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To ensure compliance with utilization management requirements of the Managed Care
Organization (MCO) Manual.

The MCO Manual (hereinafter, the “Manual”) is a compilation of policies, instructions, and
guidelines established by the Louisiana Department of Health (LDH) for the administration of
the Louisiana Medicaid managed care program. The purpose of the Manual is to provide
clarifying information and operational guidelines to support the MCO in complying with the
terms of its contract with LDH (hereinafter, the “Contract”). The Manual is intended to
accompany the Contract rather than be a standalone and exhaustive compilation of

contractual requirements.

The Manual applies to MCOs contracted by LDH to provide coverage for services to Louisiana
Medicaid managed care program enrollees. The Manual also applies to major subcontractors
with delegated responsibilities for the provision of all, or part, of any program area or function
that relates to the delivery or reimbursement of covered services, including, but not limited
to, behavioral health, claims processing, care management, utilization management,
transportation, or pharmacy benefits, including specialty pharmacy providers. Healthy Blue is
solely responsible for complying with the requirements set forth within the Manual and

Contract.
DEFINITIONS:

Mlere

Managed Care Organization (MCO) — A private entity that contracts with LDH to provide

covered healthcare services to enrollees in exchange for a monthly capitated amount per

enrollee. The entity is regulated by the Louisiana Department of Insurance with respect to

licensure and financial solvency, pursuant to La. RS 22:1016, but shall, solely with respect to
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its products and services offered pursuant to the Managed Care Program, be regulated by the
LDH.

MCO Covered Services — Those Medicaid Covered Services that are required to be provided by
the MICO to enrollees as specified in Attachment C, MCO Covered Services, of the Contract.

MCO Manual — A compilation of policies, instructions, and guidelines established by LDH for
the administration of the Managed Care Program.

PROCEDURE:

The Louisiana Medicaid State Plan establishes the services covered as well as reimbursement
methodologies for Medicaid fee-for-service (FFS). State Plan services are broad categories
(e.g., physician services, hospital services), and the Medicaid FFS fee schedule operationalizes
that coverage. In accordance with 42 Code of Federal Regulations (CFR) §438.210, Healthy
Blue must provide for coverage of services that is no more restrictive in amount, scope, and
duration than is covered in Medicaid FFS.

Compared with Medicaid FFS, Healthy Blue has the flexibility to cover services in a greater
amount, scope, or duration, or to an expanded patient group, if deemed medically necessary.
Nothing herein shall be construed by Healthy Blue to limit coverage to only those procedure
codes listed on the Medicaid FFS fee schedules. Within the broad State Plan categories,
Healthy Blue has the flexibility to reimburse for procedure codes not on the Medicaid FFS fee
schedules when medically necessary. For those services not covered under the State Plan, the
Contract identifies requirements for in-lieu-of services and value-added benefits that Healthy
Blue may offer. Healthy Blue shall consult LDH with any questions about these requirements.

Further, Federal law mandates that enrollees under twenty-one (21) years of age are
entitled to receive all medically necessary health care, screening, diagnostic services,
treatment, and other measures to correct or improve physical or mental conditions (Section
1905(r) of the Social Security Act). The Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) benefit is comprehensive in nature and includes coverage of all services
described in Federal Medicaid statutes and regulations including those that are not covered
for adults, not explicitly described in the Contract, not included in the Medicaid FFS fee
schedules, and not covered in the Louisiana Medicaid State Plan.

This section defines minimum coverage and reimbursement policies for select services only
and does not represent an exclusive list of covered services. Unless otherwise agreed to by
Healthy Blue and its contracted providers, the Medicaid FFS fee schedule establishes the
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minimum reimbursement rates for services rendered to enrollees. Any references herein to a
minimum reimbursement rate shall include the exception that Healthy Blue may contract with
its providers to reimburse the service at a lower rate, if the contracting parties agree.

Healthy Blue shall develop and maintain comprehensive provider manuals customized to the
Louisiana Medicaid managed care program that are in alignment with the Manual and
inclusive of all applicable Healthy Blue MEB-established policies. Healthy Blue shall not
include references to the Medicaid Services Manual or the Manual in lieu of maintaining its
own comprehensive provider manuals. Healthy Blue shall make coverage decisions in
alignment with its own provider manuals, with the policies in this section, and with the
Contract.

MCO Covered Services

Services for which LDH has established specific minimum coverage and reimbursement
policies are noted below with an asterisk (*) when included in the Manual (those bolded are
included within this policy). Outside of thise Manual, certain services for which LDH has
established minimum coverage and reimbursement policies are located in the Medicaid
Services Manual, as notated below.

