCO shouldincludeintheir policies that
to exercise his/herrights under the MCO’s disenrollmentwill notbe requested due to
grievance system, or attempts to exercise member’s pre-existing medical condition,
his/herrightto change, for cause, the primary member’s refusal of medical care or
care provider thathe/she has chosen or been diagnostic testing, or member’s attempts to
assigned. (42 CFR §438.56(b)(2)). change, for cause, their PCP.
11.11.4.2 The MCO shall notrequestdisenrollmentfor | Policy forMember Full The MCO provided the Member

reasonsotherthanthosestated in this RFP.
(See Appendix U—Guidelines for Involuntary
Member Disenrollment). In accordance with
42 CFR438.56(b)(3), LDH will ensurethatthe
MCO is notrequesting disenrollment for other

Disenrollment Disenrollment/Disruptive Member Transfer
Policy as evidence forthis requirement. This
policy meets therequirement, as no other

reasons arelisted for disenrollment request

by MCO.

2019 Compliance Report — Aetna

Page 139 of233



Eligibility, Enrollment, and Disenroliment
Plan Documentation(MCO
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number, page number Comments (Note: For any element that is
reference to the less than fully compliant, an explanation of
Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendationmustbe = MCO Response and Plan of
Reference (Federal Regulation: 438.56) and reviewer instructions documentation) Determination documented below) Action
reasons by reviewing the mandatory MCO
Disenrollment Request Forms submitted to
the Enrollment Broker.

11.114.3 The MCO may requestinvoluntary Policy for Member Full This requirementisaddressed inthe
disenrollment of a member ifthe member Disenrollment Member Disenrollment/Disruptive Member
misuses or loans the member’s MCO-issued ID TransferPolicy on page5 as “misuse of the
cardtoanotherpersonto obtainservices. In system.”
such casethe MCO shall reportthe event to
LDH;
11.11.4.4 When the MCO request for involuntary Policy for Member Substantial The requirement that the MCO shall notify This information will be added
disenrollmentisapproved by the Department, [ Disenrollment the member in writing and that notification | to our Member
the MCO shallnotify the member in writing of | Member Notification Letter includes reasonfor disenrollmentrequestis | Disenrollment/Disruptive
the requested disenrollment, the reason for addressed in the Member Member Transfer Policy. It
the request, and the effective date. Disenrollment/Disruptive Member Transfer | will besubmittedinthe
Policy on page5.Thatthe notification upcoming Policy committee
should include the effective dateis not Meeting for approval.

included in this policy.

Recommendation

The MCO shouldinclude the requirement
thatthese notification letters should include
the effectivedatein theirpolicy.

11.114.5 The MCO shall submit disenrollment requests | Policy for Member Minimal This requirementis not entirely or explicitly | This information will be added
to the Enrollment Broker which should Disenrollment addressed in any policy provided by the to our Member
include, ata minimumthe member’s name, ID MCO.Thatthedisenrollmentactions willbe | Disenrollment/Disruptive
number, detailed reasons for requesting the coordinated onlythrough the brokeris Member Transfer Policy. It
disenrollment, and a descriptionof the indicated inthe Member will be submitted inthe
measures taken to correct member behavior Disenrollment/Disruptive Member Transfer | upcoming Policy committee
prior to requesting disenrollment, utilizing the Policy on page 1; however, theinformation | Meetingfor approval.
MCO Initiated Request for Member thatshould beincluded and that the form
Disenrollment form (See AppendixT). should beused arenotincluded in this

policy.

Recommendation
The MCO shouldinclude this requirement
with allits subpartsin a policy.
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Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendationmustbe = MCO Response and Plan of
Reference (Federal Regulation: 438.56) and reviewer instructions documentation) Determination documented below) Action
11.11.4.6 The MCO shall not submita disenrollment Policy for Member Substantial This requirementisaddressed verbatimin This information has been
requestatsucha dateaswould cause the Disenrollment the Member Disenrollment/Disruptive added to our Member
disenrollment to be effective earlier than Member Transfer Policy on pages6and7; Disenrollment/Disruptive
forty-five (45) calendar days after the however, this language was inserted into the | Member Transfer Policy and
occurrence of the event prompting the policy on 5/21/2019, which is outside the was approved inJune.
request for involuntarydisenrollment. The review period.
MCO shall ensurethatinvoluntary
disenrollment documents are maintainedin Recommendation
anidentifiable member record. The MCO shouldfinalize the Member
Disenrollment/Disruptive Member Transfer
Policy to include this requirement for the
nextreview period.
11.11.4.7 All requests will bereviewed on a case-by- Policy for Member Full This requirementisaddressed inthe
casebasisandaresubjecttothesole Disenrollment Member Disenrollment/Disruptive Member
discretionof LDH or its designee (Enrollment TransferPolicy on page 1, asitstatesthat
Broker). All decisions are final and not subject LDH “has the soleauthority to disenroll
to thedisputeresolution process by the MCO. members.”
11.11.4.8 The Enrollment Broker will provide written
notice of disenrollment to the member and
requestthatthe member choosea new MCO.
The noticeshallinclude a statementthatif the
member disagrees withthe decision to
disenroll the member fromthe MCO, the
member has a rightto filean appeal directly
through the State Fair Hearing process.
11.114.9 Until the member is disenrolled by the Policy for Member Substantial This requirementis notaddressed explicitly | This information has been
Enrollment Broker, the MCO shall continueto | Disenrollment in any policy submitted by the MCO. On added to our Member
be responsible for the provisionof all core page4,the Member Disenrollment/Disruptive
benefits andservices to the member. Disenrollment/Disruptive Member Transfer | Member TransferPolicy. It
states, “Aetna Better Health business was approved inour August
applicationsystem does not process the Policy Committee Meeting.
disenrollment until the Departmentsends
the disenrollmentrecord on the enroliment
file,” whichimplies thatthe MCO is
responsible for the provision of all core
benefits andservices to the member until
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Eligibility, Enrollment, and Disenroliment
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
Contract Contract Requirement Language Suggested Documentation supporting Review
Reference (Federal Regulation: 438.56) and reviewer instructions documentation) Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

the member is disenrolled by enrollment

broker.

This requirement was discussed during
onsiteinterviews,and the MCO providedan
amended Member Disenrollment/
Disruptive Member Transfer policy with this
language added. Thisamended policy is
dated 08/2019, whichis afterthereview
period.

Recommendation

The MCO shouldfinalize the Member
Disenrollment/Disruptive Member Transfer
Policy toinclude this requirementfor the
nextreview period.

MCO Response and Plan of
Action
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MCO Response and Plan of
Action

Written Materials Guidelines _

12.9.0 The MCO must comply with the following
requirements asitrelates to all written member
materials, regardless of the means of distribution
(printed, web, advertising, direct mail, etc.). The
MCO shall also comply with guidance outlined in
42 CFR §438.10 and 42 USC §1396u-(2)(d)(2)(A)(i):

12.9.1 All member materials mustbeinastyleand P/P for Written Member Substantial This requirementis substantially addressed This information will be
readinglevel that willaccommodate thereading Materials Guidelines inthe Member Materials Standards Policyon | added to our Member
skills of MCO Enrollees. In general the writing Sample written member page 2. However, this policy does not explain | Materials Standard policy
should beatno higher thana 6.9 gradelevel, as materials how the readinglevel is determined. Nor and submitted for approval
determined by any one of theindices below, does itinclude thattechnical terms will be inthe upcoming Policy
takinginto consideration the need to incorporate explained to members. During the previous | Committee Meeting.
and explaincertain technical or unfamiliar terms review, the MCO was advised to incorporate
to assureaccuracy: theseinto their policies.

e Flesch—Kincaid;

e FryReadability Index; The member handbook explains key

e  PROSE The Readability Analyst (software healthcare terms on pages 56 to 58.
developed by Educational Activities, Inc.);

e Gunning FOG Index; Recommendation

e  Meclaughlin SMOG Index; or The MCO shouldincludeintheir policies how

e  Other computer generated readability indices readinglevel of member materialsis
accepted by LDH. determined and that technical terms will be

explained to members.

12.9.2 All written materials mustbeclearlylegiblewitha | P/P for Written Member Minimal Thatwritten materials should be “presented | This information has been
minimum font size of ten-point, preferably twelve- [ Materials Guidelines inaformatthatenhances understanding”is | addedto our New, Existing,
point, with the exception of Member ID cards, and | Sample written member addressed in the Member Materials and Member Information
or otherwiseapproved by LDH. materialsincluding Standards Policyon page 2; however, the Policy.

Member Handbook specifics of this requirement are notincluded
in this policy(i.e., minimum fontsize.)
The member materials provided for review
by the MCO (member handbook, etc.) have
10ptor larger font.
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Contract Requirement Language
(Federal Regulation: 438.10, 438.100)

Suggested Documentation
and reviewer instructions

Marketing and Member Education
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be
documented below)
Recommendation
The MCO shouldinclude the minimum font
sizerequirements formember materials
(with the exception of ID cards)in their
policies.

MCO Response:
The MCO provided the New, Existing and

Reinstated Member Information policy dated
02/01/20150n page 3; however, this
required language was added afterthe
review period, according to theredline
changesandrevisionhistory on page 10.

MCO Response and Plan of
Action

shall be,ata minimum, equal to the materials
used for printed materials for the MCQO’s
commercialplansifapplicable.

Materials Guidelines
Sample written member
materialsincluding
Member Handbook

the Printand Mailing Policyon page 3;
however, thelanguage pertaining to this
requirementwas inserted intothis policy on
5/31/2019, after the review period.

Recommendation
The MCO shouldfinalizethe draft of the
PrintandMailing Policy to include this

12.9.3 LDH reserves therightto require evidence that
written materials for members have been tested
againstthe 6.9 gradereading-level standard.

129.4 If a person makinga testimonial or endorsement | P/P for Written Member Full This requirementisaddressed inthe Photo
for a MCO hasa financial interestinthe company, | Materials Guidelines and Testimonials Rel ease Forms document
such factmustbedisclosed inthe marketing P/P for Disclosure of onpagel.
materials. Financial Interest

12.9.5 All written materials mustbein accordance with P/P for Written Member Full This requirementisaddressed inthe
the LDH “Person First” Policy, Appendix NN. Materials Guidelines Member Rights and Responsibilities Policy.

P/P for Compliance with The member rights and responsibilities are
“Person First” Policy alsocommunicated to the members in the
Sample written member member handbookon pages15and16.
materialsincluding
Member Handbook
12.9.6 The quality of materials used for printed materials | P/P for Written Member Substantial This requirementisaddressed inthedraftof | The Printandmailing Policy

will be submitted for
approval atthe September
11" ABHLA Policy
Committee Meeting.
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Marketing and Member Education

Suggested Documentation
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please indicate policy
number, page number
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supporting
documentation)

Review
Determination

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be

documented below)
requirement.

MCO Response and Plan of
Action

12.9.7

The MCOs name, mailing address (and physical
location, if different) and toll-free number must be
prominentlydisplayed on the cover of all multi-
paged marketing materials.

P/P for Written Member
Materials Guidelines
Sample written member
materials

Substantial

This requirementisaddressed inthedraft
Printand Mailing Policy submitted by the
MCO; however, this language was added to
the policy on 6/3/2019, whichis afterthe
review period.

The MCO provided the 2018 Annual Notice
to Members, which is a multi-page
document. The MCO name and toll-free
number arevisibleon thefront page;
however, the mailing address is not
displayed anywhere on the document.

The member handbook displays the MCQO’s
nameand website on thefrontandback
covers; however, the mailingaddress and the
toll free number are notdisplayed on the
covers. The mailingaddress and the toll free
number arelisted inside the member
handbook, whichdoes not meet this
requirement.

Recommendation

The MCO shouldfinalize the Printand
Mailing Policy with required language and
implementthis requirement forall multi-
page marketing materials, includingthe
member handbook.

The Printand Mailing Policy
will be submitted for
approval at the September
11" ABHLA Policy
Committee Meeting.

12.9.8

All multi-page written member materials must
notify the member thatreal-timeoral
interpretation is available for any language at no
expenseto them,and howtoaccessthose
services;

P/P for Written Member
Materials Guidelines

P/P for Informing
Members/Potential
Members of Interpretation
Services

Full

This requirementisaddressed inthe
Member Rights and Responsibilities Policy on
pages 4 and 9 and inthelnterpreter and
Translation Services Policy on pages 3 and 4.
The member handbook informs the member
of oral and sign interpreter servicesinside
the frontcover andon pages 3and 61. The
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less than fully compliant, an explanation of
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Reference (Federal Regulation: 438.10, 438.100) and reviewer instructions documentation) Determination documented below) Action
2018 Annual Notification for Members
includes thisinformationon page 1.
12.9.9 All written materials related to MCO and PCP P/P for Written Member Full This requirementisaddressed inthe
enrollmentshalladvise potential enrollees to Materials Guidelines member handbookon page 17.
verify with the medical services providers they Sample written member
prefer or have an existing relationship with, that materialsincluding
such medical services providers are participating Member Handbook
providers of the selected MCO and are available to
servetheenrollee.
12.9.10 Alternative forms of communication must be P/P for Written Member Full This requirementisaddressed inthe
providedupon request for persons with visual, Materials Guidelines Member Rights and Res ponsibilities Policy on
hearing, speech, physical or developmental P/P for Informing pages 4 and 9, ontheinsidecoverofthe
disabilities. These alternatives must be provided at | Members/Potential member handbook, andin the Member
no expenseto the member. Members of Accessto Materials Standards Policyon page 2. The
Alternative Forms of member handbookindicates thatthese
Communication services areatno cost to the member.
12.9.15 Exceptas indicated, the MCO may develop their
own materials thatadhere to requirements set
forthin this documentor use state devel oped
model member notices. State developed model
notices must be used for denial notices and lock-in
notices.
12.11 Member Education—Required Materials and Services
12.11 The MCO shall ensure all materials and servicesdo | P/P for Member Education Full This requirementisaddressed inthe
notdiscriminate against Medicaid MCO members | P/P for Member Member Rights and Res ponsibilities Policy on
on the basis of their health history, health status Disenrollment page2andinthe Member
or need for health care services. This applies to P/P for Member Enrollment Disenrollment/Disruptive Member Transfer
enrollment, re-enrollment or disenrollment P/P for Member Re- Policy on page3.
materials andprocesses fromthe MCO. enrollment
12.11.3 Member Materials and Programs for Current Enrollees
12.113.1 The MCO shall develop and distribute member Link to member portal Minimal This requirementisnotaddressedinanyof | The requirementwill be
educational materials, including, but not limited the policies provided by the MCO. The included in the Website
to, the following: member portal canbereached at Development Maintenance
https://www.aetnabetterhealth.com/louisia | Policy,anupdated version
A member-focused website which can bea na/members /portal and provides a link to of this policywith required
designated section of the MCQO’s general the secure member portal. The mobileapp language will be submitted
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Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of

Reference (Federal Regulation: 438.10, 438.100) and reviewer instructions documentation) Determination documented below) Action
informational website, and interactive media for smartphonesisavailableand members to the September 11 ABHLA
contentsuch asa mobile device application, a areinformedof this onthe “For Enrollees” Policy committee.
mobile optimized website, or interactive social pageof the website.
media;

Recommendation
The MCO shouldinclude this requirementin
its policies.

12.11.3.2 Bulletins or newsletters distributed notless than Example of bullets/news Minimal This requirementis notaddressedinanyof | Thisinformation will be
two (2) times a yearthat provideinformation on |etter the policies provided by the MCO. The Spring | updated onthe Written
preventive care, access to PCPs and other 2018 and Summer 2018 News letters Member Material Policy
providers and other information thatis helpful to evidencetheimplementation of this and submitted inthe next
members; requirement. upcoming Policy

Committee Meeting.
Recommendation
The MCO shouldinclude this requirementin
its policies.

12,1133 Literature, including brochures and posters, such Brochures and other Minimal This requirement was notaddressed in any The requirement will be
as calendars andgrowth charts, regardingall examples of literature of the policies provided by the MCO for included in the Graphic
health or wellness promotion programs offeredby | including EPSTD materials review. Thegrowth chartand swimlessons Standards Policy,an
the MCO’s Medicaid Managed Care Plan. This flyer provided by the MCO for review updated version of this
would alsoinclude, but not be limited to, EPSDT evidencetheimplementation of this policy with required
outreach materials and member appointmentand requirement. language will be submitted
preventive testing reminders; to the September 11 ABHLA

Recommendation Policy committee.
The MCO shouldinclude this requirementin
its policies.

12.11.34 Targeted brochures, posters and pamphlets to Brochuresand other Minimal This requirementwas not addressed in any The requirement will be
addressissues associated with members with examplestargeted to of the policies provided by the MCO for included in the Graphic
chronic diseases and/or special heathcareneeds; | members with chronic review. The MCO provided a diabetes Standards Policy,an

disease/SHCN pamphlet, whichevidences the updated version of this
implementation of this requirement. policy with required
language will be submitted
Recommendation to the September 11 ABHLA
The MCO shouldinclude thisrequirementin | Policy committee
its policies.
12.11.3.5 Materials focused on health promotionprograms | Member education Minimal This requirementwas notaddressedinany | The requirementwill be
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availableto the members;
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Review
Determination

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be
documented below)
of the policies provided by the MCO for
review. The MCO provided a swimlessons
flyer, which evidences the implementation of
this requirement.

Recommendation
The MCO shouldinclude this requirementin
its policies.

MCO Response and Plan of
Action
included in the Graphic
Standards Policy,an
updated version of this
policy with required
language will be submitted
to the September 11 ABHLA
Policy committee

12.11.3.6 Communications detailinghow members cantake | Member handbook Full The member handbook addresses this
personal responsibility for their health and self- Member communications requirementon page 38. The MCO provided
management; the annual notice to members anda diabetes
pamphlet, whichevidencethe
implementation of this requirement.
12.11.3.7 Materials that promote the availability of health Member handbook Minimal This requirement was notaddressed in any The requirement will be
education classes for members; Member communications of the policies provided by the MCO for included in the Graphic
review. The MCO provided a swimlessons Standards Policy, an
flyer to evidence theimplementationof this | updated version of this
policy. policy with required
language will be submitted
Recommendation to the September 11 ABHLA
The MCO shouldinclude this requirementin | Policy committee
its policies.
12.11.3.8 Materials that provide educationfor members, Example Member Minimal This requirement was notaddressed in any The requirement will be
with, or atrisk for, a specificdisability or illness; education material of the policies provided by the MCO for included in the Graphic
review. The MCO provided a diabetes Standards Policy, an
education empowerment (DEEP) class flyer updated version of this
to evidence theimplementation of this policy with required
policy. language will be submitted
to the September 11 ABHLA
Recommendation Policy committee
The MCO shouldinclude this requirementin
its policies.
12.11.3.9 Materials that provide educationto members, Example Member Non-compliance This requirement was notaddressed in any The requirement will be

members’ families and other health care providers
aboutearly interventionand management
strategiesforvariousillnesses and/or

education material

of the policies provided by the MCO for
review. The MCO provided the
Spring/Summer 2019 asthma flyer to

included in the Graphic
Standards Policy, an
updated version of this
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Reference (Federal Regulation: 438.10, 438.100) and reviewer instructions documentation) Determination documented below) Action
exacerbations related to that disability or evidencetheimplementation of this policy; policy with required
disabilities; however, this was outside thereview period. | language will be submitted
to the September 11 ABHLA
Recommendation Policy committee
The MCO shouldinclude this requirementin
its policies.
12.11.3.11 Notification to its members of any change that Notification Full This requirementisaddressed inthe
LDH defines as significantat|east thirty (30) P/P member education member Materials Standards Policyon page
calendar days before theintended effective date; 2. The MCO also provided examples of
and communicationthatwouldbe covered by
this elementsuch as changesin the provider
network.
12.11.3.12 All materials distributed must comply withthe P/P member education Full This requirementisaddressed inthe
relevantguidelines established by LDH for these Member Materials Standards Policy on page
materials and/orprograms. 3 andin the Member Communications Policy
on page3.
12.12 MCO Member Handbook
12.12.1 The MCO shall devel op and maintain separate Member Handbook Full This requirementis fulfilled by the member
member handbooks thatadhereto the handbook, whichincludes behavioralhealth
requirementsin42 CFR §438.10 (g) and mayuse benefits.
the state developed model member handbook for
each of the covered populations as specified in
section 3.3.3.).
12.12.1.1 At a minimum, the member handbook shall
include thefollowinginformation, as applicable to
the covered population thatis theaudience for
the handbook:
12.12.1.2 Table of contents; Member Handbook This requirementisaddressed inthe
member handbookon pages5to7.
12.12.1.3 A general description about how MCOs operate, Member Handbook Full This requirementisaddressed inthe
and detailed descriptions of the following: member handbookenrolleerights and
enrolleerights andresponsibilities, appropriate responsibilities on pages 15and 16, page 12
utilization of services including ED for non- ED for non-emergent conditionson page 12,
emergent conditions, behavioral healthservices utilization services pages 20 to 27, behavioral
available, a description of the PCP selection health on pages29to 33,andPCP selection
process, the PCP’srole as coordinator of services, processand PCP'sroleas coordinator of
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and an explanationof how the enrollees can serviceson pagel7.
access LDH’s policy on how to receive continued
services during a termination of an MCO contract
or disenrollment fromanMCO as required by 42
CFR §438.62;
12.12.1.4 Member’s right to disenroll from MCOincluding Member Handbook Full This requirementisaddressed inthe
disenrollmentforcause; member handbookon pages49and50.
12.12.15 Member’s right to select and change PCPs within Member Handbook Full This requirementisaddressed inthe
the MCO and howtodoso; member handbookon page 17.
12.12.1.6 Any restrictions on the member’s freedom of Member Handbook Full This requirementisaddressed inthe
choiceamong MCO providers; member handbookon page 17.
12.121.7 Member’s rights and protections, as specified in Member Handbook Full This requirementisaddressed inthe
42 CFR §438.100and this RFP; member handbookon page 15.
12.12.1.8 The amount, duration, andscope of benefits Member Handbook Full This requirementisaddressed inthe
available to the member under the contract member handbookon pages 20to 43.
between the MCO and LDH in sufficient detailto
ensurethatmembers understand the benefits to
which they areentitled, including specialized
behavioral health benefits and informationabout
health education and promotionprograms,
including chronic care management, tobacco
cessation, and problem gaming;
12.12.1.9 Procedures forobtaining benefits, including Member Handbook Full This requirementisaddressed inthe
authorizationrequirements; member handbookon pages 28and29.
12.12.1.10 Descriptionon the purpose of the Medicaidcard Member Handbook Full This requirementisaddressed inthe
and the MCO cardandwhy both are necessary member handbookon page 15.
and howto usethem;
12.12.1.11 The extentto which, andhow, members may Member Handbook Full This requirementisaddressed inthe
obtain benefits, including family planning services member handbookon pages 22,34,35,and
from out-of-network providers. An explanation 43,
shall beincluded that explains the MCO cannot
requiretheenrolleeto obtain a referral before
choosing family planning provider;
12.12.1.12 The extentto which, andhow, after-hours, crisis Member Handbook Full This requirementis addressed inthe
and emergency coverage are provided, including: member handbookon pages38and39.
e Whatconstitutes an emergency medical
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condition, emergencyservices, and post-
stabilizationservices, as defined in42 CFR
§438.114(a);

e Thatpriorauthorizationis notrequired for
emergency services;

e The processandprocedures forobtaining
emergency services, including use of the911-
telephonesystemoritslocal equivalent;

e The locations of any emergency settings and
other locations at which providers and hospitals
furnish emergency services and post-
stabilizationservices covered by the MCO; and

e That, subjectto the provisions of 42 CFR §438,
the member has a rightto useany hospital or
other setting for emergencycare.

Marketing and Member Education
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Suggested Documentation supporting

Comments (Note: For any element that is

less than fully compliant, an explanation of
Review the finding and a recommendation must be
and reviewer instructions documentation) Determination documented below)

MCO Response and Plan of
Action

does not cover because of moral or religious
objections, the MCO should direct the member to
contactthe Enrollment Broker forinformation on
how or whereto obtain theservice;

12.12.1.13 The post-stabilizationcareservices rulessetforth | Member Handbook Full This requirementisaddressed inthe
in42 CFR422.113(c); member handbookon page41.
12.12.1.14 Policy on referrals for specialty care, including Member Handbook Full This requirementisaddressed inthe
specialized behavioral health services andfor member handbookon page 18.
other benefits not furnished by the member’s
PCP;
12.12.1.15 How and whereto access anybenefits thatare Member Handbook Full This requirementisaddressed inthe
available underthe Louisiana Medicaid State Plan member handbookon page 28.
but, are notcovered under the MCO’s contract
with LDH;
12.12.1.16 | Thatthe member has therightto refuseto Member Handbook Full This requirementisaddressed inthe
undergo any medicalservice, diagnoses, or member handbookon page 15.
treatment or to acceptany health service
provided by the MCO if the member objects (orin
the caseofa child, if the parentor guardian
objects)on religious grounds;
12.12.1.17 For counseling or referral services that the MCO Member Handbook Full This requirementisaddressed inthe

member handbookon page50.
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12.12.1.18 Member grievance, appeal and statefairhearing Member Handbook Full This requirementisaddressed inthe
procedures and time frames, as described in42 member handbookon pages45to 49.
CFR §§438.400 through438.424 and this RFP;
12.12.1.19 Grievance, appeal andfairhearing procedures Member Handbook Full This requirementisaddressed inthe
thatinclude the following: member handbookon pages45to 49.

e For StateFair Hearing:
0 Therighttoa hearing;
0 The method for obtaininga hearing and
0 Therules thatgovernrepresentation at
the hearing;
e Therighttofile grievances andappeals;
e The requirements and timeframes for filing a
grievance or appeal;
e The availability of assistanceinthefiling
process;
e The toll-free numbers that the member can use
to filea grievance or anappeal by phone;
e The factthat, when requested by the member:
0 Benefits will continueif the member files an
appeal or a request for State FairHearing
within the timeframes s pecified for filing;
and
0 The member may berequired to paythecost
of services furnished whilethe appealis
pending, if thefinal decisionis adverseto the
member.
® In a State FairHearing, the Division of
Administrative Law shallmake the
recommendation to the Secretaryof the LDH
who has final authority to determine whether
services mustbe provided.
12.12.1.20 Advance Directives, setforthin42 CFR §438.10 Member Handbook Full This requirementis addressed inthe
(g)(2) (xii) - Adescription of advance directives member handbookon pages50and51.
which shallinclude:
e The MCO policies related to advance directives;
e The member’s rights under Louisiana state law,
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including therightto acceptor refuse medical,
surgical, or behavioral healthtreatmentand the

rightto formulate advance directives;any
changesinlawshall be reflected in the member
handbook assoonas possible, butno later than
ninety (90) calendar days after the effective
dateofthe change;

o Information that members canfile complaints
aboutthefailureto comply with anadvance
directive with the Office of Health Standards,
Louisiana’s Survey and Certification agency) by
calling2253420138;and

o Information about wherea member canseek
assistancein executinganadvance directive and
to whom copies should be given.

Suggested Documentation
and reviewer instructions

Marketing and Member Education
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

member shall notify the MCO immediatelyif he or
shehas a Workman’s Compensationclaim, a

12.12.0.21 Information to call the Medi caid Customer Service | Member Handbook Full This requirementisaddressed inthe
Unittoll free hotline, go to Louisiana Medicaid member handbookon pages3 and 16.
website at www.medicaid.la.gov,or visita
regional Medicaid eligibility officeto reportif
familysize, living arrangements, parish of
residence, or mailing address changes;

12.12.1.22 How to make, change and cancel medical Member Handbook Full This requirementisaddressed inthe
appointments andtheimportance of canceling member handbookon page 18.
and/or rescheduling ratherthanbeinga “no
show”;

12.12.1.23 A description of Member Services andthetoll-free | Member Handbook Full This requirementisaddressed inthe
number, fax number, e-mail address and mailing member handbookon pages3and11.
address to contact Member Services;

12.12.1.24 How to obtain emergency and non-emergency Member Handbook Full This requirementisaddressed inthe
medical transportation; member handbookon pages 18to 20.

12.12.1.25 Information about EarlyandPeriodicScreening, Member Handbook Full This requirementisaddressed inthe
Diagnosisand Treatment (EPSDT) services; member handbookon pages 20to 22 and

pages 36and 37.
12.12.1.26 Information abouttherequirementthata Member Handbook Full This requirementisaddressed inthe

member handbookon page45.
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pending personal injury or medical malpractice
law suit, or has been involvedin anautoaccident;

12.12.1.27 Reporting requirements forthe member thathas | Member Handbook Full This requirementisaddressed inthe
or obtains another health insurance policy, member handbookon page45.
including employer sponsoredinsurance. Such
situations shall be reported the MCO;

12.12.1.28 Member responsibilities, appropriateand Member Handbook Full This requirementisaddressed inthe
inappropriate behavior,andanyother information member handbookon pages15and45.
deemed essential by the MCO or LDH. This shall
includea statementthatthe memberis
responsible for protecting their IDcardandthat
misuse of the card, includingloaning, selling or
givingitto others could resultin loss of the
member’s Medicaid eligibility and/or legal action;

12.12.1.29 Instructions on how to request multi-lingual Member Handbook Full This requirementisaddressed inthe
interpretation and translation when needed atno member handbookin Englishon pages 15,
costto the member. This instruction shall be 16,60 and 61 and in the member handbook
included in all versions of the handbook in English in Spanishon pages14,72and 73.
and Spanish;

12.121.30 Information on the member’s rightto a second Member Handbook Full This requirementisaddressed inthe
opinionin accordance with 42 CFR §438.206(b)(3) member handbookon page 18.
atnocostand howto obtainit;

12.12.1.31 Ways to report suspected provider fraud and Member Handbook Full This requirementisaddressed inthe
abuseincluding but notlimited to LDHand MCO member handbookon page 49.
toll-free numbers and website established for that
purpose;

12.12.1.32 Any additional text providedto the MCO by LDH Member Handbook Full This requirementisaddressed inthe
or deemed essential by the MCO; member handbookon page11.

12.12.1.33 The date of the lastrevision; Member Handbook Full This requirementis addressed inthe

member handbookon page 1 as “effective
date.”

12.12.1.34 Additional information thatis available upon Member Handbook Full This requirementisaddressed inthe
request, including the following: Informationon member handbookon pages 44 (structure
the structureandoperation of the MCO; Physician and operations of the MCO, policies,
incentive plans [42 CFR 438.3 (i)]. Service physicianincentive program) and page 49
utilization policies; and How to reportalleged (howto reportalleged marketing violations).
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marketing violations to LDH utilizing the
Marketing Complaint Form.
12.12.1.35 Information regarding s pecialized behavioral Member handbook Full This requirementisaddressed inthe
health services, including but not limited to: member handbookon pages 29-33.
o Adescription of covered behavioralhealth
services;
o Whereand how to access behavioral health
services andbehavioral health providers;
e General informationon thetreatment of
behavioral health conditions and the principles
of adult, family, child, youth andyoung adult
engagement;resilience; strength-basedand
evidence-based practice; and best/proven
practices;
e Descriptionof the family/caregiver or legal
guardianrolein theassessment, treatment,and
supportforindividualswith anemphasis on
promoting engagement, resilience, and the
strengths of individuals and families;and
e Any limitations involvingthe provision of
informationfor adult persons who do notwant
informationshared with family members,
including age(s) of consent for behavioral health
treatmentas per 42 CFRPart 2.
12.12.1.36 Information on whatto do if a member is billed, Member handbook Full This requirementisaddressed inthe
and under what circumstances a member maybe member handbookon pages 28,44 and 59.
billed for non-covered services;
12.12.1.37 The informationspecifiedin12.12.1et.seq. will Member handbook Full This requirementisaddressed inthe
be considered to be provided if the MCO: member handbook, as detailedin the
subparts below.
12.12.1.371 Mails a printed copyof theinformationto the Full This requirementisaddressed inthe
member’s mailing address; member handbookon page 11, which
indicates that the handbook will be mailed to
member.
The MCO provided Copy of LA_Tracker_-09-
12-18 to demonstrate timeliness tracking.
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Reference (Federal Regulation: 438.10, 438.100) and reviewer instructions documentation) Determination
12.12.1.372 Provides the information by email after Full
obtaining the member’s agreement to receive
the information by email;

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be
documented below)
This requirementisaddressed inthe
member handbookon page 11, which
indicates thatthe handbook will be mailed to
member.
During onsite discussion, the MCO indicated
thatno email requests were received during
review period.

MCO Response and Plan of
Action

12.12.1.373 Posts the information on their member Full
websiteand advises the member in paperor
electronicformthattheinformation is
availableatthe specified web address; or

This requirementisaddressed inthe
member handbookandthe member
newsletters, which inform members of the
member materials (including the member
handbook) available online.

12.12.1.374 Provides the information in any other method Full
thatcan bereasonably expected to resultin
the member receiving theinformation.

This requirementisaddressed inthe
member handbookon pagelland12 under
mobileapp, language services, andother
ways to getinformation.

12.12.1.38 At leastoncea year, the MCO must notify the Member notification Minimal
member of their option of receiving either the
Member Handbookor the member Welcome
Newsletter in either electronicformator
hardcopy, upon request from the member.

This requirementis notaddressed inany
policy provided by the MCO. However, the
2018 Annual Notification to Members
evidences theimplementation of this
requirement.

The Member Rights and Responsibilities
policy states on pages 5-6, “Each subsequent
year members are notified of member rights
and responsibilities andanychanges through
the Aetna Better Health website, annual
notificationand member newsletter.”...”
Aetna Better Health informs members,
providers/practitioners about the availability
of member rights andresponsibilities
documentationonlineand aboutthevarious
methods available to contact Aetna Better
Health for assistance. If information is posted
on the website, Aetna Better Health informs

members and practitioners thatthe

This language will be added
to our Member Rights and
Responsibilities policyand
presentedinour
September policy review
committee.
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documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendation must be
documented below)

informationisavailableonline. Information
is mailed to members and
providers/practitioners who do not have fax,
e-mail orinternetaccess.”

This does notaddress the requirement
becauseitdoes notreference eitherthe
Member Handbookor the member Welcome
Newsletter, butonly rights and
responsibilities documentation.

Recommendation

The MCO shouldinclude this requirementin
their policies about member handbook or
welcome newsletter.

MCO Response and Plan of
Action

12.12.1.39

The MCO shall review and update the Member
Handbookat|eastoncea year. The Handbook
must be submitted to LDH for approval within four
weeks of the annual renewal, upon any changes,
and prior to being made available to members.

Dated revision of member Substantial

handbook

The requirement that the member handbook
will beupdated atleastoncea yearis
addressed in the member handbookon page
11. Therequirementthatthe handbook
mustbe submitted for approval to LDHiis
addressed in the Member Communications
Policy on page 3; however, the timeliness
requirement (four weeks) is notincluded.

Dateofrevisionislisted as “effective date”
on page 1 of the member handbook
(September 1,2018).

The MCO provided the New, Existingand
Reinstated Member Information policy dated
02/01/20150on page 3; however, this
required language was added afterthe
review period, according to theredline
changesandrevisionhistory on page 10.

Recommendation
The MCO shouldfinalize thedraft of the

This language has been
added to our New, Existing,
and Reinstated Member
Information policy.
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New, Existing and Reinstated Member
Information policyto include this
requirement.
12.14 Provider Directory for Members
12.14.1 The MCO shall develop and maintain a Provider P/P for Provider Directory Full This requirementisaddressed inthe
Directoryinfour (4)formats: Provider Directory Provider Directory Updates Policy on page 3.
12.14.1.1 A hard copydirectory, when requested, for P/P for Provider Directory Full This requirementisaddressed inthe
members and potential members; Provider Directory (hard Provider Directory Updates Policy on page 3.
copy)
12.14.1.2 Web-based searchable, web-based machine P/P for Provider Directory Substantial This requirementis mostly addressedinthe | This information will be
readable, onlinedirectory for members and the Provider Directory (website Provider Directory Updates Policy on page 3; | updated on the Provider
public; link) however, thatthe providerdirectory online DirectoryPolicy in our next
should be “web-based machinereadable”is | Policy Committee Meeting
notincluded in the policy. Inthesamepolicy, | in September.
on page9, usability testingis addressed, but
not for machinereadability.
The provider directory isonlineand
searchable by members and by the publicat
https://www.aetnabetterhealth.com
/louisiana/members/directory.
The MCO provided the Aetna Better Health
of Louisiana Website - Provider Search
Usability Report.
Recommendation
The MCO shouldinclude this requirementin
its entiretyinits policies.
12.141.3 Electronicfile of the directory to be submitted and | P/P for Provider Directory Full This requirementisaddressed inthe
updated weekly to the MedicaidFl, the Provider Directory Provider Directory Updates Policy on page 3.
Enrollment Broker, or other designee as (electronicfile format)
determined by LDH; for the Enroliment Broker;
and
12.14.1.4 Hard copy, abbreviated version upon request by P/P for Provider Directory Substantial This requirementisaddressed inthe Workingto createan
the Enrollment Broker. Provider Directory Provider Directory Updates Policy on page 3. | abbreviated versionof the
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(abbreviated hard copy)

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

During onsite discussion, the MCO indicated
thereis no abbreviated versionavailable.

Recommendation
The MCO should makeanabbreviated
versionof the providerdirectory available.

MCO Response and Plan of
Action
Provider Directory.

12.14.3 The hard copy directory for members shall be P/P for Provider Directory Full
reprinted withupdates at monthlyor no more
than 30 days after the receipt of updated provider
information. Inserts may be used to update the
hard copydirectories monthly to fulfill requests by
members and potential members. The web-based
onlineversion shall be updated in real time, but
no less than weekly. While daily updates are
preferred, the MCO shall ata minimum submitno
less than weekly. The abbreviated hard copy
versionfor the Enrollment Broker will be available
to all Medicaidenrollees when requested by
contactingthe Enrollment Broker. Formatfor this
versionwill beina format s pecified by LDH.

12.144 Inaccordance with 42 CFR 438.10(f) (6), the
providerdirectory shall include, but not be limited
to:
121441 Names, locations, telephone numbers of, website | P/P for Provider Directory Substantial
URLs, specialties, whether the provider is Provider Directory (full
accepting new members, and cultural and hard copy, website version,
linguistic capabilities by current contracted electronicfile, abbreviated

providers by each provider type specified in this hard copy)
RFP in the Medicaid enrollee’s service area.
Cultural and linguistic capabilities shall include
languages offered by the provideror a skilled
medical interpreter atthe provider’s office, and
whether the provider has completed cultural
competency training. The provider directoryshall
alsoindicate whether the provider’s office/facility

This requirementisaddressed inthe
Provider Directory Updates Policy on pages 6
to 8.

This requirementisaddressed inthe
Provider Directory Updates Policy on page
10.The cultural competencytraining part of
the requirementisaddressed on page5.
However, the online providersearchdoes
notincludeinformationabout provider’s
cultural competency training status.

Recommendation
The MCO shouldinclude this information in
its online providersearch.

This information will be
updated ontheonline
providersearch.
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has accommodations for people with physical
disabilities, including offices, exam room(s)and
equipment;

Marketing and Member Education
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Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

12.14.4.2 Identification of qualified providers divided into P/P for Provider Directory Full This requirementisaddressed inthe
specificprovider and service typesand Provider Directory (full Provider Directory Updates Policy on pages 3
specializations, including but notlimited to, hard copy, website version, to 5.0nline provider directory meets this
primary care physicians, s pecialists, hospital PCP electronicfile, abbreviated requirement.
groups, clinic settings, home and community- hard copy)
based services, outpatient therapy, residential
substance use, youth residential services,
inpatient mental health and residential substance
useservices,and FQHCsandRHCs intheservice
area.Thisshallincludea child serving list thatis
both monitored and frequentlyupdated to ensure
viable options areidentified andavailable for 0JJ,

DCFS and LDOE fieldstaff. The MCO provider
types shall be delineated by parishandzip code;

121443 Identification of any restrictions on the enrollee’s | P/P for Provider Directory Full This requirementisaddressed inthe
freedom of choiceamongnetwork providers;and | Provider Directory (full Provider Directory Updates Policy on page 4

hard copy, website version, andinthemember handbookon page17.
electronicfile, abbreviated
hard copy)

12.144.4 Identification of hours of operation including P/P for Provider Directory Full This requirementisaddressed inthe
identification of providers with non-traditional Provider Directory (full Provider Directory Updates Policy on page 4
hours (Before 8 a.m. or after 5 p.m.or any hard copy, website version,
weekend hours). electronicfile, abbreviated

hard copy)

12.17.15 | Members'Rightsand Responsibilities - ]

12.17.15.1 The MCO shall have written policies regarding P/P for Member Rightsand Full This requirementisaddressed inthe

member rights and responsibilities. The MCO shall
comply withall applicable state and federal laws
pertaining to member rights and privacy. The
MCO shall further ensure thatthe MCO’s
employees, contractors and MCO providers
considerandrespectthoserights when providing
services to members.

Responsibilities
Member Handbook
Provider Manual
Provider Contract
Contractor Contract

Member Rights and Res ponsibilities Policy on
page 3 andinthemember handbook on
pages 15 and 16. The provider manual also
addresses this requirement on pages 35, 36,
and 55 to 58.Sample contracts with
providers submitted by the MCO also
address this requirement.
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MCO Response and Plan of
Action

12.15.2 Members Rights. The rights afforded to current P/P for Member Rightsand Full This requirementisaddressed inthe
members aredetailed inAppendix AA, Members’ | Responsibilities Member Rights and Res ponsibilities Policy on
Bill of Rights. Member Handbook page 3 andinthemember handbook on
Provider Manual pages 15and 16.
Provider Contract
Contractor Contract
12.17.16 | Member Responsibilities e ) I
12.17.16.1 The MCO shall encourage each member to be P/P for Member Rightsand Full This requirementisaddressed inthe
responsible for his own health care by becoming Responsibilities Member Rights and Res ponsibilities Policy on
aninformedandactive participantin theircare. Member Handbook page5andinthemember handbook on
Members have the responsibility to cooperate Provider Manual pagel6.
fully with providers infollowing mutually Provider Contract
acceptable courses of treatment, providing Contractor Contract
accurate medicalandpersonal histories, and being
presentatscheduled appointments and reporting
on treatment progress, such as notifying their
health care provider promptly if serious side
effects and complications occur, and/or worsening
of the conditionarises.
12.17.16.2 The MCO members’ responsibilities shall include P/P for Member Rightsand Full This requirementisaddressed inthe

butarenotlimited to:

o Informing the MCO of the loss or theft of their
IDcard;

e Presenting theirMCO IDcardwhen using health
careservices;

o Being familiar withthe MCO procedures to the
bestof the member's abilities;

e Calling or contacting the MCO to obtain
informationandhave questions answered;

e Providing participating network providers with
accurateand complete medical information;

e Asking questions of providers to determine the
potential risks, benefits and costs of treatment
alternatives and following the prescribed
treatment of carerecommended by the

Responsibilities
Member Handbook

Member Rights and Res ponsibilities Policy on
page5 andinthemember handbook on
pagel6.
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provideror letting the provider know the
reasonsthetreatmentcannot befollowed, as
soon as possible;

e Living healthy lifestyles and avoiding behaviors
know to be detrimental to their health;

e Followingthe grievance process established by
the MCO if they have a disagreement with a
provider;and

e Making every effort to keep any agreed upon
appointments, andfollow-up appointments; and
accessing preventive care services, and
contactingthe providerinadvanceif unableto
keep theappointment.

Suggested Documentation
and reviewer instructions

Marketing and Member Education
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

12.18 Notice to Members of Provider Termination
12.18.1 The MCO shall make a goodfaith effort to give P/P for Provider Full This requirementisaddressed inthe
written notice of a provider’s terminationto each | Termination Provider Network Voluntary and Involuntary
member who received their primary carefrom,or | P/P for notifying members Terminations Policy on pages 5 to 10.
was seen on a regularbasisby the terminated of providertermination
provider. When timelynotice from the provideris The MCO provided sampleletters to
received, the notice to the member shallbe demonstrate the implementation of this
providedwithinfifteen (15) calendar days of the requirement.
receiptof the termination notice fromthe
provider.
12.18.2 The MCO shall provide notice to a member or the | P/P for Provider Substantial This requirementis partially addressed inthe | This information will be
parent/legal guardianandtheinvolved state Termination Provider Network Voluntary and Involuntary | updated ontheProvider

agency, as appropriate, who hasbeen receiving a
prior authorized course of treatment, when the
treating provider becomes unavailable. The
written notice shall be provided within seven (7)
calendar days from the date the MCO becomes
awareofsuch,ifitis prior to thechange
occurring.