Physical Health Services:

Allergy Testing and Allergen Immunotherapy*

Ambulatory Surgical Services*

Anesthesia*

Applied Behavior Analysis Therapy (age 0-20) (refer to Medicaid Services Manual; and
Behavioral Health policies)

Audiology Services

Bariatric Surgery*

Breast Surgery*

Cardiovascular Services*

e Chiropractic Services* (age 0-20)

e Cochlear Implants* (refer to Durable Medical Equipment-LA)

Diabetes Self-Management Training*

Durable Medical Equipment, Prosthetics, Orthotics and Certain Supplies (refer to
Medicaid Services Manual and Durable Medical Equipment — LA)

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

Emergency Services* {referto-Emergency-gnd-Post-Stabilization-Services —LA}

End Stage Renal Disease Services (refer to Medicaid Services Manual)
Eye Care and Vision Services*
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e Family Planning Services* (refer to Women’s Health and Family Planning Services — LA)
e Federally Qualified Health Center (FQHC)/Rural Health Clinic (RHC) Services (refer to
Medicaid Services Manual)
Genetic Counseling and Testing*
Glasses, Contacts, and Eye-Wear (refer to Medicaid Services Manual)
Gynecology* (refer to Women’s Health and Family Planning Services — LA)
Home Health-Extended Services (age 0-20) (refer to Medicaid Services Manual and
Home Health Services — LA)
Home Health Services* (refer to Home Health Services — LA)
Hospice Services (refer to Medicaid Services Manual)
Hospital Services* (refer to-Coencurrent-Review{Felephonic-and-On-Site}- Medicaid
Services Manual, Observation-LA, and Utilization Management— LA)
o Inpatient Hospital Services*
o Outpatient Hospital Services*
e Hyperbaric Oxygen Therapy*
e Immunizations*
Intrathecal Baclofen Therapy* (refer to Durable Medical Equipment-LA)
Laboratory and-Radielegy Services*
Limited Abortion Services* (refer to Women’s Health and Family Planning Services —
LA)
Medical Transportation Services* (refer to Medical Transportation — LA)
Newborn Care and Discharge* (refer to Women’s Health and Family Planning Services-
LAConcurrent Review {Telephonic-ond-On-Site)—LA)
Obstetrics* (refer to Women’s Health and Family Planning Services — LA)
e Pediatric Day Healthcare Services (age 0-20) (refer to Medicaid Services Manual and
Pediatric Day Health Care and Personal Care Services — LA)
e Personal Care Services* (age 0-20) (refer to Medicaid Services Manual and Pediatric
Day Health Care and Personal Care Services — LA)
e Pharmacy Services* (managed by Pharmacy)
e Physician Administered Medication*
Physician/Professional Services* (refer to Medicaid Services Manual)
Podiatry Services
o Preventive Services for Adults* (age 21 and older)
Proton Beam Radiation Therapy*
Radiology Services
Routine Care Provided to Enrollees Particpating in Clinical Trials*
Sinus Procedures
Skin Substitutes for Chronic Diabetic Lower Extremity Ulcers*
Sterilization* (refer to Women’s Health and Family Planning Services — LA)
Telemedicine/Telehealth*
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e Therapy Services*
e Tobacco Cessation Services

e Vagus Nerve Stimulators* (refer to Durable Medical Equipment-LA)

Behavioral Health Services (refer to Behavioral Health policies and procedures):

e Basic Behavioral Health Services*: Services provided through primary care, including,
but not limited to, screening for mental health and substance use issues, prevention,
early intervention, medication management, and treatment and referral to specialty
services.

e Specialized Behavioral Health Services (Refer to Medicaid Services Manual)

o Licensed Practitioner Outpatient Therapy
= Parent-Child Interaction Therapy (PCIT)
= Child Parent Psychotherapy (CPP)
= Preschool Post-Traumatic Stress Disorder (PTSD) Treatment (PPT) and
Youth PTSD Treatment (YPT)
= Triple P Positive Parenting Program
* Trauma-Focused Cognitive Behavioral Therapy
= Eye Movement Desensitization and Reprocessing (EMDR) Therapy
o Mental Health Rehabilitation Services
=  Community Psychiatric Support and Treatment (CPST)
e Multi-Systemic Therapy (MST) (age 0-20)
e Functional Family Therapy (FFT) and Functional Family Therapy-
Child Welfare (age 0-20)
e Homebuilders® (age 0-20)
e Assertive Community Treatment (ACT) (age 18 and older)

= Psychosocial Rehabilitation (PSR)

= (Crisis Intervention

= (Crisis Stabilization (age 0-20)

Therapeutic Group Homes (TGH) (age 0-20)

Psychiatric Residential Treatment Facilities (PRTF) (age 0-20)
Inpatient Hospitalization (age 0-21; 65 and older)
Outpatient and Residential Substance Use Disorder Services
Medication Assisted Treatment (MAT)

© O O O O

Out-of-State Medical Care
Healthy Blue shall cover medically necessary services to enrollees provided outside of the state
when any of the following conditions are met:
e Medical services are needed because of a medical emergency;
e Medical services are needed and the enrollee’s health would be endangered if the
enrollee were required to travel to the enrollee’s state of residence;
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e Healthy Blue determines, on the basis of medical advice, that the needed medical
services, or necessary supplementary resources, are more readily available in the other
state; or

e It is general practice for enrollees in a particular locality to use medical resources in
another state.

Healthy Blue shall prior authorize all non-emergency out-of-state care.

In Lieu of Services

“In lieu of” services (ILOS) are alternative services or settings covered by Healthy Blue as a
substitute or alternative to services or settings covered under the Louisiana Medicaid State
Plan. In accordance with 42 CFR § 438.3(e)(2), ILOS are medically appropriate and cost-
effective substitute services that are offered voluntarily by Healthy Blue. If offered, Healthy
Blue may not require enrollees to use any ILOS and Healthy Blue reserves the right to cap or
limit the number of enrollees receiving the ILOS at any time and for any reason. This section
lists all approved physical health ILOS that may be offered.

Physical Health Services

Chiropractic Services for Adults Age Twenty-One (21) and Older:

The purpose of this ILOS is to provide coverage of chiropractic care for enrollees age twenty-
one (21) and older. Chiropractic services to diagnose and treat neuromusculoskeletal
conditions associated with the functional integrity of the spine are a medically appropriate
and cost-effective substitute for services currently covered under the Louisiana Medicaid
State Plan.

Provider Qualification — Qualified providers must be enrolled in Medicaid and meet the
following requirement(s):
e Current, valid, and unrestricted Louisiana chiropractic license.

Nothing herein shall be construed to require Healthy Blue to execute an agreement with any
gualified and willing provider. Healthy Blue reserves the right to execute agreements with
qualified providers only as needed to successfully provide services, if Healthy Blue elects to
offer this ILOS.

Covered Services — As part of this ILOS, chiropractic services for the purpose of diagnosing and
treating neuromusculoskeletal conditions associated with the functional integrity of the spine
are covered and considered medically necessary. The following requirements apply.

Evaluation and Management Services — The initial visit must include a treatment plan,
including:
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e Level of care (duration and frequency of visits);
e Treatment goals; and
e Measures to assess the effectiveness of treatment (qualitative and/or quantitative).

Follow-up visits must include information on the enrollee’s progress in the treatment plan,
along with the measures used to assess effectiveness.

The level of evaluation and management service shall be determined by using Current
Procedural Terminology (CPT) guidelines.

X-Rays — X-rays may be used to assess the enrollee’s condition. X-rays must be limited to the
level(s) of suspected abnormality and the minimum number of views necessary to establish
the diagnosis. Repeat X-rays are not considered medically necessary in the absence of a
significant worsening of symptoms despite treatment, a change in the pattern of symptoms
which may suggest an alternate diagnosis, or the development of new symptoms.

Spinal Manipulation — Spinal manipulation of up to five (5) regions is covered and considered
medically necessary when included in the documented treatment plan.

Other Treatments — Other treatments refer to chiropractic treatments other than spinal
manipulation. On each date of service, a maximum of two (2) other treatments are covered
and must be tailored to the enrollee’s condition and identified in the documented treatment
plan.

e Mechanical traction

e Whirlpool therapy

e Ultrasound therapy

e Electrical stimulation

e Therapeutic exercises

e Neuromuscular reeducation

e @Gait training

e Massage therapy

e Manual therapy

e Dryneedling

Prior Authorization and Referral — Chiropractic ILOS are covered without the requirement of
prior authorization for up to eighteen (18) treatment sessions annually. Additional treatment
sessions may be reimbursed with authorization. A treatment session is defined as all
chiropractic services that occur on a single date of service. A referral from a primary care
provider or any other provider is not required.
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Reimbursement — Reimbursement for chiropractic services is only available to qualifying
providers, as determined by Healthy Blue.

Non-Compliance, Recoupment, and Sanctions — Use of all procedure codes must be in
accordance with CPT guidance. Non-compliance with CPT guidance, failure to maintain
adequate medical documentation to substantiate services rendered, or non-compliance with
any of the provisions described in this document may result in recoupment and/or other
sanctions as determined by Healthy Blue.

Procedure Codes — The below table represents the procedure codes covered under this ILOS.
The fees listed are calculated according to the methodology that would be employed by
Medicaid FFS; however, Healthy blue has the discretion to execute agreements with providers
for a different rate, when mutually agreeable. As specified above, a maximum of two (2) other
treatments, in addition to spinal manipulation, may be reimbursed per date of service.