Failureto provide notice priorto the dates of
terminationwill be allowed when a provider
becomes unableto carefor members due to

P/P for notifying members
of providertermination

Terminations Policy on page4 and10.
However, thatthe notice shall be provided
within seven(7) daysis notincluded with
regards to priorauthorized course of
treatment.

Recommendation
The MCO shouldinclude the timeliness
requirementinits policy.

TerminationPolicyinour
next Policy Committee
Meetingin September.
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illness, a providerdies, the provider moves from
the service area and fails to notify the MCO, or
when a provider fails credentialing oris displaced
as aresultof a natural or man-made disaster.
Under these circumstances, notice shall beissued
immediatelyupon the MCO becoming aware of
the circumstances.

Marketing and Member Education

Suggested Documentation
and reviewer instructions

Plan Documentation(MCO
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supporting
documentation)

Review
Determination

Comments (Note: For any element that is
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documented below)

MCO Response and Plan of
Action

12.19 Oral Interpretation and Written Translation Services

12.19.1 Inaccordance with 42 CFR §438.10(d) LDH shall
provideon its website the prevalent non-English
language spokenby enrolleesinthestate.

12.19.2 The MCO must makereal-time oralinterpretation | P/Pfor oraland written Full This requirementisaddressed inthe
services available free of chargeto eachpotential | interpretation services Interpreter and Translation Services Policy on
enrolleeand enrollee. This appliesto allnon- P/P for notification of pages 4,5and 7. Members are informed of
English languages notjust those that Louisiana member of interpretation oral interpretationservices and howto
specificallyrequires (Spanish). Theenrolleeisnot | servicesandhowtoaccess accesstheminthe member handbook on
to becharged for interpretationservices. The the services page61in manylanguages,including
MCO must notify its enrollees thatoral Spanish. Also in the member handbook, the
interpretation is available for any languageand members areinformed of their right to
howto accessthoseservices. On materials where receive such services free of charge on pages
this information is provided, the notation should 15and16.
be written in Spanish.

12.19.3 The MCO shall ensurethattranslation servicesare | P/P for oraland written Substantial This requirementis addressed inthe This information has been
providedfor all written marketingand member interpretation services Interpreter and Translation Services Policy on | added to our Interpreter
education materials for any language thatis P/P for notification of page5; however, the percentageindicated in | and Translation Services
spoken asa primary language for four percent member of interpretation the policyis 5%, not4%. Policy. This was approved
(4%) or moreenrollee or potential enrollees ofan | servicesandhowto access Duringonsitediscussion, the MCO indicated | inourJunePolicy
MCO. Within ninety (90) calendar days of notice the services thatanamended policy is currentlygoing Committee Meeting.
from LDH, materials must be translated andmade through approval.
available. Materials must be made availableatno
chargeinthatspecificlanguageto assurea Recommendation
reasonable chance for all members to understand The MCO shouldfinalize the draft of the
how to accessthe MCO anduseservices Interpreter and Translation Services Policy to
appropriately as specified in 42 CFR §438.10(c) (4) include this requirement.
and (5).

12.19.4 Written materials mustalsobe made availablein P/P for Member Rights and Substantial This requirementisaddressed inthe This information has been
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alternative formats upon request of the potential | Responsibilities Interpreter and TranslationServices Policy on | added to our Interpreter
member or member at no cost. Auxiliary aids and pages 7and 8 and in the Member Materials | and Translation Services
services mustalso be made available upon Standards Policyon page 2; however, the Policy. This was approved
request of the potential member or member at no fontsizerequirement (18 point) forlarge inourJunePolicy
cost. Written materials mustincludetaglinesin print materialsis notincluded inany policy Committee Meeting.
the prevalent non-English languagesinthe state, submitted for review. The member
as well as large print, explaining the availability of handbookincludes taglinesin16 languages
written translationor oral interpretationto regarding multi-languageinterpretation
understandtheinformation provided and the tol |- services free of charge to the member on
freeand TTY/TDY telephone number of the MCQO's page61l.
member/customerservice unit. Large print means
printedinafontsizeno smallerthan18 point. Recommendation
The MCO shouldinclude this fontsize
requirementintheir Member Materials
Standards Policy.
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Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting

Suggested Documentation Review

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendationmust be

MCO Response and Plan of

Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
13.0 Member Grievance and Appeals Procedures
13.2 General Grievance System Requirements
13.2.1 Grievance System. The MCO must have a system P/P for Grievances Full This requirementisaddressed inpolicy LA
in placefor membersthatincludea grievance P/P for Appeals 3100.90 Member Grievances
process,anappeal process, and access to the P/P for FairHearing
State Fair Hearing system, once the MCQO’s appeal
process has been exhausted.
The MCO shall permita member to filea
grievanceand requestan MCO level appeal
subjectonlyto thelimitations expressly provided
in this Section. Amember shallbe permitted to
requesta State Fair Hearing after receivingnotice
thatthe action is upheld or oncethe MCO’s
appeals process has been exhausted.
13.2.2 Filing Requirements
13.2.2.1 Authority toFile
13.2.2.1.1 A member, or authorized representativeactingon | P/P for Grievances Full This requirementisaddressed inpolicy LA
the member’s behalf, may filea grievanceand an | P/P for Appeals 3100.90 Member Grievances
MCO level appeal,andmay request a State Fair P/P for FairHearing
Hearing, oncethe MCQ'’s appealsprocess has
been exhausted.
13.2.2.1.2 A network provider, acting on behalf of the P/P for Grievances Full This requirementisaddressed inpolicy LA
member and with the member's written consent, | P/P for Appeals 3100.90 Member Grievances
may filean appeal. Anetwork providermayfilea | P/Pfor FairHearing
grievanceor requesta State FairHearingon
behalf of a member.
13.2.3 Time Limits for Filing P/P for Grievances Full This requirementisaddressed inpolicy LA
The member shall be permitted to filea grievance | P/P for Appeals 3100.90 Member Grievances
atanytime. P/P for FairHearing
The member mustbeallowed sixty (60) calendar
days fromthe date on the MCQO’s notice of action
orinactiontorequestanappeal.
13.2.4 Procedures for Filing P/P for Grievances Full This requirementis addressed in policy LA
13.24.1 The member mayfilea grievanceorally orin 3100.90 Member Grievances
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)
writing with either LDH or the MCO.

Suggested Documentation
and reviewer instructions

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

MCO Response and Plan of
Action

13.24.2

The member or provider mayfileanappeal either
orallyorinwriting. The oral appeal shallbe
followed by a written, signedappeal unless the
member requests anexpedited resolution.

P/P for Appeals
P/P for FairHearing

Full

This requirementisaddressed inpolicy LA
3100.90 Member Grievances

13.243

The MCO shall ensurethatall MCO members are
informed of the State Fair Hearingprocess and of
the MCO's grievance and appeal procedures. The
MCO shall provide to each member a member
handbook thatshallinclude descriptions of the
MCO's grievance andappeal procedures. Forms
on which members may file grievances, appeals,
concerns or recommendations to the MCO shall
be available throughthe MCO, and paper copies
mustbe providedby the MCO upon request of the
member. The MCO shall make all forms easily
available on the MCQO’s website.

P/P for Grievances
P/P for Appeals
P/P for FairHearing

Full

This requirementisaddressed inpolicy LA
3100.90 Member Grievances

133

Grievance/Appeal Records and Report

133.1

The MCO must maintain accurate records of all
grievances and appealsina manneraccessible to
LDH and available upon requestto CMS. Acopy of
grievances logs and records of disposition of
appealsshall beretained forten (10) years. Ifany
litigation, claim negotiation, audit, or other action
involving the documents or records has been
started beforethe expirationof theten (10) year
period, therecords shall be retained until
completion of theactionand resolution of issues
which arisefromitor untiltheend of theregular
ten (10) year period, whichever is |l ater.

P/P for Grievances
P/P for Appeals

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.3.2

The MCO shall el ectronically maintain data on
grievances/appealsinaccordance withthe
requirements outlined in this section, to include,
butnotbe limitedto: member’s nameand
Medicaid number, summary of grievances and
appeals; date of filing; current status; date of

P/P for monthly reporting
of grievances andappeals
including samplereport
format

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

Aetna alsoprovided copies of reports
providedto LDH
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408, 438.410, 438.414,

438.416,438.420,438.424)
review or review meeting; resolution information
for each level of grievance or appeal, if applicable;
dateof resolution ateach level, if applicable; date
of review or review meeting; resolution
informationfor each level of grievance or appeal,
ifapplicable; date of resolutionateachlevel, if
applicable; andresulting corrective action.

Suggested Documentation
and reviewer instructions

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

MCO Response and Plan of
Action

1333

The MCO will beresponsible for promptly
forwarding any adverse decisions to DHH for
further review/actionupon request by DHH or the
MCO member. DHH may submit
recommendations to the MCO regarding the
merits or suggested resolution of any
grievance/appeal.

P/P for Adverse Decisions

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.4

Handling of Grievances and Appeals

1341

General Requirements
In handlinggrievances andappeals, the MCO must
meet the following requirements:

134.1.1

Acknowledge receipt of each grievanceand
appeal inwriting within five (5) business days,
exceptininstances wheretheresolution of the
grievance occurs on thesameday thegrievanceis
received. Although the requirement to
acknowledgethegrievancein writingis waivedin
this instance, the grievance mustbe reported on
the monthly grievancelog;

P/P for Grievances

P/P for Appeals
Acknowledgement Letter
Template

Includes Member
Grievance & Appeals File
Review

Full

This requirementisaddressed inpolicy LA
3100.70Member Appealsandinpolicy LA
3100.90 Member Grievances

Aetna’s acknowledgement letter was tested
for readinglevel and scored7 on the Flesch
Kincaid scale

All aspects of the Grievance and Appeals
processes areclearlycommunicated in the
member handbookandthe member web
portal.

File Review Results

Grievance Files

Fifteen (15) of Fifteen (15)files met the
requirement.

AppealsFiles
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

Ten (10) of Ten (10) files met the

requirement

MCO Response and Plan of
Action

13.4.1.2 Givemembers any reasonable assistancein P/P for Grievances Full This requirementisaddressed inpolicy LA
completing forms andtakingother procedural P/P for Appeals 3100.70Member Appealsandinpolicy LA
steps. Thisincludes, butis notlimited to, 3100.90 Member Grievances
providing interpreter services and toll-free
numbers thathave adequate TTY/TTD and
interpreter capability;
13.4.13 Ensurethattheindividuals who make decisionson | P/P for Grievances Full This requirementisaddressed inpolicy LA
13.4.13.1 grievances and appeals areindividuals: P/P for Appeals 3100.70Member Appealsandinpolicy LA
13.4.13.2 e who werenot involvedin any previous |level 3100.90 Member Grievances
134133 of review or decision-making; nora Includes Member
subordinate of any such individual; Grievance File Review File Review Results
e who, if decidinganyofthefollowing,are Grievance Files
health care professionals who have the Fourteen (14) of thefiles reviewed were
appropriate clinical expertise, as determined administrative and non-clinical and therefore
by LDH, in treating the member's condition or Not Applicable
disease: One(1) of One (1) of remaining file metthe
O anappealofadenialthatisbased onlack requirement.
of medical necessity,
O agrievanceregarding denial of expedited
resolution of anappeal,
O agrievanceor appeal thatinvolves clinical
issues.
e Whotakeintoaccountall comments,
documents, records, and other information
submitted by the member or their
representative withoutregardto whether
suchinformation was submitted or
considered intheinitial action.
13.4.2 Special Requirements for Appeals
The process forappeals must:
134.2.1 Providethatoralinquiries seeking to appeal an P/P for Appeals Full This requirementisaddressed inpolicy LA

actionaretreated as appeals (to establishthe
earliest possiblefiling date for theappeal). The

Member Handbook
Confirmation Letter

3100.70 Member Appeals
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Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
member, member’s authorizedrepresentativeor | Template
provider, acting on behalf of the member and with
the member's written consent, may filean
expedited appeal eitherorallyor inwriting. Unless
the member requests anexpedited appeal, the
oral appeal shall be confirmed in writing.
13.4.2.2 Providethe member a reasonable opportunityto | P/P for Appeals Full This requirementisaddressed inpolicy LA
presentevidence, andallegations of factor law, in | Member Handbook 3100.70 Member Appeals
person aswellasin writing. (The MCO must Process for notifying
inform the member of the limited time available member of opportunity to File Review Results
for this sufficiently in advance of the date by provideevidence AppealsFiles
which the MCO shallresolvetheappealinthe Ten (10) of Ten (10) files met the
caseof expedited resolution). Includes Member Appeal requirement
File Review
13.4.2.3 Provide the member and his or her representative | P/P for Appeals Full This requirementisaddressed in policy LA
opportunity, beforeandduring the appeals Member Handbook 3100.70 Member Appeals
process, to examine the member's casefile, Process for notifying
including medical records, and any other member of opportunity to File Review Results
documents and records considered during the examinecasefile AppealsFiles
appeals process and any evidence considered, Ten (10) of Ten (10) files met the
relied upon, or generated by the MCO in Includes Member Appeal requirement
connection with theappeal. Thisinformation shall | File Review
be provided free of charge and sufficientlyin
advance of thedate by whichthe MCO shall
resolvetheappeal.
13424 Include, as parties to the appeal:the memberand | P/P for Appeals Full This requirementisaddressed inpolicy LA
his or her representative; or thelegal Member Handbook 3100.70 Member Appeals
representative of a deceased member's estate.
Includes Member Appeal File Review Results
File Review AppealsFiles
Ten (10) of Ten (10) files met the
requirement
1343 Training of MCO Staff Training Agendas and Full Aetna provided quarterly training
The MCO's staffshall be educated concerningthe | attachments attendance sheets and curriculum.
importance of thegrievanceandappeal Sign-insheets
procedures and therights of the member and
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)
providers.

Suggested Documentation
and reviewer instructions

please indicate policy
number, page number
reference to the
supporting
documentation)

Member Grievances and Appeals
Plan Documentation(MCO

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

MCO Response and Plan of

Action

1344 Identification of Appropriate Party Name and title of individual Full Aenta identified the Medical Director
The appropriateindividual or body within the or name of body having
MCO having decision makingauthority as partof | decision-makingauthority
the grievance/appeal procedure shallbe Job description for
identified. individualhaving decision-
making authority
13.45 Failure to Make a Timely Decision P/P for Appeals Full This requirementisaddressed inpolicy LA
Appealsshall beresolved no later than stated 3100.70 Member Appeals
timeframes andall parties shall be informed of
the MCO'’s decision. If a determination is not
madein accordance withthetimeframes
specified, the member’s request will be deemed
to exhaustthe MCO’s appeal process as of the
dateupon whicha final determination should
have been made. The member may theninitiatea
State Fair Hearing.
13.4.6 Right to State Fair Hearing P/P for Appeals Full This requirementisaddressed inpolicy LA
The MCO shallinform the member of their rightto | P/P for FairHearing 3100.70 Member Appeals
seek a State Fair Hearing if the member is not Appeal Resolution Notice
satisfiedwith the MCO’s decision in response to
anappealand the processfor doing so.
13.5 Notice of Action
13.5.1 Language and Format Requirements Notice of Action Full This requirementisaddressed inpolicy LA
The notice mustbein writingand must meet the 3100.70 Member Appeals
language and format requirements of 42 C.F.R. Includes Member
§438.10 and Section 12 of this RFP to ensureease | Grievanceand Appeals File File Review Results
of understanding. Review Grievance Files
Fifteen (15) of Fifteen (15)files metthe
requirement.
AppealsFiles
Ten (10) of Ten (10) files met the
requirement
13.5.2 Content of Notice of Action

The Notice of Action must explainthe following:
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Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
135.2.1 The actionthe MCO or its contractorhastaken or | P/P for Notice of Action Full This requirementisaddressed inpolicy LA
intends to take; Notice of Action 3100.70 Member Appeals
Includes Member File Review Results
Grievance and Appeal File Grievance Files
Review Fifteen (15) of Fifteen (15)files metthe
requirement.
AppealsFiles
Ten (10) of Ten (10) files met the
requirement
13.5.2.2 The reasons for theaction;including theright of P/P for Notice of Action Full This requirementisaddressed inpolicy LA
the member to be provided upon requestandfree | Notice of Action 3100.70 Member Appeals
of charge, reasonable access to and copies of all
documents, records, and other information Includes Member Appeal File Review Results
relevantto the member's adverse benefit File Review Appeals Files
determination. Suchinformation includes medical Ten (10) of Ten (10) files met the
necessity criteria, and any processes, strategies, or requirement
evidentiary standards used insetting coverage
limits;
135.23 The member's right to filean appeal withthe P/P for Notice of Action Full This requirementisaddressed inpolicy LA
MCO; Notice of Action 3100.70 Member Appeals
13.5.2.4 The member's right to request a State Fair P/P for Notice of Action Full This requirementisaddressed inpolicy LA
Hearing, after the MCQ's appeal process has been | Notice of Action 3100.70 Member Appeals
exhausted;
Includes Member Appeal
File Review
13.5.25 The procedures for exercising the rights specified | P/P for Notice of Action Full This requirementisaddressed inpolicy LA
inthis section; Notice of Action 3100.70 Member Appeals
13.5.2.6 The circumstances under whichexpedited appeal | P/P for Notice of Action Full This requirementis addressed in policy LA
is availableand howto requestit; Notice of Action 3100.70 Member Appeals
13.5.2.7 The member's right to have benefits continued P/P for Notice of Action Substantial This requirementisaddressed inpolicy LA The letter was updated at
pendingresolution of the appeal, howtorequest | NoticeofAction 3100.70 Member Appeals the beginning of theyear,
thatbenefits be continued, and the circumstances to includethe appropriate
under whichthe member may berequired to Includes Member Appeal File Review Results language.
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Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
Contract Requirement Language number, page number Comments (Note: For any element that is

(Federal Regulation: 438.210,438.400, 438.402, reference to the less than fully compliant, an explanation of
Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
repay the costs of these services; and File Review AppealsFiles
Two (2) of the Ten (10) files reviewed were
resolvedin the members favor and therefore
were Not Applicable
Eight (8) of Eight(8) remainingfiles did not
meet the requirement

Onsiteitwas discussed that Aetna’s notice
after initial priorauthorizationreview does
contain thelanguage however the appeal
|etter does not.

Recommendation:

Aetna shouldadd the explicitinstructions on
accessing continuous benefits during the
State Fair Hearing process to the notice of
adverse benefit determination.

13.5.2.8 Availability of interpretationservices forall P/P for Notice of Action Substantial Aetna indicated that therequired language The letter has been
languages and how to access them. Notice of Action could befoundin Policy3100.70 Member updatedintoincludethe
Appeals, page7. Afullreview of thispolicy | required verbiageandsent
revealed “oral interpretation services and to the statefor
alternate formats will be available to review/approval.

members atno cost”. Ontheother hand the
section of the policydirectly related to the
notice of actionor decision letter does not
mention inclusion of this serviceas a
standarddisclosure.

Recommendation:

The language describing the availability of
interpretation services should beincluded in
the Notice of Action.

13.5.3 Timing of Notice of Action
The MCO must mail the Notice of Action within
the following timeframes:
13.5.3.1 For termination, suspension, or reduction of P/P for Notice of Action Full This requirementisaddressed in policy LA
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Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy

Contract Requirement Language number, page number Comments (Note: For any element that is
(Federal Regulation: 438.210,438.400, 438.402, reference to the less than fully compliant, an explanation of
Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
previouslyauthorized Medicaid-covered services, 3100.70 Member Appeals
atleastten (10) days beforethe date of action,:
13.5.3.2 In cases of verified member fraud, or when LDH P/P for Notice of Action Non compliance This newlanguageis notyetincluded in The verbiageis beingadded
has factsindicating thataction should be taken policy LA3100.70 Member Appeals to theSIU policy.
because of probable member fraud atleast five
(5) days beforethe date of action; Onsite, Aetna stated that therequirementis

addressedin policy. LA0041.LAState
notification. Areview of this policy did not
indicatethattherequired language was
contained within.

Recommendation:

Aetna shouldadd therequiredlanguageto

its policies and procedures.

13533 By the date of action forthe following: P/P for Notice of Action Full This requirementisaddressed inpolicy LA

e Inthedeath of a recipient; 3100.70 Member Appeals

o |fthe member submits a signed written
recipientstatement requesting service
terminationor giving information requiring
terminationor reductionof services (where he
understands that this must betheresult of
supplyingthatinformation);

e The recipient’s admission to an institution
wherehe is eligible for furtherservices;

e Therecipient’saddressis unknown and mail
directed to him has no forwarding address;

o The recipienthas been accepted for Medicaid
services by another local jurisdiction; or

e The recipient’s physician prescribes the change
inthelevel of medical care;or

o As otherwise permitted under 42 CFR

§431.213.
13.5.34 For denial of payment, atthe time of any action P/P for Notice of Action Full This requirementis addressed in policy LA
affectingtheclaimaccordingto theterms and 3100.70 Member Appeals

conditions outlined in the contract between the
providerandtheindividual MCO.
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Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
13.53.5 For standard service authorization decisions that P/P for Notice of Action Full This requirementisaddressed inpolicy LA
13.5.3.5.1 deny or limit services, as expeditiously as the P/P for Notice of Actionfor 3100.70 Member Appeals
13.5.3.5.2 member's health conditionrequires and within Standard Service
fourteen (14) calendar days following receipt of Authorizations
the requestfor service, with a possible extension | P/P for Handling Extensions
of up to fourteen (14) additional calendardays, if: | Notice of Decisionto
e The member, or the provider, actingon behalf | Extend Timeframe
of the member and with the member's written
consent, requests extension; or
e The MCO justifies (to DHH upon request) a
need for additional informationandhow the
extension isinthe member's interest.
13.5.3.6 If the MCO extends the timeframein accordance P/P for Notice of Action Full This requirementisaddressed inpolicy LA
with above,itmust: P/P for Handling Extensions 3100.70 Member Appeals
o Makereasonable efforts to give the member Notice of Decisionto
promptoral notice of thedelay; Extend Timeframe
e Withintwo (2) days, give the member written
notice of thereasonfor the decisionto extend
the timeframe andinformthe member of the
rightto filea grievanceif he or she disagrees
with thatdecision, and
e |ssueandcarry outits determination as
expeditiouslyasthe member's health condition
requires and no laterthan thedatethe
extension expires.
13.5.3.7 Onthedatethe timeframefor service P/P for Notice of Action Full This requirementisaddressed in policy LA
authorizationas specified expires. Untimely Prior Authorization
serviceauthorizations constitute a denial and are
thus adverseactions.
13.5.3.8 For expedited service authorization decisions P/P for Notice of Action Full This requirementisaddressed inpolicy LA
wherea providerindicates, or the MCO P/P for Notice of Actionfor Prior Authorization
determines, that following the standard Expedited Service
timeframe couldseriously jeopardize the Authorizations
member's life or health orability to attain,
maintain, or regain maximum function, the MCO
must make an expedited authorizationdecision

2019 Compliance Report — Aetna

Page174 0f233



Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)
and provide notice as expeditiouslyas the
member's health conditionrequires and no later
than seventy-two (72) hours afterreceipt of the
requestfor service.

Suggested Documentation
and reviewer instructions

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

MCO Response and Plan of
Action

13.5.3.9 The MCO may extend the seventy-two (72)hours | P/P for Notice of Action Full This requirementisaddressed inpolicy LA
time period by up to fourteen (14)calendardaysif | P/P for Handling Extensions 3100.70 Member Appeals
the member requests anextension, orifthe MCO | Notice of Decisionto
justifies (to DHH upon request) a need for Extend Timeframe
additional informationand how the extensionis in
the member's interest.
13.5.3.10 DHHwill conductrandom reviews to ensure that
members arereceiving suchnoticesina timely
manner.
13.6 Resolution and Notification
13.6 The MCO mustdispose of a grievanceand resolve | P/P for Grievances Full This requirementisaddressed inpolicy LA
each appeal,andprovide notice, as expeditiously | P/P for Appeals 3100.70 Member Appeals
as themember’s health condition requires, within
the timeframes established below.
13.6.1 SpecificTimeframes
13.6.1.1 Standard Disposition of Grievances P/P for Grievances Full This requirementisaddressed inpolicy LA
For standard disposition of a grievance and notice 3100.90 Member Grievances
to the affected parties, the timeframeis
established as ninety (90) days fromthe day the
MCO receives thegrievance.
13.6.1.2 Standard Resolution of Appeals P/P for Appeals Full This requirementisaddressed inpolicy LA
For standard resolution of an appeal and notice to 3100.70 Member Appeals
the affected parties, thetimeframeis established | Includes Member Appeals
as thirty (30) calendar days fromthe day the MCO | File Review File Review Results
receives the appeal. This timeframe may be Appeals Files
extended under Section 13.6.1.2 of this Section. Ten (10) of Ten (10) files met the
requirement
13.6.1.3 Expedited Resolutionof Appeals P/P for Appeals Full This requirementisaddressed inpolicy LA
For expedited resolution ofanappeal andnotice 3100.70 Member Appeals
to affected parties, the timeframeis established Includes Member Appeals
as seventy-two (72) hours after the MCO receives | File Review File Review Results
the appeal. This timeframe maybe extended AppealsFiles
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Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
under Section 13.6.2 of this Section. Eight(8) of the were Not Applicabledueto
the factthatthere were no expedited
appeals
Two (2 of TwO (2) remaining files met the
requirement.
13.6.2.1 Extension of Timeframes P/P for Appeals Full This requirementisaddressed in policy LA
The MCO may extend the timeframes from P/P for Grievances 3100.70 Member Appeals
Section 13.6.1 of this Section by up to fourteen P/P for Handling Extensions
(14) calendardaysif: Notice of Decisionto File Review Results
e The member requests the extension; or Extend Timeframe AppealsFiles
e The MCO shows (to the satisfaction of DHH, Ten (10) of Ten (10) files were Not Applicable
upon its request) thatthereis need for Includes Appeals File dueto the factthatthere wereno extension
additional informationandhow thedelayisin review requests.
the member's interest.
13.6.2.2 Requirements Following Timeframe Extension P/P for Appeals Full This requirementisaddressed inpolicy LA
If the MCO extends the timeframes, it must, for P/P for Grievances 3100.70 Member Appeals
any extension not requested by the member: P/P for Handling Extensions
e  Givethemember written notice of the Notice of Decisionto File Review Results
reason forthedelay. Extend Timeframe AppealsFiles
e  Withintwo (2) calendardays give the Ten (10) of Ten (10) files were Not Applicable
member written notice of thereason forthe | Includes AppealsFile dueto the factthatthere wereno extension
decision to extend thetimeframeand inform | review requests.
the member of the rightto file a grievanceiif
he or she disagrees with that decision.
e Resolvetheappeal asexpeditiously asthe
member’s health conditionrequiresandno
later than the date the extension expires.
13.6.3 Inthecaseofan MCO thatfailsto adhereto the P/P for Appeals Full This requirementisaddressed inpolicy LA
noticeand timing requirements in this section, the 3100.70 Member Appeals
enrolleeis deemed to have exhausted the MCO’s
appeal process and mayinitiate a state fair
hearing.
13.6.4 Format of Notice of Disposition P/P for Grievances Full This requirementisaddressed in policy LA
13.64.1 Grievances. The MCO will provide written notice | P/P for Appeals 3100.70 Member Appealsandinpolicy LA
13.6.4.2 to the member of the disposition of a grievance. Resolution Notice 3100.90 Member Grievances
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)
Appeals. For all appeals, the MCO must provide
written notice of disposition. For noticeof an
expedited resolution, the MCO mustalsomake
reasonable efforts to provide oral notice.

Suggested Documentation
and reviewer instructions

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

MCO Response and Plan of
Action

13.6.5
13.6.5.1
13.6.5.2

Content of Notice of Appeal Resolution

The written notice of the resolutionmustinclude
the following: theresults of the resolution process
andthedateitwas completed.

For appeals notresolved whollyin favor of the
members:therighttorequesta State Fair
Hearing,and howto doso;therighttorequestto
receive benefits whilethe hearingis pending, and
how to maketherequest; and thatthe member
may be held liable for the cost of those benefitsif
the hearing decision upholds the MCQ's action.

P/P for Appeals
Resolution Notice

13.6.6

Requirements for State Fair Hearings
The MCO shall comply with all requirements as
outlinedin this RFP.

13.6.6.1

Availability. If the member has exhausted the
MCO-level appeal procedures, the member may
requesta State Fair Hearing withinone hundred
twenty (120) days fromthe date of the MCO's
notice of resolution. The member may also
initiate a State Fair Hearing following deemed
exhaustion of appeals processes.

P/P for Appeals
P/P for FairHearings

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appealsandinpolicy LA
3100.90 Member Grievances

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.6.6.2

Parties. The parties to the State Fair Hearing
include the MCO as well as the member and his or
her representative or therepresentativeof a
deceased member's estate.

P/P for FairHearings

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appealsandinpolicy LA
3100.90 Member Grievances

13.7

Expedited Resolutionof Appeals

13.7.0

The MCO mustestablish and maintainan
expedited review process forappeals, when the
MCO determines (fora request from the member)
or the provider, actingon behalf of the member
and with the member's written consent, indicates

P/P for Appeals

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)
(in making therequest on the member's behalf or
supporting the member's request) that taking the
time for a standard resolution could seriously
jeopardizethe member's life or health orability to
attain, maintain, or regain maximum function.

Suggested Documentation
and reviewer instructions

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendationmust be
documented below)

MCO Response and Plan of
Action

13.7.1

Prohibition Against Punitive Action

The MCO mustensurethatpunitiveactionis not
taken againsta provider, acting on behalf of the
member and with the member's written consent,
who requests anexpedited resolution or supports
a member's appeal.

P/P for Appeals
Provider Handbook

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.7.2

Action Following Denial of a Request for

Expedited Resolution

If the MCO denies a request for expedited

resolution of anappeal, it must:

e Transfertheappeal to the timeframefor
standardresolution;

o Makereasonable efforts to give the member
promptoral notice of the denial,andfollow up
within two (2) calendar days witha written
notice.

o This decision(i.e., thedenial of a request for
expedited resolutionof an appeal) does not
constitutean Actionor require a Notice of
Action.The Member may filea grievancein
response to this decision.

P/P for Appeals
Denial Notice

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.7.3

Failure to Make a Timely Decision
Appealsshallberesolved no later than above
stated timeframes andall parties shall be
informed of the MCQO’s decisioninwriting. Ifa
determinationis notmade by theabove
timeframes, the member’s request will be
deemed to have exhausted the MCO’s appeal
processas ofthedate uponwhicha final
determinationshould have been made.

P/P for Appeals

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.74

Process

P/P for Appeals

Full

This requirementisaddressed inpolicy LA
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Contract
Reference
13.74.1

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

438.416,438.420,438.424)
The MCOis requiredto follow all standard a ppeal
requirements for expedited requests except
wheredifferences arespecificallynoted in the
requirements for expedited resolution. The
member or provider, acting on behalf of the
member and with the member's written consent,
may file an expedited appeal either orally orin
writing. No additional follow-up may be required.

Suggested Documentation
and reviewer instructions

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

3100.70 Member Appeals

MCO Response and Plan of
Action

13.74.2

The MCO shall inform the member of the limited
timeavailable for the member to present
evidenceand allegations of factor law, inperson
andinwriting, inthe case of expedited resolution.

Process for notifying
member of opportunity to
presentevidence

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.7.5

Authority to File

The Medicaid member or their provider, actingon
behalf of the member and with the member's
written consent, may file an expedited appeal
either orally orin writing. No additional member
follow-up is required.

P/P for Appeals

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.7.6

Format of Resolution Notice
In addition to written notice, the MCO mustalso
make reasonable effort to provide oral notice.

P/P for Appeals

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals

13.8

Continuation of Benefits

13.8.1

Terminology - As usedin this section, “timel y"
filing meansfiling on or before the later of the
following: withinten (10) days of the MCO mailing
the notice of action or theintended effective date
of the MCQ's proposedaction.

13.8.2

Continuation of Benefits

The MCO must continuethe member's benefitsif:

The member or the provider, acting on behalf of

the member and with the member's written

consent, files the appeal timelyin accordance with

42 CFR 8§438.402(c)(1)(ii) and (c)(2)(ii);

e The appealinvolvesthetermination,
suspension, or reduction of a previously
authorized course of treatment;

P/P for Continuation of
Benefits

Process for notifying
member of continuation of
benefits

Full

This requirementisaddressed inpolicy LA
3100.70 Member Appeals
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Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract 438.404,438.406,438.408,438.410,438.414, Suggested Documentation supporting Review the finding and a recommendationmust be MCO Response and Plan of
Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
e The services were ordered by an authorized
provider;
o The original period covered by the original
authorizationhas not expired; and
e The member requests extension of benefits.
13.8.3 Duration of Continued or Reinstated Benefits P/P for Continuation of Full This requirementisaddressed inpolicy LA
If the MCO continues or reinstates the member's | Benefits 3100.70 Member Appeals
benefits whiletheappealis pending, the benefits | Process fornotifying
must be continued until one of following occurs: member of continuation of
o The member withdraws the appeal; benefits
e Ten (10) days pass after the MCO mails the
notice, providing theresolution of theappeal
againstthe member, unless the member, within
the ten (10) day timeframe, has requested a
State Fair Hearing with continuation of benefits
until a State Fair Hearing decision is reached;
e AStateFair Hearing Officerissues a hearing
decision adverse to the member;
e The time period or service limits of a previously
authorized service has been met.
13.8.4 Member Responsibility for Services Furnished P/P for Continuation of Full This requirementisaddressed inpolicy LA
While the Appeal is Pending Benefits 3100.70 Member Appeals
If the final resolutionof theappeal is adverse to Process for notifying
the member, thatis, upholds the MCO's action, member of continuation of
the MCO may recover the cost of the services benefits
furnishedto the member whiletheappealis
pending, to the extentthat they were furnished
solely because of the requirements of this Section,
andinaccordance with the policysetforthin 42
C.F.R.§431.230(b).
13.9 Information to Providers and Contractors
13.9.0 The MCO must provide theinformationspecified | Provider Manual/Handbook Full This requirementisaddressed inprovider
at42 C.F.R.§438.10(g)(2)(xi) about the grievance | Provider Contract manual
systemtoall providers and contractors atthetime | Contractor Contract
they enter into a contract.
13.10 Recordkeepingand Reporting Requirements
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Contract

Contract Requirement Language
(Federal Regulation: 438.210,438.400, 438.402,
438.404,438.406,438.408,438.410,438.414,

Suggested Documentation

Member Grievances and Appeals
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

supporting Review

Comments (Note: For any element that is
less than fully compliant, an explanation of
the finding and a recommendationmust be

MCO Response and Plan of

Reference 438.416,438.420,438.424) and reviewer instructions documentation) Determination documented below) Action
13.10.0 Reports of grievances and resolutions shall be P/P for Grievances Full This requirementisaddressed inpolicy LA
submitted to DHH as specified in Section13.4and | P/P for reporting 3100.70 Member Appealsandinpolicy LA
of this RFP. The MCO shall not modifythe grievances and resolutions 3100.90 Member Grievances
grievance procedure without the prior written to DHH
approval of DHH. Report Format
13.11 Effectuation of Reversed Appeal Resolutions
13.11.1 Services not Furnished While the Appeal is P&P for effectuation of Full This requirementisaddressed inpolicy LA
Pending reversed appeal resolutions 3100.70 Member Appeals
If the MCO or the State Fair Hearing officer
reverses a decisionto deny, limit, or delayservices
thatwere notfurnished whiletheappeal was
pending, the MCO mustauthorize or provide the
disputed services promptly, andas expeditiously
as themember's health condition requires but no
later than 72 hoursfromthe dateitreceives
noticereversing the decision..
13.11.2 Services Furnished While the Appeal is Pending P&P for effectuation of Full This requirementisaddressed inpolicy LA
If the MCO or the State Fair Hearing officer reversed appeal resolutions 3100.70 Member Appeals
reverses a decisionto deny authorization of
services,andthe member received the disputed
services whilethe appeal was pending, the MCO
must pay for those services, inaccordance with
this Contract.
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14.1
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Quality Assessment and Performance Improvement Program (QAPI)

1411

The MCO shall establishandimplementa Quality
Assessmentand Performance Improvement
(QAPI) program, asrequired by 42 CFR
§438.330(a)(1), to:

141.1.2

Objectively and systematically monitorand
evaluate the quality and appropriateness of care
and services and promote improved patient
outcomes through monitoring andevaluation
activities;

QAPI Program Description
QAPI Work Plan

Full

This requirementisaddressed inthe

LA_MCO_14_QM 2019 Program Description.

1413

Incorporateimprovement strategies thatinclude,
butarenotlimited to: performanceimprovement
projects; medical recordaudits; performance
measures; Plan-Do-Study-Act cycles or continuous
quality improvement activities; member and/or
providersurveys; and activities that address
health disparities identified through data
collection.

QAPI Program Description
QAPI Work Plan

Full

This requirementisaddressed inthe

LA_MCO_14_QM 2019 Program Description.

Aetna participatesinPIP projects.

1414

Detect and address underutilization and
overutilization of services

QAPI Program Description
QAPI Work Plan

Full

This requirementisaddressed inthe

LA MCO_14 QM 2019 Program Description.

14.1.6

The MCO shall establisha quality improvement
strategy whichincludes atleastthree(3) non-
medicallyindicated procedures for either prior
authorizationor nonpaymentin s pecific
populations. Multiple medical specialty
recommendations on appropriate utilization of
services can befound at
www.choosingwisely.org/. The strategy will be
reviewed and approved by LDH priorto initial
implementation and prior to implementation of
significant changes, defined as adding or deleting
a procedure, to the strategy.

QAPI Program Description
QAPI Work Plan

Full

This requirementisaddressed inthe

LA_MCO_14_QM 2019 Program Description.

14.1.7

The MCO shall reduce underutilization of services
inareasincluding, but notlimited to HIVand
Syphilis screeningin pregnant women, use of long

QAPI Program Description
QAPI Work Plan

Full

This requirementisaddressed inthe

LA_MCO_14_QM 2019 Program Description.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.240)
actingreversible contraceptives, appropriate pain

managementapproachesin patients withsickle
cell disease, and behavioral therapy for ADHD and
other disorders for children under age 6.

Quality Management
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

14.1.8

The MCO shall reduce overutilization of services
and medications through policies such as, but not
limited to, priorauthorization for prescription of
ADHD drugs to children younger than sixyears of
age.

QAPI Program Description Full
QAPI Work Plan

This requirementisaddressed inthe
LA MCO_14_QM 2019 Program Description.

14.1.9

The MCO shall assess the quality and
appropriateness of care furnished to enrollees
with special health care needs.

QAPI Program Description Full
QAPI Work Plan

This requirementisaddressed inthe
LA MCO_14_QM 2019 Program Description.

14.1.10

The MCO shall promote the Louisiana Medicaid
ElectronicHealth Records (EHR) Incentive
Payment Programto further expandadoption and
support contracted participating providers
through provider educationin the collection and
reporting on CMS electronic Clinical Quality
Measures.

QAPI Program Description Full
QAPI Work Plan

This requirementisaddressed inthe
LA MCO_14_QM 2019 Program Description.

14.1.11

The MCO shall collect data on race, ethnicity,
primary language, disability, and geography (i.e.,
urban/rural). As part of the QAPI program
description the MCO shallinclude the
methodology utilized for collecting the data, as
well as any interventions taken to enhance the
accuracyofthedata collected. The MCO shall
havetheability to reportall performance
measures stratified by race, ethnicity, primary
language, disability, and geography at the request
of LDH.

QAPI Program Description Full
QAPI Work Plan

This requirementisaddressed inthe
LA MCO_14_QM 2019 Program Description.

14.1.12

The QAPI Program’s written policies and
procedures shall address components of effective
healthcare managementand define processes for
ongoing monitoring and evaluation that will
promote quality of care. High risk and high volume
areas of patient care should receive priority in

QAPI Program Description Full
QAPI Work Plan

This requirementisaddressed inthe
LA MCO_14_QM 2019 Program Description.

Aetna provided examples of several clinically
based safety initiatives such as diabetes
control, hospital-acquired conditions, and
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.240)
selection of QAP| activities.

Suggested Documentation
and reviewer instructions

Quality Management
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

breast cancer screeningas evidence.

MCO Response and Plan of
Action

14.1.13 The QAPI Program shalldefineandimplement QAPI Program Description Full This requirementisaddressed inthe
improvementsinprocesses thatenhanceclinical QAPI Work Plan LA_MCO_14_QM 2019 Program Description.
efficiency, provide effective utilization, and focus
onimproved outcome managementachieving the
highestlevel of success.

14.1.15 The MCO'’s governing body shall overseeand QAPI Program Description Full This requirementisaddressed inthe
evaluatetheimpactandeffectiveness of the QAPI | QAPI Work Plan LA MCO_14_QM 2019 Program Description.
Program.Therole of the MCQ’s governing body
shallinclude providing strategic direction to the
QAPI Program, as well as ensuring the QAPI
Programisincorporated into the operations
throughout the MCO.

14.1.16 The MCO shall have sufficient mechanismsin Feedback reports Full This requirementisaddressed inthe
placeto solicit feedback and recommendations QAPI work plan LA_MCO_14_QM 2019 Program Description.
from key stakeholders, members andtheir
families/caregivers, andproviders and use
feedback andrecommendations to improve
performance.

14.1.17 The MCO shall disseminate information about Evidence of submissionto Full This requirementis addressed inemail
findings and improvement actions taken and their | LDH confirmation of transmission of theannual
effectiveness to LDH and other key stakeholders QAPI Program Description to LDH and with
as directed by LDH. the member website, which discusses 2018

QM- resultsand 2019 QM initiatives.
Aetna provideda copy of the 2018 QAPI
Program Evaluation, which is available
through the provider portal, as evidence.

14.1.18 The MCO shallincrease the alignment of Clinical guidelines for ADHD Full This requirementisaddressed inthe ADHD

assessmentand treatment with best practice
standards through policies includingincreasing the
use of evidence- based behavioral therapies as the
first-line treatmentfor ADHD for children younger
thansixyears of age, andother methods to

Provider education
Provider manual

clinical practice guidelines andtool kits, as
well as on the provider website.
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Quality Management
Plan Documentation(MCO
please indicate policy
number, page number

Comments (Note: For any element that is

reference to the

less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of

Reference (Federal Regulation: 438.240) and reviewer instructions documentation) Determination documented below) Action
increasethealignment with best practices for
ADHD carefor all childrenandparticularly for
childrenunderagesix.

14.1.19 The MCO shall conduct peer review to evaluate P/P provider oversight Full This requirementisaddressed inPolicy LA
the clinicalcompetence and quality and Peer review reports QM 63, Reviews of Potential Qualityof Care
appropriateness of care/services provided to Concerns.
members.

Aetna alsoprovided a PQOC Reportas
evidence,

14.1.20 The MCO shall participatein the LDH IMT meeting minuets Full This requirementisaddressed inPIP
Interdepartmental Monitoring Team (IMT) collaborative and ITM meetingminutes
meetings and other quality improvement-related showing Aetna attendance and participation.
meetings /workgroups, as directed by LDH.

14.1.21 The MCO shall report the percentage of members | BH utilization reports Full This requirementisaddressed inthe
who arereceiving behavioral health services P/P BHUM LA MCO_14_QM 2019 Program Description.
whose clinical functioning is assessed over time Outcome measuresand
(via clinicianand/or member/familyratings on evidencethatwasshared Aetna provided copies of Behavioral Health
standardized tools, and/or measurable functional | with LDH Utilization Report318asevidence.
outcomes) to measure positive outcomes of
servicedelivered. Ata minimum, this will include
childrenreceiving CSoC services and EBPs.

14.1.21.1 .1For members for whom outcomes are assessed, | Outcome measuresand Full This requirementis addressed inthereport

14.1.21.2 the MCO shallreporton thenumber and results on antidepressant medication compliance.

percentage of members who show improved BH outcome measuresand
functioning with treatment, as well as the evidenceshared with LDH
amountof improvement.
.2Inaddition, the MCO shall develop a strategy to
increase the use of outcome measurements for
all members receiving specialized behavioral
health services; the strategy will be due to LDH-
OBHonanannual base.