Service Category CPT Code(s)

Evaluation and management — new patient 99202, 99203, 99204, 99205
Evaluation and management — established patient 99212, 99213, 99214, 99215

Spinal X-rays 72020, 72040, 72050, 72052, 72070,

72072, 72074, 72080, 72100, 72110,
72114,72120, 72220

Spinal manipulation 98940, 98941, 98942, 97012

Other treatments (a maximum of two (2) other 97012, 97022, 97032, 97035, 97110,
treatments, in addition to spinal manipulation, are 97112, 97116, 97124, 97140, 20560,
covered per day of service) 20561

Hospital-Based Care Coordination for Pregnant and Postpartum Individuals with Substance
Use Disorder and Their Newborns:

The purpose of this ILOS is to provide coverage of a comprehensive pregnancy medical home
model of care to enrollees with substance use disorder (SUD) who are eighteen (18) years of
age and older and pregnant or up to twelve (12) months postpartum. The model includes care
coordination, health promotion, individual and family support, and linkages to
community/support services, behavioral and physical health services. The model does not
include coverage of physical and behavioral health services otherwise covered under the
Louisiana Medicaid State Plan (e.g., outpatient OB care, SUD treatment services). In addition,
this ILOS is not duplicative of Healthy Blue MEO case management services.

This ILOS is a medically appropriate substitute for acute care utilization (e.g., emergency
department visits, inpatient hospitalizations) due to inadequately treated SUD during the
pregnancy and postpartum periods. The benefit will not serve as a substitute for medically
necessary physical and behavioral health services such as obstetrical care or SUD care. Rather,

Page 8 of 64

The internal policies and procedures outlined herein are to be used for the Government Business Division
For Internal Use Only. Company Confidential. Do Not Copy.



Government Business Division
Policies and Procedures

Section (Primary Department) SUBJECT (Document Title)
Health Care Management — Utilization Managed Care Organization (MCO) Manual -
Management LA

the ILOS will help to ensure that enrollees receive comprehensive physical and behavioral
health care services that meet their needs, while avoiding preventable use of acute care.

Provider Qualifications — Eligible and qualified providers are hospitals that are enrolled in
Medicaid and provide outpatient services with the following staffing specifications:

e At least one (1) licensed mental health professional (LMHP), such as a licensed clinical
social worker (LCSW) or licensed professional counselor (LPC) with a current, valid, and
unrestricted Louisiana license;

e Additional staff may include LMHPs, registered nurses (RN), or advanced practice
registered nurses (APRN) with a current, valid, and unrestricted Louisiana license; and

e A staffing ratio of at least one (1) LMHP or nurse for every forty (40) enrollees must be
maintained.

Nothing herein shall be construed to require Healthy Blue to execute an agreement with any
qualified and willing provider. Healthy Blue reserves the right to execute agreements with
qualified providers only as needed to successfully provide services, if Healthy Blue elects to
offer this ILOS.

Covered Services — Services covered under the model are divided into three (3) categories:
1) Intake, assessment, and care plan development;
2) Care coordination; and
3) Outreach for disengaged enrollees.

Intake, Assessment, Care Plan Development —
Time Requirement: 2.5 hours total time (face-to-face and non-face-to-face time)
Services Provided:

e Intake:

o Pregnancy confirmation; referral to OB if needed

o Explanation of services

o Obtaining informed consent for treatment

o Obtaining detailed medical and social history

o Create a mapping tool of contacts

e Needs assessment through screenings:

o Initiate assessment of unmet care needs for physical (medical and nutritional),
behavioral and psychosocial needs. At a minimum, these assessments are
completed:

= 5 P’s(Parents, Peers, Partner, Pregnancy and Past) Screening tool

= Diagnostic and Statistical Manual of Mental Disorders (DSM-5) Opioid
Use Disorder Screening

= National Institute on Drug Abuse (NIDA) Substance Use Screen

= Patient Health Questionnaire-9 (PHQ-9) Depression Screening
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= Generalized Anxiety Disorder-7 (GAD-7) Screening
= Social Determinants of Health (SDOH) Health Leads Screening
o Additional screenings may be added, to include:
= Columbia Suicide Severity Rating Scale
= Perinatal PTSD Questionnaire
= PTSD Checklist — Civilian version (PCL-C)
= Adverse Childhood Experience (ACE) Questionnaire
= Mood Disorder Questionnaire (MDQ)
= Hurt-Insult-Threaten-Scream (HITS) Intimate Partner Violence Screening
e Plan of care development:
o Review assessments to identify care needs and discussing results with patient
o Develop treatment plan of patient-centered goals, including referral to MAT or
SUD treatment
o Assessing urgency of identified goals, prioritizing referrals based on needs,
including housing referrals
o Obtain plan of care developed by Healthy Blue case management, if applicable,
for incorporation
o Assessing Care Plan understanding through teach back to uncover any
misunderstanding of the plan, the medical condition and objections; adjusting
plan and referrals as needed
o Providing warm handoff to referral sources
o Notification to Healthy Blue case managers of enrollment
e All activities shall be documented fully.