14.2 QAPI Committee

14.2.1 The MCO shall forma QAPI Committee thatshall,
ata minimuminclude:

142.1.1 QAPI Committee Members QAPI Program Description Full This requirementisaddressed inthe
The MCO Medical Director must serve as either Compositionof QAPI LA MCO_14_ QM 2019 Program Description.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.240)
the chairmanor co-chairman;

Quality Management
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Suggested Documentation
and reviewer instructions
Committee

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

14.2.1.2 The MCO Behavioral Health Director; QAPI Program Description Full This requirementisaddressed inthe
Compositionof QAPI LA MCO_14_QM 2019 Program Description.
Committee
14213 Appropriate MCO staffrepresenting the various QAPI Program Description Full This requirementis addressed inthe
departments of the organization will have Compositionof QAPI LA_MCO_14_QM 2019 Program Description.
membershipon the committee; Committee
14.2.1.4 The MCO is encouraged to include a member QAPI Program Description Full This requirementisaddressed inthe
advocaterepresentative on the QAPI Committee; | Compositionof QAPI LA MCO_14_QM 2019 Program Description.
and Committee
14215 The MCO shallinclude LDH representative(s)on QAPI Program Description Full This requirementis addressed inthe
the QAPI Committee, as designated by LDH as Compositionof QAPI LA_MCO_14_QM 2019 Program Description.
non-voting member(s). Committee
14.2.2 QAPI Committee Responsibilities QAPI Program Description Full This requirementisaddressed inthe QM
The committee shall meet on a quarterly basis. Its | QAPI Work Plan Committee meeting minutes from quarterly
responsibilities shall include: QAPI Committee meetings.
Descriptionincludingroles
and responsibilities
1422.1 Directand review quality improvement (Ql) QAPI Program Description Full This requirementis addressed inthe
activities; LA_MCO_14_QM 2019 Program Description.
14.2.2.2 AssurethanQAPI activities take placethroughout | QAPI Program Description Full This requirementisaddressed inthe
the MCO; LA MCO_14_QM 2019 Program Description.
14.2.2.3 Review and suggest new andor improved QI QAPI Program Description Full This requirementisaddressed inthe
activities; LA_MCO_14_ QM 2019 Program Description.
14.2.2.4 Direct task forces/committees to review areas of QAPI Program Description Full This requirementisaddressed inthe
concerninthe provision of healthcare services to LA MCO_14_QM 2019 Program Description
members;
14.2.2.5 Designate evaluation and studydesign QAPI Program Description Full This requirementisaddressed inthe
procedures; LA MCO_14 QM 2019 Program Description.
14.2.2.6 Conductindividual PCPand LMHP and practice QAPI Program Description Full This requirementis addressed inthe
quality performance measure profiling; LA_MCO_14_QM 2019 Program Description.
14.2.2.7 Report findings to appropriate executive QAPI Program Description Full This requirementisaddressed inthe
authority, staff, and departments within the MCO; LA MCO_14_QM 2019 Program Description.
14.2.2.8 Directand analyze periodic reviews of members’ QAPI Program Description Full This requirementisaddressed inthe
service utilization patterns; LA_MCO_14 QM 2019 Program Description.
14.2.2.9 Maintain minutes of allcommittee and sub- QAPI| Program Description Full This requirementis addressed inthe
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Quality Management
Plan Documentation(MCO
please indicate policy
Comments (Note: For any element that is

number, page number

reference to the

less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference (Federal Regulation: 438.240) and reviewer instructions documentation) Determination documented below) Action
committee meetings andsubmit meeting minutes LA MCO_14_QM 2019 Program Description.
to LDH;
14.2.2.10 Reportan evaluationoftheimpactand QAPI Program Description Full This requirementisaddressed inthe
effectiveness of the QAPI programto LDH LA MCO_14_QM 2019 Program Description.
annually. This reportshall include, butis not
limited to, all care managementservices;
14.2.2.11 Ensurethatthe QAPI committee chair attends LDH | QAPI Program Description Full This requirementis addressed inthe
quality meetings;and LA MCO_14_QM 2019 Program Description.
14.2.2.12 Update provider manuals andother relevant QAPI Program Description Full This requirementisaddressed inthe
clinical contenton a periodic basis as determined LA MCO_14_QM 2019 Program Description.
by the committee chairperson.
1423 QAPIWorkPlan QAPI| Program Description Full This requirementis addressed inthe
The QAPI Committee shall developandimplement | QAPI Work Plan LA_MCO_14_QM 2019 Program Description.
a written QAPI plan whichincorporates the Evidence of timely
strategicdirection provided by the governing submission of the written
body. The QAPI planshall be submitted to LDH QAPI plan
within thirty (30) days after the effective date of
the contractandannually thereafter, andprior to
implementation of revisions. The QAPI plan, ata
minimum, shall:
14.23.1 Reflecta coordinated strategy to implementthe QAPI Program Description Full This requirementis addressed inthe
QAPI Program, including planning, decision LA_MCO_14_QM 2019 Program Description.
making, intervention and assessment of res ults;
14.2.3.2 Include processes to evaluate theimpactand QAPI Program Description Full This requirementisaddressed inthe
effectiveness of the QAPI Program; LA MCO_14 QM 2019 Program Description.
14233 Include a description of the MCO staff assignedto | QAPI Program Description Full This requirementis addressed inthe
the QAPI Program, their specifictraining, how LA_MCO_14_QM 2019 Program Description.
they are organized, and theirresponsibilities;
14234 Describetheroleofits providersin givinginputto | QAPI Program Description Full This requirementisaddressed inthe
the QAPI Program; and LA MCO_14_QM 2019 Program Description.
14.2.3.5 Be exclusive to Louisiana Medicaid and shall not QAPI Program Description Full This requirementisaddressed inthe
contain documentation from other state Medicaid LA MCO_14_QM 2019 Program Description.
programs or product lines operated by the MCO.
14.2.3.6 Describethe methods forensuring data collected | QAPI program description Full This requirementis addressed inthe
andreported to LDHis valid, accurate, andreflects LA MCO_14_QM 2019 Program Description.
providers’ adherenceto clinical practice guidelines
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Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of

Reference (Federal Regulation: 438.240) and reviewer instructions documentation) Determination documented below) Action
as appropriate.

14.23.7 Include a fidelity monitoring plan whichata Monitoring plan Full This requirementisaddressed inthe
minimum includes the fidelity criteria for each LA_MCO_14_QM 2019 Program Description.
applicableservice/providertype, sampling
approach, data collection methods, tools to be
used, frequencyof review, and validation
methods.

14.2.4 QAPIReporting Requirements QAPI Program Description Full This requirementisaddressed inthe

14.2.4.1 The MCO shall submit QAPI reports annuallyto LA MCO_14_QM 2019 Program Description.
LDH which, ata minimum, shallinclude:

e Qualityimprovement (Ql) activities; Aetna providedtheir QAPI evaluations for
e Recommended newand/orimproved Ql 2017 and2018asevidence.
activities;and
e Results of the evaluation of theimpactand
effectiveness of the QAPI program.

14243 The MCO shall provide data reports, includingbut | QAPI Program Description Full Aetna providedreports on nursing home,
notlimited to ad-hocreports and reports for behavioral health, CSoC, SUD, and other
special populations (e.g., DCFS/0JJ, nursing home populations.
populations), to LDH using the s pecifications and
formatapproved by LDH. The MCO shall submit
the reports based on theagreed upon dates
established by the MCO and LDH.

14.2.5 Performance Measures HEDIS IDSS results Full Aetna providedevidencethatall

14.25.1 The MCO shall report on performance measures PMresults performance measures were submitted on
listed in Attachment Eand inaccordance with the time.
timeline and format specified in the MCO Quality
CompanionGuide.

14.2.5.2 The MCO shall have processesin placeto monitor | P/P performance measures Full This requirementisaddressed inthe
and self-reportallperformance measures. Finalauditreport LA MCO_14_QM 2019 Program Description.

Aetna provideda report fromtheir HEDIS
auditoras evidence.

14253 The data shalldemonstrate adherence to clinical P/P performance Full This requirementisaddressed inthe
practice guidelines and improvementinpatient measurement LA_MCO_14_QM 2019 Program Description.
outcomes.

Aetna provided copies of their Clinical
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Practice Guideline Policy as evidence.
14254 The MCO shall utilize systems, operations, and P/P Full This requirementisaddressed inthe
performance monitoring tools and/orautomated | QAPI programdescription LA_MCO_14_QM 2019 Program Description.
methods for monitoring.
14255 The tools and reports shall be flexibleand P/P Full This requirementisaddressed inthe
adaptableto changesin the qualitymeasurements | QAPI program description LA_MCO_14_QM 2019 Program Description.
required by LDH.
14.2.5.6 The MCO shall maintainintegrity, accuracy,and QAPI Program Description Substantial This requirementisaddressed inthe Aetna plansto build a
consistency indatareported. Uponrequest, the QAPI Work Plan LA MCO_14_QM 2019 Program Description. | processforvalidatingand
MCO shall submit to LDH detail sufficient to verifying dataintegrity to
independently validate the data reported. A pre-onsitereview of theannual 17P ensureaccurate outcomes.
measure, as well-asthe monthly ITM Aetna will also puta regular
measures identified variance in monthly auditprocessin placeto
versus annual denominators of highrisk monitor accuracy.
pregnantwomen with prior preterm birth. A systemsuchasInovalon
will be utilized to build non-
Aetna states the following: hedis measures or custom
“There arehistoricalissues with rate measures to eliminate
calculation. Thisis a state measure. Aetna’s | variance. This hasbeen
Ql Departmentdidan auditof 17P discussed with Aetna
calculation. Modifications to thelogic have corporateas partof HEDIS
been made. Going forward, Aetna is using projectactivities.
the Inovalon HEDIS product to eliminate this
variance.”
Recommendation:
Aetna shouldmove forward with its
remediated process and monitor this
measureto ensurerateaccuracy.
14.2.5.7 Incentive Based Performance Measures HEDIS results—incentive Full This requirementisaddressed inthe
142571 Incentive Based (IB) measures are measures that measures LA MCO_14_QM 2019 Program Description.
may affect PMPM payments and canbeidentified
in Attachment E annotated with “$S$”. Aetna provided HEDIS worksheets as
evidence. Theindicatorsare nowfoundin
AppendixJ. Aetna demonstrated the
annotationasevidence.
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14.25.7.2 Based onan MCOQO’s Performance Measure
outcomes for CYE 12/31/2015, a maximum of
$22,25000,000($250,000 per measure) inOctober
following the measurement CY will be withheld
from paymentif specified performance measures
fall below LDH’s established benchmarks for
improvement.
142573 LDH expressly reserves the right to modify existing | P/P Performance measures
performance |B measures. Any changesin the
Incentive Based performance measures will
requirean amendment to the Contractand LDH
will provide six (6) months’ notice of such change.
14258 Performance Measures Reporting HEDIS results
14.258.1 The MCO shall utilize systems, operations, and IDSS submission
performance monitoring tools and/orautomated | Finalauditreport
methods for monitoring.

Not Applicable This isa statefunction.

14.2.5.8.2 The tools and reports will be flexibleand Full This requirementisaddressed inthe
adaptableto changesin the qualitymeasurements LA_MCO_14_QM 2019 Program Description.
required by LDH.

14.2.5.8.3 The MCO shall have processes in placeto monitor | P/P performance measures Full This requirementisaddressed inthe
and self-report performance measures as LA MCO_14_QM 2019 Program Description.

specifiedin Section 14.2.5 Performance Measures.
Aetna providedself-reported non-HEDIS
performance measurereports as evidence.

14.2.5.9 Beginningin2018, the MCO shall submit audited P/P performance measures Full This requirementisaddressed inthe HEDIS
HEDIS results to NCQAaccording to NCQA’s HEDIS AuditTimeline.
data submissiontimeline for health plans to
submitfinal Medicaid HEDIS results (typically June Aetna providedthe 2018 HEDIS workbook as
15 of each calendaryear). evidence.
14.2.8 Performance Improvement Projects PIP proposal/reports Full This requirementisaddressed inthe HEDIS
14.2.8.1 The MCO shall establishandimplementan P/P performanceinput Audit Timeline.
ongoing program of Performance Improvement projects
Projects (PIP)thatfocuses on clinical and non- PIP meeting minutes

clinical performance measures as specifiedin42
CFR §438.330.
14.2.8.2 The MCO shall performtwo (2) LDH-approved PIPs | PIP proposal/reports Full This requirementis addressed inthe
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the finding and a recommendation must be
documented below)

required PIP reporting.
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Action

142.82.1 Effective2/1/16,the MCO shall performa PIP proposal/reports Full This requirementisaddressed inthe
minimum of one (1) additional LDH-approved P/P performanceinput required PIP reporting.
behavioral-health PIP each contractyear. projects

PIP meeting minutes

14.2.83 Performance Improvement Projects shall be PIP proposal/reports Full This requirementisaddressed inthe
designed to achieve, through ongoing P/P performanceinput required PIP reporting.
measurements and intervention, significant projects
improvement sustained overtime, with favorable | PIP meeting minutes
effects on health outcomes and enrollee
satisfaction. Each project mustinvolve the
following:

e Measurement of performance using objective
quality indicators;
e Implementation of interventions to achieve
improvementintheaccess to andquality of
care;
e Evaluationofthe effectiveness of the
interventions;and
e Planningand initiation of activities for
increasingor sustaining improvement.
14284 Withinthree (3) months of the execution of the PIP proposal/reports Substantial With the exceptionof the IETPIP, Aetna has | Aetna has metwith IPRO

Contractand atthe beginningof each Contract
year thereafter, the MCO shall submit, in writing,
a general and a detailed description of each
Performance Improvement Project to LDH for
approval. Thedetailed description shall include:

e An overview explaining how and why the
project was selected, thestatus of the PIP,and
its relevance to the MCO members and
providers;

e The study question;

P/P performanceinput
projects
PIP meeting minutes

met all PIP requirements.
Duringthereview period, there weretwo |ET
PIP components with a determination of Not

Met:

2c. Objectives did notalign aimandgoals
with interventions, and

4a.Susceptible subpopulations were not

andLDHon9/3/19 to
discuss and clarify goals,
objectivesand
interventions. Aetnaisin
the process of revising the
IETPIP to meet all
requirements. The revision
will bereflected in the next
submission.
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e The study population; identified using claims data on performance | Aetna will utilize claims
e The quantifiable measures to be used, including measures,and data on performance
the baselineand goal for improvement; measures to identifythe
¢ Baseline methodology; Stratified by demographic and clinical appropriate population.
e Data sources; characteristics.
e Data collection methodology andplan; Also duringthereview period, therewasno | A primarycontactperson
e Data collection plan and cycle, whichmust be at primary contact person indicated on thelET | has been assigned to lead
least monthly; PIP. the [ET PIP.

e Results with quantifiable measures;

o Analysis withtime periodandthe measures
covered;

e Explanation of the methods to identify
opportunities for improvement; and

e An explanationoftheinitial interventions to be

Recommendation:
Aetna shouldaddress theseissuesin their
next PIP submission.

taken.
14.2.8.5 PIPs used to measure performanceimprovement | PIP proposal/reports Full This requirementisaddressed inthe
shallinclude diagrams (e.g. algorithms and/orflow | P/P performanceinput required PIP reporting.
charts) for monitoring and shall: projects

¢ Targetspecificconditions andspecific health PIP meeting minutes
servicedelivery issues forfocused system-
wideand individual practitioner monitoring
and evaluation;

e Useclinical carestandards and/or practice
guidelines to objectively evaluatethe carethe
MCO delivers or fails to deliver for the
targeted clinical conditions;

e Useappropriate quality indicators derived
fromtheclinical care standards and/or
practice guidelines to screen and monitor care
and services delivered;

¢ Implementsysteminterventions to achieve
improvementinquality, including a (PDSA)
cycle;

¢ Evaluatetheeffectiveness of the
interventions;

¢ Providesufficientinformation to planand
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¢ Monitor the quality andappropriateness of
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¢ Validatethedesignto assurethatthedata to
be abstracted duringthe Ql projectis
accurate, reliable and developed according to
generally accepted principles of scientific
research and statistical analysis,and

e Maintain a system for trackingissues over
timeto ensurethatactions for improvement
areeffective.

Quality Management
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is

less than fully compliant, an explanation of
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process shall bereported to LDH separatelyfor

14.2.10 Member Satisfaction Surveys CAHPS report Full This requirementisaddressed inPolicy A-LA
14.2.10.1 The MCO shall conductannual Consumer 8200.10, CAHPS Member Experience
Assessment of Healthcare Providersand Surveys.
Subsystems (CAHPS) surveys and methodologyto
assess the quality and appropriateness of care to
members.
14.2.10.2 The MCO shall enter into anagreement with a CAHPS Vendor contract Full This requirementisaddressed inthe
14.2.10.3 vendor thatis certified by NCQAto perform executed contract with Center for the Study
CAHPS surveys. The MCO’s vendorshall perform of Services to conduct CAHPS surveys.
CAHPS Adultsurveys; and CAHPS Child surveys,
including the Childrenwith Chronic Conditions
survey supplement.
14.2.10.4 Survey results and a description of the survey CAHPS report Full This requirementis addressed incopies of

CAHPs reports for adultand child surveys.
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each required CAHPSsurvey. CAHPS survey results
areduewith all other performance measures.
14.2.10.5 The CAHPS survey results shall bereported to LDH | CAHPS data file Full This requirementis addressed incopies of
orits designeefor eachsurvey question. These CAHPs reports for adultand child surveys.
results maybe used by LDH for publicreporting.
Responses will be aggregated by LDH or its
designeefor reporting. The surveyshallbe
administered to a statisticallyvalid random
sampleof clientswho areenrolledinthe MCO at
the time of the survey.
14.2.10.6 The surveys shall provide validandreliable data Evidence CAHPS vendor Full This requirementis addressed incopies of
for results. was used CAHPs reports for adultand child surveys.
14.2.10.7 Analyses shall provide statistical analysis for CAHPS reports Full This requirementis addressed in copies of
targeting improvement efforts and comparisonto CAHPs reports for adultand child surveys.
national and state benchmark standards.
14.2.10.8 The mostcurrent CAHPSHealth Plan Survey CAHPS reports Full This requirementis addressed incopies of
14.2.10.8.1 | (currently 5.0)for Medicaid Enrollees shall be CAHPs reports for adult and child surveys.
14.2.10.8.2 | usedandinclude: Aetna providedscreen shots as evidence of
14.2.10.83 | .1 GettingNeeded Care, usage of thecurrentversions.
14.2.10.84 | .2 GettingCareQuickly,
14.2.10.85 | .3 HowWell Doctors Communicate,
.4 Health PlanCustomer Service,
.5 Global Ratings.
14.2.10.9 The MCO'’s vendorshall performa LDH-approved | P/P Behavioralhealth Full This requirementisaddressed inan executed
behavioral health survey to be standardized across | survey contract Aetna provided for Decision Support
the MCOs. Thesurvey results shall be reported to Systems to providetheadultand children
LDH on anannualbasis. Timelinefor BH survey behavioral health survey. Aetna also
administration provideddetailed results of the surveys.
BH survey results, if
administered
144 Health Plan Accreditation
14.4.1 The MCO mustattainhealth planaccreditationby | AccreditationStatus Full This requirementisaddressed inAetna‘s
NCQA. If the MCO is not currentlyaccredited by including copy of 2018 NCQA certificationwith a status of
NCQA, the MCO mustattain accreditation by accreditation reportif accredited as well as score cards.
meeting NCQA accreditation standards. accredited
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14.4.2 The MCOQO’s application for accreditation must be AccreditationStatus Full This requirementisaddressed inthe
submitted atthe earliest pointallowed by the including copy of confirmation emailfrom NCQA dated April,
organization. The MCO must provide LDH with a accreditation reportif 24,2017
copy of all correspondence withNCQA regarding accredited
the applicationprocess and the accreditation
requirements.
1443 The MCO shall provide LDH with a copy of its most | AccreditationStatus Full This requirementisaddressed inthe
recentaccreditation review including: including copy of scorecards and other work products of the
accreditation reportif accreditation.
accredited
1443.1 Accreditationstatus, survey type, and level (as AccreditationStatus Full This requirementisaddressed inthe 2018
applicable); including copy of NCQA certificationwith a status of
accreditation reportif Accredited, as well as score cards.
accredited
144322 Accreditationresults, including recommended AccreditationStatus Full This requirementisaddressed inthe2018
actions or improvements, correctiveactionplan, including copy of NCQA certificationwith a status of
and summaries of findings; and accreditation reportif Accredited, as well as score cards.
accredited
14433 Expiration date of the accreditation. AccreditationStatus Full This requirementisaddressed inthe 2018
including copy of NCQA certificationwith a status of
accreditation reportif Accredited, as well as score cards.
accredited
14.4.4 Achievement of provisional accreditation status AccreditationStatus Not Applicable Aetna had full accreditation.
shall requirea CAP within thirty (30) calendardays | including copy of
of receipt of the Final Report from accreditation reportif
NCQA. Failureto obtainfull NCQA accreditation accredited
and to maintain the accreditationthereafter shall
be considered a breachof the Contractand shall
resultintermination of the Contract.
14.5 Member Advisory Council
14.5.1 The MCO shall establisha Member Advisory Member Advisory Council Full This requirementis addressed inPolicy A-LA

Council to promote collaborative effort to
enhancetheservice delivery systemin local
communities while maintainingmember focus and
allow participation inproviding input on policy
and programs.

Plan

Member Advisory Council
Composition

Member Advisory Council
Descriptionincluding roles

4600-55, Member Advisory Committee.
Aetna alsoprovided the Member Advisory
Committee (MAC) charter documentas
evidence.
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14.5.2 The Council is to be chaired by the MCO’s Member Advisory Council Substantial This requirementisaddressed inthe Aetna has started keeping
Administrator/CEO/COO or designee and will Plan Member Advisory Committee charter. minutes of it's MAC
meet atleastquarterly. Compositionof Member meetings and they will be

Advisory Council Aetna provided QAPI meeting minutes that reported regularly to
referencethe MAC and states that minutes QMOC for documentation
were notkept. andtracking.
Recommendation:

Aetna shouldkeep minutes of its MAC
meetings.