Care Coordination —
Time Requirement: 10 hours per month of total time (face-to-face and non-face-to-face
time). Non-face-to-face-time can include, but is not limited to:
e Warm handoffs to other providers and community services
Contacting and communicating with physical and behavioral health providers
Following up on outcomes of referrals or visits
e Updating the enrollee’s care plan
Services Provided:
Prenatal -
e General Activities:
o Confirmation of consent
o Confirm and update birth plans
o Confirm and update contact information
o Assisting with benefit reinstatement, if indicated
e Care Coordination:
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o Coordination of referrals identified from treatment plan, incorporating
collaboration with Healthy Blue as needed to improve effectiveness and
prevent duplication

o Review and revision of care plan, as needed

Visit preparation, navigation, and follow up for key OB services

o Coordination with Healthy Blue case management to enhance care and prevent
duplication

o Multidisciplinary long-term postpartum follow-up includes referrals for
medical, developmental, and social support for mother and infant

e Risk Assessment:

o Reviewing patient history from referral source (if applicable) and medical
charts

Reassess physical, mental and social needs; identifying gaps

Providing assistance to close gaps for physical, mental and social needs

Review risks identified during assessment and addressing those risks

o Assisting with development of peer support

e Alcohol/Substance Use Disorder Treatment:

o Interdisciplinary case conference with hospital care team during pregnancy,
delivery and postpartum periods, including patient care plan

o Participation at SUD Treatment Case Conference, if indicated

o Providing referral and/or education for Naloxone

e Health Education and Promotion:

o Orientation to labor and delivery process, including pain management plan and
discussion of post-partum family planning, education on the importance of
post-partum care

o Provide individualized education on pregnancy, childbirth, parenting, physical
well-being, lactation support and information on neonatal abstinence support
and related topics

Delivery Care —

e In-hospital, rooming in and assessment of neonatal opioid withdrawal syndrome
(NOWS), if required staffing and space are available

e Lactation support and follow up education

e Assessing baby safety needs

e Navigating and educating mother for potential neonatal intensive care unit (NICU)
admission, as needed

e Assessment of care transition to home

Postpartum Care —

e Care Coordination:

o ldentifying/connecting patient with peer support

o Provide referrals for medical, developmental and social support, (WIC, Healthy
Start, Early Steps)

O

o O O
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o Follow meconium drug screening and report to Department of Children and
Family Services (DCFS), if appropriate

o Visit preparation and follow up for pediatric visits

o Assist with/make referral to pediatrician

o ldentifying NOWS and neonatal abstinence syndrome (NAS) support by care
partners

e Health Education and Promotion:

o Discussion of postpartum needs, including importance of postpartum care, red
flag warnings for postpartum hygiene, signs and symptoms of illness for
mother, sleep and nutritional needs.

o Discussion of red flag warnings for signs and symptoms of newborn illness,
feeding and lactation support, care of baby’s skin, mouth, umbilical cord and
circumcision

e Risk Assessment:

o Reassessment for depression and anxiety screening with on-site treatment or
referral as indicated

o Provide education and advocacy for DCFS reporting and the justice system

o Documentation of activities and progress across all categories of care
coordination activities

Outreach for Disengaged Enrollees —
Time Requirement: 8 hours per month total time (face-to-face and non-face-to-face time)
Services Provided:
e Maintaining and reviewing call log for potential disengagement
e Medical record review for missed physician or diagnostic appointments
e Checking with SUD treatment providers for missed appointments
e Contact attempts by preferred contact method at least three times on different days
and different times of day
e Escalating contact tracking to friends, family, employer, judicial, social services, etc.,
from contact mapping
e Documentation of efforts made for outreach attempts

Prior Authorization and Referral — Services under this ILOS are covered without the
requirement of prior authorization or referral. Healthy Blue may make referrals to providers
of this service at its discretion.

Reimbursement — Reimbursement for these services is only available to qualifying providers,
as determined by Healthy Blue. Providers are advised to contact Healthy Blue for specific
additional guidance prior to rendering services.

Non-Compliance, Recoupment, and Sanctions — Use of all procedure codes must be in
accordance with this terms and conditions described in this document. Failure to maintain
adequate medical documentation to substantiate services rendered or non-compliance with
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any of the provisions described in this document may result in recoupment and/or other
sanctions as determined by Healthy Blue.