1453 Every effortshallbe madetoincludea broad Member Advisory Council Full This requirementisaddressed inthe
representation of both Plan Member Advisory Committee charter/
members /families /significant others, member Member Advisory Council
advocacy groups and providers thatreflectthe Composition
populationandcommunity served. Atleastone
familymember/caregiver of a child withspecial
health care needs shallhave representationon
the committee. Members /families /significant
others and member advocacy groups shallmake
up atleastfifty per cent (50%) of the membership.

14.5.4. The MCO shall provideanorientationandongoing | Member Advisory Council Substantial This requirementisaddressed inThe Training modules will be
training for Council members sothey have Plan Member Advisory Committee charter. developed to orientnew
sufficientinformationandunderstanding to fulfill MAC members, and for on-
their responsibilities. Aetna provided QAPI meeting minutes that goingtraining soCouncil

referencethe MAC and states thattraining members can beinformed
materials or training agendas are available. of their responsibilities.
Attendanceand minutes
Recommendation: will be documented.
Aetna shouldconductrequired training and
documentattendance by MAC members.
14.5.5. The MCO shall develop and implementa Member | Member Advisory Council Full This requirementisaddressed inthe

Advisory Council Plan that outlines the schedule of
meetings and the draft goals for the council that
includes, butis notlimited to, member’s
perspectives to improve quality of care. This plan

Plan

Evidence of timely
submission of a Member
Advisory Council Plan

Member Advisory Committee charter.
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shall be submitted to LDH within thirty (30)days
of signing the Contractandannually thereafter.
14.5.6. LDH shallbeincluded in all correspondenceto the | Member Advisory Council Substantial This requirementisaddressed inthe Aetna will keep and post
Council, includingagenda and Council minutes. Plan Member Advisory Committee charter. minutes of its MAC
Additionally, all agenda and Council minutes shall meetings on ABHLA
be posted to the MCO websiteinEnglish and Aetna provided QAPI meeting minutes that website for members to
Spanish, with any member-identifying information referencethe MAC and states that minutes access.
redacted. were notposted.
Recommendation:
Aetna shouldkeep and post minutes of its
MAC meetings.
14.6 Fidelity to Evidence-Based Practices Fidelity monitoring plan Full This requirementisaddressed inthe
14.6.1 The MCO will establish a fidelity-monitoring plan MOUs LA MCO_14_QM 2019 Program Description.
in placefor Evidenced Based Practice providersto | Evidence of submissionto
ensure providers’ adherence to evidence-based LDH Aetna providedan MOU with Case Western
and evidence-informed practices to ensure the for services.
core elements of theinterventionare maintained
and minimum fidelity standards are met. The Aetna providedthe 2018 Monitoring Planas
providers maintain fidelity monitoring for evidence. Thisincluded ACT, MST, and FFT.
Functional Family Therapy (FFT), Multisystemic
Therapy (MST),and Homebuilders and Assertive Aetna providedreportsin LDH format—
Community Treatment Act (ACT) as partof the Report355—as evidence.
certification/credentialing process. The MCO will
maintain Memorandums of Understanding
(MQOUs) with thefidelity monitoring agencies for
Family Functional Therapy, Multisystemic
Therapy, and Homebuilders. The MOUs outline a
collaborative protocol between the MCO and the
monitoringagencies to ensure the appropriate
exchange of fidelity reports and other quality
reports.
14.6.2 The MCO will manage the fidelity monitoring Fidelity monitoring plan Full This requirementisaddressed inthe
process for Assertive Community Treatment (ACT) | Evidence of submissionto LA_MCO_14_QM 2019 Program Description.
providers to ensure minimum fidelity standards LDH
utilizing the LDH specified ACT Monitoring tool. Aetna providedsigned attestation of training
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Action

14.6.3

A formal fidelity-monitoring plan will be submitted
to the State within 30days of the beginning of the
contract, which includes ata minimum the fidelity
criteriafor each applicable service/provider type,
sampling approach, data collection methods, tools
to beused, frequency of review, and validation
methods. The monitoring system shall includea
formalized monitoringreview process of all
providers’ performance on anongoing basis
including a procedure for formalreview with site-
visits. Site visits shall be conducted accordingto a
periodicscheduleindividualized by providertype
determined by the MCO and approved by LDH.
Reports will be submitted to LDH according to the
frequency established inthe fidelity monitoring
plan submitted to the State, butno lessthanonce
per year.

Fidelity monitoring plan Full
Sitevisitreports
Evidence of submissionto
LDH

Aetna providedthe 2018 Monitoring Plan.
This included ACT, MS,Tand FFT.

Aetna providedreportsin LDH format—
Report355 —as evidence.

14.8
148.1

Adverse Incident Reporting

The MCO shall devel op, submit, and implement a
critical reporting and management procedures for
the behavioralhealth population, subject to
review and approval by LDH. The procedure shall
describe how the MCO will detect, report,
remediate (when applicable), and workto prevent
the futurere-occurrence of incidents.

14.8.2

The MCO, as directed by LDH, may be required to
utilize a third party incident management system
inlieu of, orinadditionto, its own incident
management reporting system. Connection to this
third party systemisatthe costof the MCO. It
shallbethe MCQ’s decision to replaceits own
incident management system with the requested
third party systemor to utilize both systems for
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system

This requirementisaddressed inPolicy and
Procedure A-LA800.21, Adverse Incident
Reporting.

Aetna providedtheirannual Adverse
Incident PlanReport352asevidence.
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incident management.
14.8.3 The MCO shall submit reports to LDH concerning P/P BHreporting Full This requirementisaddressed intheannual
quality of care concerns andadverseincidents, as AdverseIncident Report326.
documented in the Behavioral Health Companion
Guide.
14.9 Provider Monitoring Plan and Reporting
14.9.1 The MCO shall develop and implementa planfor | P/PBHreporting Full This requirementisaddressed inPolicy A-LA
monitoringspecialized behavioral health Evidenceof report 8000.63, Provider Monitoring and Reporting.
providers and facilities across all levels of care, submission to LDH
which incorporates onsite reviews and member
interviews. The MCO shall submitthe plan to LDH
for approval within 30 calendar days of contract
executionand atleast60days prior to revision.
The MCO'’s planshall comply withall the
requirements as specified by LDH:
149.1.1 Review criteriaforeachapplicable provider Full This requirementisaddressed inPolicy A-LA
type/level of care; 8000.63, Provider Monitoring and Reporting.
149.1.2 Samplingapproachincludingnumberand Full This requirementisaddressed inPolicy A-LA
percentof onsite audits by provider type, 8000.63, Provider Monitoring and Reporting.
number and percent of desktopaudits, and
number of charts to bereviewed at each
providerlocation;
149.13 Member interview criteria; Full This requirementisaddressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
149.1.4 Random audit selection criteria; Full This requirementisaddressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
149.1.5 Tools to beused; Full This requirementis addressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
Aetna supplied sample tools as evidence.
149.1.6 Frequency of review, includingschedule of Full This requirementisaddressed inPolicy A-LA
reviews by providertype; 8000.63, Provider Monitoring and Reporting.
149.1.7 Correctiveactions to beimposedbasedon the Full This requirementisaddressed inPolicy A-LA
degree of provider non-compliance with 8000.63, Provider Monitoring and Reporting.
review criteria elements on both anindividual
and systemicbasis;
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This requirementis addressed inPolicy A-LA

8000.63, Provider Monitoring and Reporting.

MCO Response and Plan of
Action

resultina statistically significant representative
sample with a confidenceinterval of 95%+or -5
for each level of care. Thesampleshallberandom
andinclude providers who haveserved at | east
onemember duringthereview period. Levels of
careinclude mental healthoutpatient, substance
use outpatient, andinpatient /residential.
Additional levels of care maybe added atthe
discretionof LDH.

149.1.9 Inter-raterreliability testing methods. Full This requirementis addressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
Aetna providedIRR grading forreviewers as
evidence.

14.9.2 At a minimum, the MCQO’s sampling approachshall | P/P BHreporting Full This requirementisaddressed inPolicy A-LA

8000.63, Provider Monitoring and Reporting.

criteria to determine: the sufficiency of
assessmentsin the development of functional
treatment recommendations; the treatment

14.9.3 The MCO'’s review criteriashalladdress the P/P BHreporting
following areas ata minimum:
149.3.1 Adherenceto clinical practice guidelines; Full This requirementis addressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
149.3.2 Member rights and confidentiality, including Full This requirementisaddressed inPolicy A-LA
advancedirectives andinformed consent; 8000.63, Provider Monitoring and Reporting.
14933 Cultural competency; Full This requirementis addressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
14934 Patientsafety; Full This requirementis addressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.
149.3.5 Compliance with adverseincident reporting Full This requirementisaddressed inPolicy A-LA
requirements; 8000.63, Provider Monitoring and Reporting.
14.9.3.6 Appropriate use of restraints and seclusion, if Full This requirementis addressed inPolicy A-LA
applicable; 8000.63, Provider Monitoring and Reporting.
1493.7 Treatment Planningcomponents, including Full This requirementis addressed inPolicy A-LA

8000.63, Provider Monitoring and Reporting.
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Contract
Reference

Contract Requirement Language
(Federal Regulation: 438.240)

planisindividualizedandappropriate for the
enrollee and includes goals, Specific,
Measurable, Action-Oriented, Realistic,and
Time-Limited (SMART) objectives, andthe
appropriate service to achieve goal/objective;
individualized crisis plan; members’/families’
cultural preferences areassessed and included
inthe development of treatment plans; the
treatment plan has been reviewed regularly
and updated as the needs of the member
changes;thetreatmentplanincludes the
involvement of family and other support
systems in establishing treatment
goals/objectives;thetreatment planincludes
evidenceof implementationasreflected in
progress notes; andevidence that the member
is either making progress toward meeting
goals/objectives orthereis evidence the
treatment has been revised/updated to meet
the changingneeds of the member; and

Quality Management
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

14.9.3.8 Continuity and coordination of care, including

adequatedischarge planning

Full

1494 The MCO shall take steps to require adoption of
clinical practice guidelines by specialized
behavioral health providers and measure
compliance with the guidelines until such point
that90% or more of providers consistently
achieveatleast 80% compliance basedon MCO

measurement findings.

14.9.5 The MCO shall ensurethatanappropriate
correctiveactionistakenwhen a provider
furnishes inappropriate or substandard services as
determined by the MCO, when a provider does
not furnish a service thatshould have been
furnished, or when a provideris out of compliance

with federal andstateregulations. The MCO shall

Provider Monitoring P/P Full

This requirementis addressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.

This requirementisaddressed inPolicy A-LA
8000.63, Provider Monitoring and Reporting.

Aetna providedsample CAPs as evidence.
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Quality Management
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract Contract Requirement Language Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of

Reference (Federal Regulation: 438.240) and reviewer instructions documentation) Determination documented below) Action
monitor andevaluate corrective actions taken to
ensurethatappropriate changes have been made
ina timely manner.

14.9.6 The MCO shall submit quarterly reports which Provider Monitoring P/P Full This requirementisaddressed inthe
summarize monitoring activities, findings, Provider Monitoring quarterly provider monitoring reportsinLDH
correctiveactions, andimprovements for Reports format.

Specialized Behavioral Health Services.

14.10 Outcome Assessment for Specialized Behavioral Health Services

14.10.1 The MCO shall assess the treatment progressand | BHoutcomeassessment Full This requirementisaddressed inthe
effectiveness of Specialized Behavioral Health plan LA MCO_14_QM 2019 Program Description.
Services for both children and adults using Assessment Reports
standardized clinical outcome tools and measures, Aetna provided multiple examples of
accordingto the guidelines specified by LDH. reporting on the specialized behavioral

health population as evidence.

14.10.2 The MCO shall ensure providers and appropriate BH outcome assessment Full This requirementis addressed inthe web-
MCO staff are adequatelytrained/ certified inthe | plan based training links.
useof such tools and suchtraining/certificationis | Training materials
current. Evidenceof Training Aetna providedtraining slides and sign-in

Attendance sheets as evidence.

14.10.3 The MCO shall beresponsible for data collection BH outcome assessment Full This requirementis addressed inthe multiple
of outcome data, data validation activities, and plan examples of reporting on the specialized
reportingto the LDH. behavioral health population Aetna

provided.
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Fraud, Abuse, and Waste Prevention

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number Comments (Note: For any element that is
Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
General Requirements _
15.1.1 The MCO and its subcontractors shall comply with
all stateand federal laws andregulations relating
to fraud, abuse and waste inthe Medicaid and
CHIP programs, includingbut not limited to 42 CFR
438.1-438.812andla.R.S.46:437.1-437.14; LAC
50:1.4101-4235and Sections 1128,1156, and
1902(a)(68) of the Social Security Act..

15.1.2 The MCO’s Program Integrity Officerand CEO or FWA Compliance Plan Full This requirementisaddressed inthe 2018
COO shall meet with LDH and the state’s Office of ABHLA CompliancePlan.
Attorney General Medicaid Fraud Control Unit
(MFCU) quarterly, annually,andatLDH’s request, Aetna provided quarterly meeting minutes as
to discuss fraud, abuse, waste, neglectand evidence.

overpaymentissues. For purposes of this Section,
the MCO'’s Program Integrity Officershall serve as
the primary point of contact for the MCO on
issuesrelated to Fraud, Abuse, and Waste

Prevention.
15.1.3 The MCO and its subcontractors shall cooperate FWA Compliance Plan Full This requirementisaddressed inthe 2018
and assistthestateand any state or federal ABHLA CompliancePlan.

agency charged with the duty of identifying,
investigating, or prosecuting suspected fraud,
abuseor waste. Atany time during normal
business hours, CMS, the Office of the Inspector
General (0IG), HHS, the State Auditor's Office, the
Office of the Attorney General, General
Accounting Office (GAO), Comptroller General,
LDH, and/or any of the designees of the above,
and as often asthey may deem necessaryduring
the Contract period and fora period of ten (10)
years from the expiration date of the Contract
(including any extensions to the Contract), or from
the date of completion of any audit, whicheveris
later, shall have therightto inspect or otherwise
evaluate the quality, appropriateness, and
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number Comments (Note: For any element that is
Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
timeliness of services provided under the terms of
the Contractand any otherapplicablerules.
MFCU shall be allowed access to the place of
businessandto all Medicaidrecords of any
contractor, subcontractor, or provider during
normal business hours, except underspecial
circumstances determined by the MFCU when
after-houradmission will be allowed.
15.1.4 The MCO and its subcontractors shall makeall FWA CompliancePlan Full This requirementisaddressed inthe2018
program and financial records andservice delivery ABHLA CompliancePlan.
sites open totherepresentative or anydesignees
of the above. HHS, LDH, GAO, the State Auditor's
Office, the Office of the Attorney General, and/or
the designees of anyoftheaboveshall have
timely and reasonable access andtherightto
examine andmake copies, excerpts or transcripts
fromallbooks, documents, papers, and records
which aredirectly pertinent to a specific program
for the purpose of making audits, examinations,
excerpts andtranscriptions, contactandconduct
privateinterviews with MCO clients, employees,
and contractors, anddo on-site reviews of all
matters relating to service delivery as specified by
the Contract.
15.1.5 The rights of accessinthis subsectionarenot
limited to therequired retention period, butshall
lastaslongasrecords areretained.
15.1.6 The MCO and its providers and subcontractors FWA CompliancePlan Full This requirementisaddressed inthe2018
shall provide originals and/or copies (at no charge) ABHLA CompliancePlan.
of all records and informationrequested.
Requests for informationshall be compiled in the
formand thelanguage requested.
15.1.7 MCO’s employees consultants, andits FWA Compliance Plan Full This requirementisaddressed inthe 2018
subcontractors andtheiremployees shall ABHLA Compliance Plan.
cooperatefully and be availableinpersonfor
interviews and consultation regarding grandjury
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number Comments (Note: For any element that is
Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
proceedings, pre-trial conferences, hearings, trials,
andinanyother process.

15.1.8 The MCO and its subcontractors shall provide FWA Compliance Plan Full This requirementisaddressed inthe 2018
accesstoLDHand/oritsdesigneetoall ABHLA CompliancePlan.
informationrelated to grievances and appeals files
by its members. LDH shall monitor enrollmentand
terminationpractices and ensure proper
implementation of the MCO's grievance
procedures, in compliance with42 CFR §438.226-

228.
15.1.9 The MCO shall certify all statements, reports and FWA Compliance Plan Full This requirementisaddressed inthe 2018
claims, financial and otherwise, as true, accurate, ABHLA CompliancePlan.

and complete. The MCO shall not submit for
payment purposes those claims, statements, or
reports whichitknows, orhasreasonto know, are
not properlyprepared or payable pursuant to
federal and state law, applicable regulations, the
Contract, and LDH policy.

15.1.10 The MCO will reportto LDH, within three (3) FWA CompliancePlan Full This requirementisaddressed inthe2018
business days, whenitis discovered thatany MCO | Network Provider ABHLA CompliancePlan.

employee(s), networkprovider, subcontractor,or | Enrollment & Disclosure
subcontractor'semployee(s) have been excluded, | Forms

suspended, or debarred fromanystate or federal
healthcare benefit programvia the designated
LDH Program Integrity contact.

15.1.11 The MCO and its subcontractors shall have FWA CompliancePlan Full This requirementisaddressed inthe2018
surveillance and utilization control programs and ABHLA CompliancePlan.

procedures pursuantto (42 CFR §438.608(a)(1)) to
safeguard Medicaid funds against unnecessary or
inappropriate use of Medicaid services and against
improper payments. The MCO shall haveinternal
controlsandpoliciesandproceduresin placethat
aredesigned to prevent, detect, and report known
or suspected fraud, waste, and abuse activities.
15.1.12 The MCO, as well asits subcontractors and FWA CompliancePlan Full This requirementisaddressed inthe2018
providers, whether contract or non-contract, shall | Network Provider ABHLA Compliance Plan.
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Contract |
RFP
Reference

Contract Requirement Language
comply withall federal requirements (42 CFR
§455.104and42 CFR §438.610) on disclosure
reporting. All tax-reportingprovider entities that
bill and/orreceive Louisiana Medicaid funds as the
result of this Contractshall submit routine
disclosuresinaccordance with timeframes
specifiedin 42 CFR Part455, SubpartBand
Louisiana Medicaid policies and procedures,
including atthe time of initial contracting,
contractrenewal, withinthirty-five (35)days of
any changeto any of theinformationon the
disclosureform, atleastonceannually,andatany
time upon request.

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions
Enrollment & Disclosure
Forms

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.1.13

The MCO, as well asits subcontractorsand
providers, shall comply withall federal
requirements (42 C.F.R.§1002) on exclusion and
debarmentscreening. All tax-reporting provider
entities thatbill and/orreceive Louisiana Medicaid
funds astheresult of this Contract shall screen
their owners and employees againstthe federal
exclusiondatabases (suchas LEIE and System for
Award Management). Any unallowable funds
madeto excluded individuals as full or partial
wages and/or benefits shall be refunded to and/or
obtained by the State and/orthe MCO dependent
upon the entity thatidentifies the payment of
unallowable funds to excludedindividuals.

FWA Compliance Plan
Network Provider
Enrollment & Disclosure
Forms

Employee Disclosure Forms

Full

This requirementis addressed inthe Aetna
Better Health of Louisiana Facility Service
Agreement.

15.1.14

The MCO shall have adequate staffingand
resources to investigate unusual incidents and
develop and implement corrective actionplans to
assistthe MCO inpreventing and detecting
potential fraud, waste, andabuse. Ata minimum
the MCO shallhaveone (1) full-timeinvestigator
physicallylocated within Louisiana for every
50,000 members or fractionthereof. This full-time
position(s) is/arein addition to the Program

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

TherearefourinvestigatorsinLA. Thereare
approximately114,000 members. One
supervisoris AFl-certified.
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Contract |
RFP
Reference

Contract Requirement Language
Integrity Officer and must be located in-state.
LDH may approve written requests with detailed
justification to substitute another SIU positionin
placeofaninvestigator position.

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.1.15

LDH or its designee will notifythe MCO when itis
prohibited from taking any actions to recoupor
withholdimproperly paid funds already paidor
potentially dueto a provider when theissues,
services or claims upon which the recoupment or
withholdare based meet one or more of the
following criteria:

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.1.15.1

The improperly paid funds have already been
recovered by the State of Louisiana, either by
Louisiana Medicaid directlyor as partofa
resolution of a state or federal investigation
and/or lawsuit, including but not limited to false
claimsactcases; or

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.1.15.2

The improperly paid funds have already been
recovered by the States Recovery Audit Contractor
(RAC) contractor; or

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.1.15.3

When theissues, services or claims thatarethe
basis of therecoupment or withholdare currently
beinginvestigated by the State of Louisiana, are
the subject of pending Federal or State litigation
orinvestigation, or are being audited by the
Louisiana RAC.

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.1.16

The prohibitiondescribed abovein Section
15.1.15 shall be limited to a specific provider(s),
for specificdates, andfor specificissues, services
or claims.Inthe eventthatthe MCO obtains funds
in cases where recovery recoupment or withhold
is prohibited under this Section, the MCO will
return the funds to LDH.

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.1.17

The MCO shall confer with LDH beforeinitiating
any recoupment or withhold of any program
integrity-related funds as defined in 15.1.15 (see

FWA CompliancePlan
Payment SuspensionP/P

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.
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Contract |
RFP
Reference

Contract Requirement Language
15.7 for auditcoordinationprocedure) to ensure
thatthe recovery, recoupment, or withholdis
permissible..

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number
reference to the

Suggested Documentation supporting
and reviewer instructions documentation) Determination documented below)

15.1.18

Reporting and Investigating Suspected Fraud and
Abuse

15.1.18.1

The MCO and its subcontractors shall cooperate
with all appropriate state andfederal agencies,
including MFCU, ininvestigating fraud and abuse.

15.1.18.2

The MCO shall have methods for identification,
investigation, andreferral of suspected fraud
cases (42 CFR§455.13,§455.14, §455.21) both
internally andfor its subcontractors.