Procedure Codes — The below table represents the procedure codes covered under this ILOS.
The fees listed are estimated by Medicaid’s actuarial consultant based on a time study;
however, Healthy Blue has the discretion to execute agreements with provider for a different
rate, when mutually agreeable. The primary diagnosis code on the claim should reflect the
primary SUD experienced by the enrollee.

. Maximum Units per Pregnancy
Service Category CPT Code B et Ay e
Intake, Assessment, Care Plan Development | HO002 1
Care Coordination HO0006 20
Outreach for Disengaged Enrollees H0023 4

Value-Added Benefits (VAB)

Healthy Blue shall identify value-added benefits (VAB) in encounter data in accordance with the
MCO System Companion Guide. Healthy Blue shall also report VAB in financial data in
accordance with the Financial Reporting Guide.

Enrollee incentives may be offered as a form of VAB to promote health behavior. Examples of
permissible incentives include health care items or services (e.g., blood sugar screenings,
cholesterol tests, medic alert jewelry) and non-health care items or services (e.g., gift
certificates, t-shirts, infant car seats). Cash or instruments convertible to cash are not
permissible. Financial incentives that do not incentivize preventive care shall not exceed $75 in
total per enrollee per year.

Healthy Blue may amend VAB subject to the requirements and timeframes specified in the
Contract. When requesting such revisions, Healthy Blue should provide the following
information for each VAB to LDH:
e Type of request (e.g., new, removal, revision);
e  VAB name;
e VAB description;
e If a revision to an existing VAB, include a summary of the change;
e Category or group of enrollees eligible to receive the VAB if it is not appropriate for all
enrollees;
e Any limitations or restrictions that apply;
e Types of providers responsible for providing the benefit or service, including any
limitations on provider capacity if applicable;
e How and when providers and enrollees will be notified about the availability of such
VAB;
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e How an enrollee may obtain or access the VAB;

e If a new financial incentive, include the mechanism itself (e.g., gift card, prepaid debit
card) and confirmation that it is not convertible to cash;

e How the VAB will be identified in administrative data or encounter data;

e Per member, per month (PMPM) actuarial value; and

e Effective date.

Healthy Blue shall also provide the PMPM actuarial value and statement of commitment on an
annual basis in accordance with the Contract.

Prohibited and Non-Covered Services

Healthy Blue shall ensure that physicians and all other professionals abide by the professional
guidelines set forth by their certifying and licensing agencies in addition to complying with
Louisiana Medicaid regulations.

In general, services that are not approved by the Federal Food and Drug Administration (FDA)
or services that are experimental, investigational, or cosmetic are excluded from Medicaid
coverage and will be deemed not medically necessary.

The following non-exhaustive list of services excluded from MCO covered services and/or
otherwise limited by Louisiana Medicaid shall be reflected in the Healthy Blue’s coverage policy:
e Any service (drug, device, procedure, or equipment) that is not medically necessary;

e Experimental/investigational drugs, devices, procedures, or equipment, unless
approved by the Secretary of LDH;

e Cosmetic drugs, devices, procedures, or equipment;

e Assistive reproductive technology for treatment of infertility;

e FElective abortions (those not covered in the Louisiana Medicaid State Plan) and related
services;

e Surgical procedures discontinued before completion;

e Harvesting of organs when a Louisiana Medicaid enrollee is the donor of an organ to a
non-Medicaid enrollee; and

e Provider preventable conditions, described below.

Provider Preventable Condition (PPC):

Louisiana Medicaid is mandated to meet the requirements of 42 CFR §447.26 with respect to

non-payment for provider preventable conditions (PPCs). Healthy Blue is required to implement

procedures for non-payment for these events when applicable to its enrollees.

PPCs are defined into two (2) separate categories:

e Health care-acquired condition (HCAC), meaning a condition occurring in any inpatient

hospital setting, identified as a hospital acquired condition (HAC) in accordance with 42
CFR §447.26; and
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e Other provider preventable condition (OPPC), meaning a condition occurring in any
health care setting in accordance with 42 CFR §447.26.

Healthy Blue shall not impose a reduction in reimbursement for a PPC when the condition
defined as a PPC for a particular enrollee existed prior to the initiation of treatment for the
enrollee by that provider. Reductions in provider reimbursement may be limited to the extent
that the following apply:
e The identified PPCs would otherwise result in an increase in reimbursement.
e It is practical to isolate for non-payment the portion of the reimbursement directly
related to treatment for, and related to, the PPC.

Non-payment of PPCs shall not prevent access to services for Medicaid enrollees.

Health Care-Acquired Condition (HCAC):
Refer to the Centers for Medicare and Medicaid Services (CMS) website for the current listing
of HACs and associated diagnoses.

NOTE: Louisiana Medicaid considers HACs as identified by Medicare, other than deep vein
thrombosis (DVT)/pulmonary embolism (PE) following total knee replacement or hip
replacement surgery in pediatric and obstetric patients.

It is the responsibility of Healthy Blue to determine if the HCAC was the cause for any additional
days added to the length of stay. Healthy Blue may not reimburse for services related to HCAC.

Medicaid requires the Present-on-Admission (POA) indicators as listed below with all reported
diagnosis codes. POA is defined as present at the time the order for inpatient admission occurs.
Conditions that develop during an outpatient encounter, including emergency department,
observation or outpatient surgery, are considered as present on admission.

POA Reporting Options:

Code | Definition
Present at the time of inpatient admission
Not present at the time of inpatient admission
Documentation is insufficient to determine if condition is present on admission
Provider is unable to clinically determine whether condition was present on
admission or not

= |c)z)<

Refer to the CMS website for the current listing of diagnoses that are exempt from POA
reporting requirements.

Other Provider Preventable Condition (OPPC):
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Healthy Blue is prohibited from reimbursing providers for the following OPPCs in any setting:
e Wrong surgical or other invasive procedure performed on a patient;
e Surgical or other invasive procedure performed on the wrong body part; or
e Surgical or other invasive procedure performed on the wrong patient.

Healthy Blue shall not reimburse for any days that are attributable to the OPPC. The diagnosis
codes that are utilized for the three (3) OPPCs listed above are included below.
e Y65.51—Performance of wrong operation (procedure) on correct patient (existing code)
e Y65.52 — Performance of operation (procedure) on patient not scheduled for surgery
e Y65.53 — Performance of correct operation (procedure) on wrong side/body part

In summary, it is the responsibility of the provider to identify and report any PPC and not seek
reimbursement from Medicaid for any additional expenses incurred as a result of the PPC.
Healthy Blue may disallow or reduce provider reimbursements based on a post-payment review
of the medical record. It is the responsibility of Healthy Blue to ensure that reimbursement is
not made for any expense as a result of a PPC.

Allergy Testing and Allergen Immunotherapy
Healthy Blue shall cover allergy testing and allergen immunotherapy relating to
hypersensitivity disorders manifested by generalized systemic reactions as well as by localized
reactions in any organ system of the body. Covered allergy services shall include:

e Invitro specific IgE tests;

e Intracutaneous (intradermal) skin tests;

e Percutaneous skin tests;

e Ingestion challenge testing; and

e Allergen immunotherapy.
Healthy Blue shall cover allergy testing for enrollees who have symptoms of allergic disease,
such as respiratory symptoms, skin symptoms, or other symptoms that consistently follow a
particular exposure, not including local reactions after an insect sting or bite.

Healthy Blue shall cover allergen immunotherapy at:
e A minimum of 180 doses every calendar year, per enrollee, for supervision of
preparation and provision of antigens other than stinging or biting insects; and
e A minimum of 52 doses every calendar year, per enrollee, for supervision of
preparation and provision of antigens related to stinging or biting insects;

Healthy Blue shall cover allergen immunotherapy doses exceeding the above quantities when
medically necessary.
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Ambulatory Surgical Services

Healthy Blue shall cover ambulatory surgical services, defined as surgical services where
patients do not require hospitalization and in which the expected duration of services would
not exceed twenty-four (24) hours. Ambulatory surgical services can be provided in non-
hospital ambulatory surgical centers and outpatient hospitals.

Ambulatory Surgical Centers (ASC) (Non-Hospital):

Healthy Blue shall cover medically necessary, preventive, diagnostic, therapeutic,
rehabilitative or palliative services furnished to an outpatient by or under the direction of a
physician or dentist in a freestanding facility which is not part of a hospital but which is
organized and operated to provide medical care to enrollees.

Ambulatory surgical center (ASC) services are items and services furnished by an outpatient
ASC in connection with a covered surgical procedure. Covered services include, but are not
limited to the following:
e Nursing, technician, and related services;
e Use of an ambulatory surgical center;
e Lab and radiology, drugs, biologicals, surgical dressings, splints, casts, appliances, and
equipment directly related to the provision of the surgical procedure;
e Diagnostic or therapeutic services or items directly related to the provision of a
surgical procedure;
e Administrative, record keeping, and housekeeping items and services;
e Materials for anesthesia;
e |ntraocular lenses; and
e Supervision of the services of an anesthetist by the operating provider.

Exclusions — ASC services do not include items and services for which reimbursement may be
made under other, separate, programs. ASC services do not include:

e Professional services;

e Lab and radiology services not directly related to the surgical procedure;

e Diagnostic procedures (other than those directly related to performance of the surgical

procedure);

e Prosthetic devices (except intraocular lens implants);

e Ambulance services;

e Leg, arm, back, and neck braces;

e Artificial limbs; and

e Durable medical equipment (DME) for use in the enrollee’s home.
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Provider Requirements — ASCs shall have an agreement with the Centers for Medicare and
Medicaid Services (CMS) in accordance with 42 CFR §416.30 and that ASCs are licensed and
certified by Louisiana’s licensing and certification agency. The ASC must have a system to
transfer enrollees requiring emergency admittance or overnight care to a fully licensed and
certified hospital following any surgical procedure performed at the facility.