FWA Compliance Plan

Full

Comments (Note: For any element that is
less than fully compliant, an explanation of
Review the finding and a recommendation must be

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

MCO Response and Plan of
Action

15.1.18.3

The MCO shall notify MFCU and LDH
simultaneously and in a timelymanner regarding
all internal (suchas identified patterns of data
miningoutliers, audit concerns, criticalincidences)
and external (such as hotline calls) tips with
potential implications to Louisiana Medi caid
providers' billinganomalies and/or to safety of
Medicaid enrollees thatresultsin afull
investigation (42 CFR §455.15). Alongwith a
notification, the MCO shall take steps to triage
and/or substantiate these tips and provide
simultaneous andtimely updates to MFCU and
LDH when the concerns and/orallegations of any
tips areauthenticated.

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.1.18.4

The MCO shall reportall tips, confirmed or
suspected fraud, wasteand abuse to LDH and the
appropriateagency as follows:

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.1.18.4.1

All tips (regarding any potential billing or claims
issueidentified through either complaints or
internal review received within the previous
month) shall bereported to LDH Program Integrity
monthly; LDH

FWA CompliancePlan
Evidenceof report
submission

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.1.18.4.2

Suspected fraudandabusein the administration
of the program shall bereported to LDH Program

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA Compliance Plan.
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number

Comments (Note: For any element that is

Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
Integrity and MFCU;
15.1.18.4.3 | All confirmed or suspected provider fraudand FWA Compliance Plan Full This requirementisaddressed inthe 2018

abuseshallimmediatelybe reported to LDH
Program Integrity and MFCU; and

ABHLA CompliancePlan.

15.1.18.4.4 | All confirmed or suspected enrollee fraud and FWA CompliancePlan Full
abuseshall bereported immediately, inwriting, to
LDH Program Integrity and local law enforcement
of the enrollee’s parish of residence..

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.1.18.5 When making a referral of suspected fraud, the FWA Compliance Plan Full
MCO shall utilize a Fraud Reporting Formdeemed | Provider referral forms
satisfactory by LDH under the terms of this
Contract. The MCO shall report suspected
provider fraudusing the LDH Provider Fraud
Referral Form

15.1.18.6 The MCO shall be subjectto a civil penalty, to be
imposed by the LDH, for willful failure to report
fraud andabuse by employees, subcontractors,
beneficiaries, recipients, enrollees, applicants, or
providersto LDH MFCU, as appropriate.
15.1.18.7 The MCO shall promptly perform a preliminary FWA CompliancePlan Full
investigation of all incidents of suspected and/or
confirmed fraudandabuse. Unless prior written
approvalis obtained fromthe agencyto whom the
incidentwasreported, or to anotheragency
designated by theagencythatreceived thereport,
after reporting fraudor suspected fraudand/or
suspected abuse and/or confirmed abuse, the
MCO shall nottake any of the following actions as
they specifically relate to Medicaid claims:

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

Aetna provideda referral formtemplateas
evidence.

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

consideration offered by the subject of the
investigationin connectionwith theincident.

15.1.18.7.1 | Contactthesubject of theinvestigation aboutany | FWACompliancePlan Full This requirementisaddressed inthe2018
matters related to theinvestigation; ABHLA CompliancePlan.

15.1.18.7.2 | Enterintoor attemptto negotiateany settlement | FWACompliancePlan Full This requirementisaddressed inthe2018
or agreementregarding theincident; or ABHLA CompliancePlan.

15.1.18.7.3 | Acceptany monetaryor other thing of valuable FWA Compliance Plan Full This requirementisaddressed inthe 2018

ABHLA Compliance Plan.
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Contract |
RFP
Reference
15.1.18.8

Contract Requirement Language
The MCO shall promptly provide theresults of its
preliminaryinvestigationto LDH or theagency to
whomthe incidentwas reported, or to another
agency designated by the agency that received the
report.

Suggested Documentation
and reviewer instructions

FWA CompliancePlan

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination
Full

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

This requirementisaddressed inthe2018

ABHLA CompliancePlan.

MCO Response and Plan of
Action

15.1.18.9

The MCO and its subcontractors shall cooperate
fully in any further investigation or prosecution by
any duly authorized governmentagency, whether
administrative, civil, or criminal. Such cooperation
shallinclude providing, upon request, information,
accesstorecords, andaccess to interview MCO
employees andconsultants, including but not
limited to those with expertisein the
administration of the program and/or in medical
or pharmaceuticalquestions orin any matter
related to an investigation.

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.1.18.10

The MCO and/orits subcontractors are to suspend
paymentto a network provider when the state
determines thereisa credible allegation of fraud,
unlessthestate determines thereis goodcause
for notsuspending payments to the network
provider pending theinvestigation. The MCO is
responsible for sending the network provider the
required noticeandappeal rights as required by
the code of federal regulation.

15.1.19

The Stateshall nottransferits law enforcement
functions to the MCO.

15.1.20

The MCO and/orsubcontractors shall includein
any of its provideragreements a provision
requiring,asa condition of receiving any amount
of Medicaid payment, thatthe provider comply
with this Section, Section 15 of this Contract.

FWA CompliancePlan

Provider Agreement Form

Full

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

This requirementisaddressed inthe Aetna
Better Health of Louisiana Facility Service
Agreement.

15.1.21

The MCO shall notify LDH when the MCO or its
subcontractor denies a provider credentialing
applicationor disenrolls a providerfor program
integrity-related reasons or otherwise limits the

FWA CompliancePlan
Provider Enrollment,

Forms

Disclosure & Credentialing

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO

please indicate policy

number, page number
Contract | reference to the
RFP Suggested Documentation supporting Review
Reference Contract Requirement Language and reviewer instructions documentation) Determination
ability of providers to participatein the program
for programintegrity reasons.

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.1.22 The MCO shall report overpayments made by LDH | FWA Compliance Plan Full
to the MCO within 60calendardays fromthedate
the overpayment wasidentified.

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.1.23 Unless prior written approval is obtained from FWA CompliancePlan Full
LDH, the MCO shall notemploy extrapolation
methods to derivean overpaymentin a provider

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

audit..
15.2 Fraud and Abuse Compliance Program
15.2.1 Inaccordance with 42 CFR §438.608(a), the MCO FWA Compliance Plan Full This requirementis addressed inthe 2018

and its subcontractors, to the extent thatthe
subcontractoris delegated responsibility by the
MCO for coverage of services and payment of
claims under the contract between the MCO and
the state, shallhavea compliance programthat
includes administrative and management
arrangements or procedures, includinga
mandatory Fraud and Abuse Compliance Plan
designed to prevent, reduce, detect, correct, and
reportknown or suspected fraud, abuse, and
wastein theadministration and delivery of
services.

ABHLA CompliancePlan.

15.2.2 Inaccordance with 42 CFR §438.608 (a)(1)(ii), the | FWACompliancePlan Full
MCQO’s compliance program shall designate a
contractcompliance officerwho is responsible for
developing and implementing written policies,
procedures, and standards to ensure compliance
with therequirements of this contractand all
applicable Federal and State requirements, and
who reports directly to the CEO and board of
directors..

This requirementisaddressed inthe Policy
A-LA 3000.02, Compliance Manager
Designation.

15.2.3 The MCO shall have an adequately staffed FWA CompliancePlan Full
Medicaid ProgramIntegrity office with oversight Pl Orgchartandresumes
by the Program Integrity Officer

This requirementisaddressed inthe2018
ABHLA CompliancePlan.
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Fraud, Abuse, and Waste Prevention

Plan Documentation(MCO
please indicate policy
number, page number

Comments (Note: For any element that is

Contract | reference to the less than fully compliant, an explanation of

RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of

Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action

15.2.4 The MCO shall establishandimplement FWA CompliancePlan Full This requirementisaddressed inthe2018
procedures and asystem with dedicated staff for ABHLA CompliancePlan.
routineinternal monitoring and auditing of
compliancerisks, promptlyrespond to compliance
issues astheyareraised, investigate potential
compliance problems as identifiedin the course of
self-evaluationand audits, correct such problems
promptly and thoroughly, includingcoordinating
with law enforcementagenciesifissues are
suspected to be criminalinnature, to reducethe
potential for recurrence, and conduct ongoing
compliance with the requirements under the
contract.

15.2.6 Inaccordance with 42 CFR 438.608(a)(1)(iii), the FWA CompliancePlan Full This requirementis addressed inthe2018
compliance program sshall establish a Regulatory Compliance Committee ABHLA CompliancePlan.

Compliance Committee on the Boardof Directors | Charter

and attheseniormanagementlevel charged with [ Compliance Committee Aetna providedthe ABHLA Compliance
oversight of the compliance programand its meeting minutes Committee Charter as evidence.
compliance with the requirements under this

contract.

15.2.6 The MCO shall submitthe Fraudand Abuse FWA CompliancePlan Full This requirementisaddressed inthe email
Compliance Planwithinthirty (30) days fromthe documenting the submission of the 2018
datethe Contractissigned. The MCO shall submit CompliancePlan.
updates or modifications to LDH for approval at
leastthirty (30) daysinadvance of making them
effective. LDH, atits solediscretion, may require
thatthe MCO modifyits compliance plan. The
MCO compliance program shall incorporate the
policy and procedures as follows:

15.2.6.1 Written policies, procedures, andstandards of Full This requirementisaddressed inPolicy 002

conductthatarticulate MCO's commitment to MCD SIU Overview.
comply withall applicable federal andstate
standards;
15.2.6.2 Effective lines of communication between the Full This requirementis addressed inthe 2018
Contract Compliance Officer and the MCQO's ABHLA CompliancePlan.
employees, providers and contractors
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number

Comments (Note: For any element that is

Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
15.2.6.3 Enforcement throughwell-publicized Full This requirementisaddressed inthe2018
disciplinaryguidelines; ABHLA Compliance Plan.
15.2.6.4 Procedures forongoing monitoringand Full This requirementisaddressed inthe 2018
auditingof MCO systems, including, but not ABHLA CompliancePlan.
limited to, claims processing, billingand
financial operations, enrollment functions,
member services, continuous quality
improvementactivities, and provider activities;
15.2.6.5 Provisions forthe confidential reporting of plan Full This requirementisaddressed inPolicy A-LA
violations, suchas a hotline to reportviolations 3000.12, Reporting Compliance Issues or
and a clearly designated individual, suchas the Inquiries.
Contract Compliance Officer, to receive them.
Several independent reportingpaths shallbe
created for thereporting of fraud sothatsuch
reports cannot be diverted by supervisors or
other personnel;
15.2.6.6 Provisions forinternal monitoring and auditing Full This requirementisaddressed inPolicy A-LA
reported fraud, abuse, andwastein accordance 3000.41, Compliance Reviewand
with 42 CFR §438.608(b)(4-6); Monitoring.
15.2.6.7 Written policies and procedures for conducting Full This requirementisaddressed inthe 2018
both announced and unannouncedsite visits ABHLA CompliancePlan.
and fieldaudits on providers to ensure services
arerendered andbilled correctly.
15.2.3.8 Protections to ensurethatnoindividualwho Full This requirementisaddressed inPolicy A-LA
reports compliance plan violations or 3000.12, Reporting Compliance Issues or
suspected fraud and/orabuseis retaliated Inquiries.
againstbyanyonewhoisemployed by or
contracts with the MCO. The MCO shall ensure
thatthe identity of individuals reporting
violations of the compliance plan shall be held
confidentially to the extent possible. Anyone
who believesthatheor she has been retaliated
against may reportthisviolationto LDHand/or
the U.S. Office of Inspector General.
15.2.6.9 Procedures for prompt notificationto LDH Full This requirementisaddressed inthe2018
when the MCO receives informationabout ABHLA Compliance Plan.
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Contract Requirement Language
changesinamember’s circumstance that may
affectthe member’s eligibility including
changesinthe member’s residence and death
of a member.

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.2.6.10 Procedures for prompt notificationto LDH Full This requirementisaddressed inthe 2018
when the MCO receives informationabouta ABHLA CompliancePlan.
changein a network provider’s circumstances
that may affect the network provider’s
eligibility to participatein the program.
15.2.6.11 Provisions fora promptresponse to detected Full This requirementisaddressed inthe2018
offenses and for development of corrective ABHLA CompliancePlan.
actioninitiatives related to the Contractin
accordancewith 42 CFR §438.608(b)(7);
15.2.6.12 Effective training and education system for the Full This requirementisaddressed inthe2018
Contract Compliance Officer, programintegrity ABHLA CompliancePlan.
investigators, managers, and members to
ensurethatthey knowand understand the
federal and state standards and requirements
of MCQO's contract;
15.2.6.13 Fraud, Wasteand Abuse Training shall include, but Full This requirementisaddressed inthe 2018
not be limited to: ABHLA Compliance Plan.
e Annual training of all employees;
e New hiretraining within thirty (30) days of Aetna providedtraining sign in sheets.
beginning date of employment.
15.2.6.14 The MCO will require new employees to complete Full This requirementisaddressed inthe 2018

and attestto training modules within thirty (30)
days of hirerelated to the following in accordance
with federal andstate laws:

MCO Code of Conduct Training
PrivacyandSecurity —HealthInsurance
Portability and Accountability Act

Fraud, waste, and abuse identification and
reporting procedures

Federal False Claims Actandemployee
whistleblower protections

Procedures fortimely consistent exchange of

ABHLA Compliance plan.

Aetna providedtraining slides as evidence.
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Contract Requirement Language
informationand collaborationwith LDH;

e Organizational chartincluding the Program
Integrity Officer andfull-time programintegrity
investigator(s);and

e Provisionsthatcomplywith 42 CFR §438.608
and 438.610and all relevant state and federal
laws, regulations, policies, procedures, and
guidance (including CMS' Guidelines for
Constructing a Compliance Program for
Medicaid Managed Care Organizations and
Prepaid Networks) issued by Department, HHS,
CMS, and the Office of Inspector General,
including updates and amendments to these
documents or any such standards established
or adopted by the state of Louisianaor its
Departments.

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.2.7

The MCO shall requireandhave procedures for a
network provider to reportto the MCO when it
has received an overpayment, to return the
overpayment to the MCO within sixty (60)
calendar days of the date on which the
overpaymentwas identified, andto notifythe
MCO in writingof thereason forthe
overpayment.

Overpayments Policy Full
Overpayments notice form

This requirementisaddressed inPolicy AMA
3900.30, Reporting andReturn of
Overpayments.

The MCO shall have procedures for prompt
reportingto the State of all overpayments
identified and recovered, s pecifying the
overpayments dueto potential fraud.

Overpayments Policy Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

153

Prohibited Affiliations

15.3.1

Inaccordance with 42 CFR 438.610, the MCO and
its subcontractors are prohibited from knowingly
havingarelationship with: An individual or entity
thatis debarred, suspended, or otherwise
excluded from participating in procurement

activities underregulationsissued under Executive
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Order No. 12549 or under guidelines
implementing Executive Order No. 12549,

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.3.4 The MCO and its subcontractors shall comply with | FWA Compliance Plan Full This requirementisaddressed inthe 2018
all applicable provisions of 42 CFR 438.608 and ABHLA CompliancePlan.
438.610pertaining to debarmentand/or
suspension includingwritten disclosure to LDH of Aetna providedtheaddendumto their
any prohibited affiliation.. The MCO and its provideragreement, which pushes the
subcontractors shall screen all employees and exclusions requirements downto providers,
contractors and network providers to determine as evidence.
whether they have been excluded from
participation inMedicare. Medicaid, the Children’s Aetna provided quarterly FWAReport 145,
Health Insurance Program, and/oranyfederal which includes disclosure of LEIE matches, as
health care programs. To help make this evidence.
determination, the MCO shall conduct screening
to comply with therequirements set forthat42 Aetna providedadditional evidence of
CFR455.436. employee screening.

15.3.5 The MCO shall searchthe following websites: FWA CompliancePlan Full This requirementisaddressed inthe2018

o OfficeofInspectorGeneral (OIG) List of ABHLA Compliance Plan.
Excluded Individuals/Entities (LEIE);
Louisiana Adverse Actions List Search;
The System of Award Management
(SAM); and
e Otherapplicablesitesas maybe
determined by LDH

15.3.6 The MCO and its subcontractors shall conducta FWA Compliance Plan Full This requirementisaddressed inthe 2018
searchof these websites monthlyto capture ABHLA Compliance Plan.
exclusions andreinstatements thathave occurred
sincetheprevious search. Any and all exclusion
informationdiscoveredshouldbereported to LDH
withinthree(3) business days. Anyindividual or
entity thatemployees or contracts with an
excluded provider/individual cannot claim
reimbursement from Medicaidfor any items or
services furnished, authorized, or prescribed by
the excluded provider orindividual. Thisisa
prohibited affiliation. This prohibitionapplies
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even when the Medicaidpaymentitselfis madeto
another providerwhoisnotexcluded. For
example, a pharmacythatfills a prescription
written by an excluded providerfor a Medicaid
beneficiarycannotclaim reimbursement from
Medicaid for that prescription. Civil monetary
penalties may beimposed against providers who
employ or enter into contracts with excluded
individuals or entities to provideitems or services
to Medicaid beneficiaries. See Section1128A (a)
(6) of the Social Security Actand42 CFR
1003.102(a)(2).

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

153.6.1

An individual who is an affiliate of a prohibited
person or entitydescribed above include:

o Adirector, officer, or partner of the MCO;

e Asubcontractorof the MCO;

e Aperson with beneficial ownership of
five (5%) percentor more of the MCO’s
equity;or

e Aperson with an employment, consulting
or other arrangement with the MCO for
the provision of items and services which
aresignificantand materialto the MCO’s
obligations under this contract.

e Anetwork provider.

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.3.6.2

The MCO shall notify LDH in writing within three
(3) days of thetimeitreceives noticethataction is
being taken againstthe MCO or any person
defined above or under the provisions of Section
1128(a) or (b) of the Social Security Act (42 U.S.C.
1320a-7) or any contractorwhichcouldresultin
exclusion, debarment, or suspension of the MCO
or a contractor fromthe Medicaid or CHIP
program, or any program listed in Executive Order
12549.

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.3.7

The MCO, through its Contract Compliance

FWA Compliance Plan

Full

This requirementisaddressed inthe2018
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Officer, shall attest monthlyto LDH thata search
of the websites referencedin 15.3.5been
completed to captureall exclusions.

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions
Copies of monthlyreports

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

ABHLA CompliancePlan.

Aetna providedcopies of monthly
attestations as evidence.

MCO Response and Plan of
Action

154

Payments to ExcludedProviders

154.1

Federal Financial Participation (FFP)is not
available for services delivered by providers
excluded by Medicare, Medicaid, or CHIP except
for certain emergencyservices ;and

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.4.2

The MCO is responsible for thereturn to the State
of any money paidfor services provided by an
excluded provider.

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

155

Reporting

155.1

The MCO and its subcontractors shall be
responsible for promptly reporting suspected
fraud, abuse, wasteand neglect to the state’s
Office of Attorney General MFCU, and LDH within
three (3) business days of discovery, taking
prompt corrective actions and cooperating with
LDH inits investigation of the matter(s).

FWA Compliance Plan

Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.5.2

The MCO shall notify LDH withinthree (3) business
days of thetimeitreceives noticethatactionis
being taken against the MCO or MCO employee,
network providers, subcontractor or
subcontractoremployee or underthe provisions
of Section 1128(a)or (b) of the Social Security Act
(42 U.S.C.1320a-7) or any contractor whichcould
resultinexclusion, debarment, or suspension of
the MCO, network provider or a subcontractor
fromthe Medicaidor CHIP program, or any
program listed in Executive Oder 12549.

FWA CompliancePlan

1553

Reporting shallinclude, butis notlimited to, as set
forthin42 CFR455.17:

155.3.1

Number of complaints of fraud, abuse, waste,

FWA Compliance Plan

Full

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

This requirementisaddressed inthe2018
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Fraud, Abuse, and Waste Prevention

Plan Documentation(MCO
please indicate policy
number, page number

Comments (Note: For any element that is

Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
neglectand overpayments madeto the MCO that ABHLA CompliancePlan.
warrant preliminary investigation (under 42 CFR
455.14); Aetna provided quarterly reports as
evidence.
15.5.3.2 Number of complaints reported to the Contract FWA Compliance Plan Full This requirementisaddressed inthe 2018
Compliance Officer;and ABHLA Compliance Plan.
15.5.3.3 For each complaint that warrants full investigation | FWA CompliancePlan Full This requirementisaddressed inthe2018
(defined at42 CFR455.15 and 455.16, the MCO ABHLA CompliancePlan.
shall provide LDH, ata minimum, the following:
e Provider nameand IDnumber;
e Sourceof complaint;
e Typeof complaint;
e Natureof complaint;
e Approximaterange of dollarsinvolved if
applicable;and
e legal and administrative disposition of
the caseandanyother information
necessary to describe the activity
regarding the complainant.
15.5.3 The MCO, through its compliance officer, shall FWA Compliance Plan Full This requirementisaddressed inthe 2018
attestto LDH thata search of websites referenced | Attestation Form ABHLA CompliancePlan.
in Section 15.3.3 has been completed to capture
all exclusions. Aetna providedattestations as evidence.
15.5.4 The MCO shall reportto LDH Program Integrityat | FWA Compliance Plan Full This requirementisaddressed inthe2018
least quarterly all audits performed and Copies of quarterly reports ABHLA CompliancePlan.
overpaymentsidentifiedandrecovered by the
MCO and all of its subcontractors. [See 42 CFR Aetna provided quarterly reports as
§438.608(d)(3)]. evidence.
15.5.5 The MCO shall reportall to LDH Program Integrity | FWACompliancePlan Full This requirementisaddressed inthe2018
atleastquarterly all unsolicited provider refunds, | Copies of quarterly reports ABHLA Compliance Plan.
to include any payments submitted to the MCO
and/or its subcontractors by providers for Aetna provided quarterly reports as
overpayments identified through self-auditand/or evidence.
self-disclosure.
15.5.6 LDH shall utilize MCO overpaymentandrecovery
data in calculating future capitation rates per 42
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the

Comments (Note: For any element that is
less than fully compliant, an explanation of

Contract |

RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
CFR §438.608(d)(4).
15.6 Medical Records
15.6.1 The MCO shall havea method to verifythat P/P for medical records Full This requirementisaddressed inthe
services for which reimbursement was made, was | P/P for medical record verificationof service requests Aetna
providedto members as billed. The MCO shall documentationstandards includesinEOB mailings to members.
have policies and procedures to maintain, or P/P for medical record
require MCO providers and contractors to monitoring Also, Aetna hasa claims sampling report
maintain, anindividual medical record foreach Provider Manual based on EOB letters.
member. The MCO shall ensure the medical Model Provider Contracts
recordis: for all providertypes
15.6.1.1 Accurateandlegible; P/P for medical records Full This requirementis addressed inthe Aetna
P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.1.2 Safeguarded againstloss, destruction, or P/P for medical records Full This requirementis addressed inthe Aetna
unauthorized useandis maintained,inan P/P for medical record Better Health of Louisiana Facility Services
organized fashion, for all members evaluated or standards Agreement.
treated, andis accessible for review and audit;
and
15.6.1.3 Readily available forreview and provides medical | P/P for medical records Full This requirementis addressed inthe Aetna
and other clinical data requiredfor Qualityand P/P for medical record Better Health of Louisiana Facility Services
Utilization Management review. standards Agreement
15.6.2 The MCO shall ensure the medicalrecord includes, | P/P for medical records Full This requirementisaddressed inthe Aetna
minimally, the following: P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.1 Member identifying information, includingname, | P/P for medical records Full This requirementis addressed inthe Aetna
identificationnumber, date of birth, sexandlegal | P/P for medical record Better Health of Louisiana Facility Services
guardianship (if applicable); standards Agreement.
15.6.2.2 Primary language spoken by the member andany | P/Pfor medical records Full This requirementis addressed inthe Aetna
translation needs of the member; P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.3 Services providedthrough the MCO, date of P/P for medical records Full This requirementis addressed inthe Aetna
service, servicesite, and name of service provider; | P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.4 Medical history, diagnoses, treatment prescribed, | P/P for medical records Full This requirementisaddressed inthe Aetna
therapy prescribed anddrugs administeredor P/P for medical record Better Health of Louisiana Facility Services
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number

Comments (Note: For any element that is

Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
dispensed, beginning with, ata minimum, thefirst | standards Agreement.
member visit with or by the MCO;
15.6.2.5 Referralsincluding follow-up and outcome of P/P for medical records Full This requirementis addressed inthe Aetna
referrals; P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.6 Documentationof emergency and/orafter-hours | P/P for medical records Full This requirementis addressed inthe Aetna
encounters andfollow-up; P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.7 Signed and dated consentforms (as applicable); P/P for medical records Full This requirementis addressed inthe Aetna
P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.8 Documentation of immunizationstatus; P/P for medical records Full This requirementis addressed inthe Aetna
P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.9 Documentationof advance directives, as P/P for medical records Full This requirementis addressed inthe Aetna
appropriate; P/P for medical record Better Health of Louisiana Facility Services
standards Agreement.
15.6.2.10 Documentationof eachvisit mustinclude: Date P/P for medical records Full This requirementis addressed inthe Aetna
and begin and end times of service; Chief P/P for medical record Better Health of Louisiana Facility Services
complaintor purpose of the visit; Diagnoses or standards Agreement.
medical impression; Objective findings; Patient
assessmentfindings; Studies orderedandresults
ofthosestudies (e.g.laboratory, x-ray, EKG);
Medications prescribed; Health education
provided; Name and credentials of the provider
renderingservices (e.g. MD, DO, OD) and the
signature or initials of the provider; and Initials of
providers must beidentified with correlating
signatures.
15.6.2.11 Documentation of EPSDT requirements including P/P for medical records Full This requirementis addressed inthe Aetna
butnotlimited to: Comprehensive health history; | P/P for medical record Better Health of Louisiana Facility Services
Developmental history; Unclothed physical exam; | standards Agreement.
Vision, hearing and dental screening; Appropriate
immunizations; Appropriate lab testingincluding
mandatory leadscreening; and Health education
and anticipatory guidance.
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
Contract | reference to the
RFP Suggested Documentation supporting Review
Reference Contract Requirement Language and reviewer instructions documentation) Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

15.6.3 The MCOis requiredto provideone (1) free copy P/P for medical records Full This requirementisaddressed inthe Aetna
of any partof member’s record uponmember’s Better Health of Louisiana Facility Services
request. Agreement.

15.6.4 All documentation and/or records maintained by | P/P for medical records Full This requirementis addressed inthe Aetna
the MCO its subcontractors, and all of its network | P/P for medical record Better Health of Louisiana Facility Services
providers related to all services, charges, retention Agreement.

operations and agreements under this contract
shall be maintainedfor atleastten (10) calendar
years after thelast good, service or supply has
been provided to a member or an authorized
agentofthe stateor federal governmentor any of
its authorized agents unless thoserecordsare
subjectto review, audit, investigations or subject
to an administrative or judicial action brought by
or on behalf of the state or federal government.

15.7 Rights of Review and Recovery by MCO and LDH

15.7.1 The MCO andits subcontractorsis responsiblefor | FWACompliancePlan Full
investigating and reporting possible acts of
providerfraud, abuse, and waste for all services
under this contract,.

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.7.2 The MCO and its subcontractors shall have the FWA Compliance Plan Full
rightto auditandinvestigate providers and
members within the MCO’s network fora five (5)
year periodfromthe date of service of a claim.
The collected funds fromthesereviewsareto
remain withthe MCO. The MCO shall report to
LDH on a quarterly basis theresults of all reviews,
andincludeinstances of suspected fraud,
identified overpayments, and collection status.
Noticeto the provider shall be prohibitedin
instances resulting from suspectedfraud, which
the MCO has identified andreferred to the
Department, MFCU, or other appropriate law
enforcementagency, unless approved by LDH.

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.7.3 All reviews shall be completed within eight FWA CompliancePlan Full

This requirementisaddressed inthe2018
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Contract |
RFP
Reference

Contract Requirement Language
months (240 calendardays) of thedatethecase
was opened unless an extension is authorized by
LDH. This review periodis inclusive of all provider
notifications, health plandocumentreviews, and
includes any provider appeal or rebuttal process.

Suggested Documentation
and reviewer instructions

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

ABHLA CompliancePlan.

MCO Response and Plan of
Action

15.7.4

The MCO shall confer with LDH beforeinitiating a
post-payment provider-focused review to ensure
thatreviewand recoveryis permissible.
Notification of intent to review and/or recover
shallincludeata minimum: provider name, NPI,
city and provider type, allegationor issue being
reviewed, procedure codes or National Drug
Codes (NDCs) under review, daterange for dates
of service under review, and amount paid. LDH
shall respond within ten business days to each
review notification. In the event LDH does not
respond, the MCO may proceed with thereview.
The MCO and its subcontractors shall not pursue
recovery until approved by LDH.

FWA CompliancePlan

Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

15.7.5

Contactwith the provider shall be prohibited in
instances resulting from suspectedfraud, which
the MCO has identified and submitted a referral of
fraud to the Department, MFCU, or other
appropriate law enforcementagency, unless
approved by LDH

FWA CompliancePlan

Full

15.7.6

If the MCO failsto collectatleasta portion ofan
identified recovery after 365 days from the date of
the Departmentapproved proceeding withthe
recoupment (per 15.1.17), unless anextension or
exception isauthorized by the Department, or the
MCO has documented recovery efforts deemed
sufficient by LDH upon review, including formally
initiating collection efforts, the Departmentor its
agentmay recover the overpayment fromthe
MCO and said funds will be retained by the State.
Exception reasons may include, butare not limited
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to, MCO cooperation with LDH or other
governmentagencies, termination of provider
participation withthe MCO, or dissolution of the
provider’s business.

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number Comments (Note: For any element that is
reference to the less than fully compliant, an explanation of

Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
and reviewer instructions documentation) Determination documented below) Action

15.7.7

LDH or its agentshall havetherightto auditand
investigate providers and members withinthe
MCOQ'’s network for afive (5) year period from the
date of service of a claim. LDH may recover from
the provider any overpayments identified by LDH
orits agent,andsaid recovered funds willbe
retained by the State.

FWA Compliance Plan

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.7.8

LDH shall notinitiateits own review on thesame
claims fora network provider which has been
identified by the MCO as under a review approved
by LDH per Section 15.7.4.LDH shall track open
LDH and MCO reviews to ensure audit
coordination. LDH shall not approve MCO requests
to initiate reviews when the auditlead and
timeframeis already under investigation by LDH
orits agents.

15.7.9

Intheevent LDH or its agentinitiates a review on
a network provider, a notification shall be sent to
the MCO Special Investigation Unit (SIU) designee.
The LDH notification of theintent to review shall
include: provider name, NPI, city, and provider
type, allegation orissue being reviewed,
procedure codes or NDCs underreview, date
rangefor dates of service under review, and
amount paid. The MCO shall have ten business
days to indicate whether the claims were
corrected or adjusted priorto thedate of the
notificationfromthe Department. Ifthe State
does notreceivea response fromthe MCO within
ten business days, the State may proceed with its
review.

FWA Compliance Plan

Full This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

15.7.10

Inthe event the Stateor its agentinvestigates or

FWA Compliance Plan

Full This requirementis addressed inthe 2018
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audits a provider or member withinthe MCQ'’s
Network, the MCO shallcomplywith document
and claims requests from the State within
fourteen (14) calendardays of therequest, unless
another time period is agreed to by the MCO and
State. Documentrequests do notinclude medical
records thatshall be obtained from the provider.

15.7.11

LDH shall notifythe MCO andthe network
provider concurrently of overpayments identified
by the Stateorits agents.

15.7.12

The MCO shall not correct claims notinitiatean
auditon theclaims upon notification of identified
overpayment by the Departmentoritsagent
unlessdirected to do so by the Department.

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

FWA Compliance Plan Full

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

ABHLA CompliancePlan.

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

MCO Response and Plan of
Action

15.7.13

In the event the provider does notrefund
overpayments identified by the Departmentofits
agentto the State, or arrangefor anacceptable
payment plan withthe State, withinthirty (30)
calendar days of notificationto the provider of the
overpaymentor where applicable, withinthirty
(30) calendardays of notification of the conclusion
of the appeal process, the Department will notify
the MCO and the MCO shall initiate a payment
withholdon the provider intheamountdueto the
Department. Upon LDH request, the MCO shall
refund to the Stateany amounts collected . Any
instances of a credit balance would be sustained
by the MCO and/or Department until resolved or
dismissed under Departmentrules.

15.7.14

Intheevent LDH orits agentrecovers funds from
a provider dueto an overpayment, the MCO shall
submit corrected encounter data within thirty (30)
calendar days upon notificationby LDH, and shall
notseek additional recoveryfrom the provider for
the claimsthe LDH or its agentaudited, unless
approved by LDH.
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number Comments (Note: For any element that is

Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action
15.7.15 The MCO and its subcontractors shall enforce LDH | FWA Compliance Plan Full This requirementisaddressed inthe

directives regarding sanctions on MCO network Louisiana Medicaid Regulatory Compliance

providers and members, up to termination or Addendum.

exclusionfrom the network.
15.7.11 Therewill beno LDH provider improper payment | FWACompliance Plan Full This requirementisaddressed inthe 2018

recovery request of the MCO applicable for dates ABHLA Compliance Plan.

of service occurring beforethe start of the
Medicaid Managed Care Contract period of for
providers for which no MCO relationship existed.
Additional PE-Related RFP Sections

4.1.2 For the purposes of this contract, the MCO shall FWA Compliance Plan Full This requirement was evaluated elsewhere in
notemploy or contract withany individual who Provider Enrollmentand the tool.
has been debarred, suspended or otherwise ContractForms

lawfully prohibited from participating in any public
procurementactivity or from participatingin non-
procurementactivities under regulationsissued
under Executive Order 12549 or under guidelines
implementing Executive Order 12549 [42 CFR
§438.610(a)and (b), 42 CFR §1001.1901(b), 42
CFR §1003.102(a)(2)]. The MCO mustscreen all
employees andsub-contractors to determine
whether any of them have been excludedfrom
participation infederal health care programs. The
Health and Human Services-Office of Inspector
General (HHS-OIG) website, which can be
searched by the names of any individual, can be
accessedatthefollowingurl:
https://oig.hhs.gov/exclusions/index.asp.

41.4 The MCO shall comply with LDH Policy 8133-98, FWA Compliance Plan Full This requirement was evaluated elsewhere in
“CriminalHistory Records Checkof Applicantsand the tool.

Employees,” which requires criminal background
checks to be performed on all employees of LDH
contractors who have access to el ectronic
protected healthinformation on Medicaid
applicants and recipients. It shall, uponrequest,
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Contract |
RFP
Reference

Contract Requirement Language
provide LDH with a satisfactory criminal
background check or anattestation thata
satisfactory criminal background check has been
completed for any of its staff or subcontractor’s
staff assignedto or proposed to be assigned to
any aspect of the performance of this Contract.

Fraud, Abuse, and Waste Prevention

Suggested Documentation
and reviewer instructions

Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

42.1.6

Annually, the MCO must provide the name, Social
Security Numberanddate of birth of the staff
members performing the duties of the key staff.
LDH will compare this informationagainst federal
databases to confirm that thoseindividuals have
notbeen banned or debarredfrom participating in
federal programs [42 CFR §455.104].

FWA CompliancePlan

Full

This requirementis addressed in ABHLA
ReportPF015.

7.6.2

The MCO shall not execute contracts with
individuals or groups of providers who have been
excluded from participation inFederal healthcare
programs under either Section1128 or Section
1128Aof the Social SecurityAct[42 CFR
§438.214(d)]or state funded health care
programs. Thelist of providers excluded from
federally funded health care programs can be
found at http://exclusions.oig.hhs.gov/andthe
Systemfor Award Management,
https://www.sam.gov/index.html/, and Health
Integrity and ProtectionData Bank at
http://www.npdb- hipdb.hrsa.gov/index.jsp.

FWA Compliance Plan
Provider Enrollmentand
ContractForms

Full

This requirement was evaluated elsewhere in
the tool.

7.13.6

The MCO shall not execute provider subcontracts
with providers who have been excluded from
participation inthe Medicare and/or Medicaid
program pursuantto §1128 of the SocialSecurity
Act (42 U.S.C.§1320a-7) or §1156 of the Social
Security Act(42 U.S.C. §1320c-5) or who are
otherwisebarred from participation inthe
Medicaid and/or Medicare program. The MCO
shall notenter into any relationship with anyone
debarred, suspended or otherwise excluded from

FWA CompliancePlan
Provider Enrollmentand
ContractForms

Full

This requirement was evaluated elsewhere in
the tool.
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Contract Requirement Language
participatinginprocurementactivities underthe
Federal Acquisition Regulation orfromnon-
procurementactivities under regulationsissued
under Executive Orders.

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
Suggested Documentation supporting Review
and reviewer instructions documentation) Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

9.5.5

The MCO shall not pay any claim submitted by a
providerwhoisexcluded or suspended from the
Medicare, Medicaid or SCHIP programs for fraud,
abuseor waste or otherwiseincluded on the
Department of Health and Human Services Office
of Inspector General exclusions list, or employs
someoneon thislist. The MCO shall not pay any
claim submitted by a provider thatis on payment
hold under the authority of LDH or its authorized
agent(s).

FWA Compliance Plan Full

This requirement was evaluated elsewhere in
the tool.

17.2.6.1.9

Provider Validation—

Ensurethatthesystem shall approve for payment
only those claims received from providers eligible
to render service for which the claimwas
submitted and thatthe provider has notbeen
excluded from receiving Medicaid payments as
stipulated inSection9.4

FWA CompliancePlan Full

This requirementisaddressed inthe2018
ABHLA CompliancePlan.

18.1

Federal laws require full disclosure of ownership,
management, and control of Medicaid MCOs (42
CFR §455.100-455.106.) The Medicaid Ownership
and Disclosure Form (AppendixVV)is to be
submitted to LDH with the proposal; then
resubmitted priorto implementationfor each
Contractperiod, annually, and within thirty-five
(35) dayswhen anychangeinthe MCQO’s
management, ownershipor control occurs.

FWA Compliance Plan Full

This requirementisaddressed inthe 2018
ABHLA CompliancePlan.

18.2

Information Related to Business Transactions -
18.2.1 The MCO shall furnishto LDH and/orto the
HHS, information related to significant business
transactionsassetforthin 42 CFR §455.105.
Failureto comply withthis requirement may
resultintermination of this Contract.

FWA Compliance Plan Full
Provider Enrollmentand
ContractForms

This requirementisaddressed inthe 2018
ABHLA Compliance Plan.

Aetna had no significant transactions.
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number Comments (Note: For any element that is
Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action

18.2.2 The MCO shall submit, within thirty-five
(35) days of a request made by LDH, fulland
completeinformationabout:

18.2.2.1The ownership of any subcontractor with
whomthe MCO has had business transactions
totaling morethan$25,000during the twelve (12)
month period endingon the date of this request;
and

18.2.3 Any significant business transactions
between the MCO and any whollyowned supplier,
or between the MCO and any subcontractor,
duringthefive (5) year period ending on thedate
of this request.

18.2.4 For the purpose of this Contract,
“significant business transactions” meansany
business transaction or series of transactions
during any statefiscal year that exceed the
$25,0000r five (5%) percent of the MCQ’s total
operating expenses whichever is greater.

18.3 Report of Transactions with Parties in Interest — FWA CompliancePlan Full This requirementisaddressed inthe2018
18.3.1 TheMCO shallreportto LDHall Provider Enrollmentand ABHLA CompliancePlan.
“transactions” with a “party ininterest” (as such ContractForms
terms aredefined in Section1903(m)(4)(A) of the Aetna did nothaveanytransactions of this
Social Security Actand SMM 2087.6(A-B)), as type.

required by Section 1903(m)(4)(A) of the Social
Security Act.

18.3.2 Federally qualified MCOs are exemptfrom
this requirement. LDH may requirethatthe
informationon business transactions be
accompanied by a consolidated financial
statement for the MCO and the party in interest.
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Contract |
RFP
Reference

Contract Requirement Language
18.3.3 Ifthe MCO has operated previouslyin the
commercialor Medicare markets, information on
business transactions forthe entire year preceding
the initial contract period must be disclosed.

18.3.4 Thebusiness transactions that mustbe
reported are not limited to transactions related to
servingthe Medicaidenroliment. All of the MCQO’s
business transactions must be reported.

18.3.5 Ifthecontractisrenewed or extended, the
MCO mustdiscloseinformationon business
transactions whichoccurredduring the prior
contract period.

Suggested Documentation
and reviewer instructions

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

18.7 The MCO shall furnish LDH information relatedto | FWA Compliance Plan Full This requirementisaddressed inthe 2018
any personconvicted of a criminal offenseunder a | Provider Enrolimentand ABHLA CompliancePlan.
program relatingto Medicare (Title XVIIl) and ContractForms
Medicaid (Title XIX) assetforthin42 CFR
§455.106. Failure to complywith this requirement
may lead to termination of this Contract.
25.13.1 Debarment, Suspension, Exclusion - FWA CompliancePlan Full This requirement was evaluated elsewhere in

25.13.1 The MCO agrees to comply withall
applicable provisions of 2 CFR Part 376, pertaining
to non-procurement debarment and/or
suspension. As a condition of enrollment, the
MCO mustscreen all employees and
subcontractors to determine whether they have
been excluded from participationin Medicare,
Medicaid, the Children’s Health Insurance
Program, and/orall federal health care programs.
To help makethis determination, the MCO may
searchthefollowing websites:

o Office of Inspector General (OIG) List of
Excluded Individuals/Entities) LEIE
https://oig.hhs.gov/exclusions/index.asp; the
Health Integrity and Protection Data Bank

the tool.
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Contract |
RFP
Reference

Contract Requirement Language
(HIPDB)
o http://www.npdb-hipdb.hrsa.gov/index.jsp;

o the Louisiana Adverse Actions List Search
(LAALS), https://adverseactions.LDH.la.gov/;
and/or

o the System for Award Management,
http://www.sam.gov .

Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy
number, page number
reference to the
supporting
documentation)

Review
Determination

Suggested Documentation
and reviewer instructions

Comments (Note: For any element that is

less than fully compliant, an explanation of

the finding and a recommendation must be
documented below)

MCO Response and Plan of
Action

25.13.2 The MCO shall conduct a screen, as described in
Section 25.12.1 monthly to capture exclusions and
reinstatements that have occurredsince thelast
searchandanyexclusioninformation discovered
should beimmediately reported to LDH. Any
individualor entity that employs or subcontracts
with an excluded provider cannot claim
reimbursement from Medicaidfor any items or
services furnished, authorized, or prescribed by
the excluded provider. This prohibitionapplies
even when the Medicaid paymentitselfis made to
another providerwhois notexcluded; for
example, a pharmacythatfills a prescription
written by an excluded doctor fora Medicaid
beneficiarycannotclaim reimbursement from
Medicaid for that prescription. Civil liquidated
damages may beimposed against providers who
employ or enter into provider contracts with
excluded individuals or entities to provide items or
services to Medicaid beneficiaries. See Section
1128A(a) (6) of the Social Security Actand42 CFR
§1003.102(a)(2).

25.41 Prohibited Payments -

Payment for the following shall not be made:
Organtransplants, unless the state plan has
written standards meeting coverage guidelines
specified; Non-emergency services provided by or
under the directionof an excluded individual;

2019 Compliance Report — Aetna
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Fraud, Abuse, and Waste Prevention
Plan Documentation(MCO
please indicate policy

number, page number Comments (Note: For any element that is
Contract | reference to the less than fully compliant, an explanation of
RFP Suggested Documentation supporting Review the finding and a recommendation must be MCO Response and Plan of
Reference Contract Requirement Language and reviewer instructions documentation) Determination documented below) Action

Any amountexpended for which funds may not
used under the Assisted Suicide Funding
Restriction Act of 1997; Any amount expended for
roads, bridges, stadiums, orany otheritemor
service not coveredundera state plan;and

Any amountexpended for home healthcare
services unless the MCO provides the appropriate
surety bond.

Page232 0f233
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Reporting

18.0

Reporting

18.0

As per 42 CFR §438.242(a)(b)(1)-(3), the MCO shall
maintain a health informationsystem that
collects, analyzes, integrates and reports data that
complies with DHH and federal reporting
requirements. The system must provide
informationon areasincluding, but not limited to,
utilization, claims, grievances andappeals, and
member disenrollmentfor reasons other than loss
of Medicaideligibility. The MCO shall collect data
on member and provider characteristicsandon
services furnished to members.

Screen shotof health
informatics system
Systemreports

Full

This requirementisaddressed inthescreen
shots Aetna provided of the Case Trakker
and QNXT systems with links for Grievances,
Appeals, enrollment, case management, and
claims.
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