Healthy Blue shall reimburse ASCs a flat fee per service. The minimum reimbursement shall be
in accordance with the Louisiana Medicaid Ambulatory Surgical Centers (Non-Hospital) Fee
Schedule. Only one (1) procedure code may be reimbursed per outpatient surgical session.

Outpatient Hospital Ambulatory Surgery:
Healthy Blue shall cover certain ambulatory surgical procedures if they are performed in the
outpatient hospital setting. A list of the surgical procedures is provided on the fee schedule.

Anesthesia

Healthy Blue shall cover surgical anesthesia services when provided by an anesthesiologist or
certified registered nurse anesthetist (CRNA). Administration of anesthesia by the provider
performing the surgical procedure for a non-obstetrical surgery shall not be covered.

Healthy Blue shall cover maternity-related anesthesia services when provided by
anesthesiologists, CRNAs, or the delivering physician.

Moderate sedation coverage shall be restricted to enrollees from birth to age thirteen (13).
Exceptions to the age restriction shall be made for children who have severe developmental
disabilities: however, no claims shall be considered for enrollees twenty-one (21) years of age
or older.

Refer to Operations and Reimbursement policies for guidance regarding claims, Current
Procedural Terminology (CPT) and modifier requirements.

Bariatric Surgery
Bariatric surgery consists of open or laparoscopic procedures that revise the gastrointestinal
anatomy to restrict the size of the stomach, reduce absorption of nutrients, or both.

Eligibility Criteria — Healthy Blue shall cover bariatric surgery when medically necessary, as
determined by meeting all of the following criteria:

e The enrollee has received a preoperative evaluation within the previous twelve (12)
months that is conducted by a multidisciplinary team including, at a minimum, a
physician, nutritionist or dietician, and a licensed qualified mental health professional.
For enrollees under the age of eighteen (18), the multidisciplinary team must have
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pediatric expertise. For all enrollees, the preoperative evaluation must document all of
the following:

o A determination that previous attempt(s) at weight loss have been
unsuccessful and that future attempts, other than bariatric surgery, are not
likely to be successful; and

o A determination that the enrollee is capable of adhering to the post-surgery
diet and follow-up care; and

o Forindividuals capable of becoming pregnant, counseling to avoid pregnancy
preoperatively and for at least twelve (12) months postoperatively and until
weight has stabilized.

e Enrollees age eighteen (18) and older must have:

o A body mass index equal to or greater than 40 kg/m?, or more than 100 pounds
overweight; or

o A body mass index of greater or equal to 35 kg/m? with one (1) or more
comorbidities related to obesity:

= Type 2 diabetes mellitus;

= Cardiovascular disease (e.g., stroke, myocardial infarction, poorly
controlled hypertension (systemic blood pressure greater than 140 mm
Hg or diastolic blood pressure 90 mm Hg or greater, despite
pharmacotherapy);

= History of coronary artery disease with a surgical intervention such as
coronary artery Bbypass or percutaneous transluminal coronary
angioplasty;

= History of cardiomyopathy;

= Obstructive sleep apnea confirmed on polysomnography with an Apnea
Hypopnea Index (AHI) or Respiratory Disturbance Index (RDI) of > 30; or

= Any other comorbidity related to obesity that is determined by the
preoperative evaluation to be improved by weight loss; or

o Abody mass index of 30 to 34.9 kg/m?22 with type 2 diabetes mellitus if
hyperglycemia is inadequately controlled despite optimal medical control by
oral or injectable medications.

e Enrollees age thirteen through seventeen (13-17) years old must have:

o A body mass index equal to or greater than 40 kg/m? or 140% of the 95t
percentile for age and sex, whichever is lower; or

o A body mass index of 35-39.9 kg/m? or 120% of the 95 percentile for age and
sex, whichever is lower, with one or more comorbidities related to obesity:

= QObstructive sleep apnea confirmed on polysomnography with an AHI >
5;

= Type 2 diabetes mellitus;

= |diopathic intracranial hypertension;

= Nonalcoholic steatohepatitis;
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= Blount’s disease;

= Slipped capital femoral epiphysis;

= Gastroesophageal reflux disease;

= Hypertension; or

= Any other comorbidity related to obesity that is determined by the

preoperative evaluation to be improved by weight loss.
e Healthy Blue shall review the medical necessity of requests for bariatric surgery for
enrollees under the age of thirteen (13) on a case-by-case basis.

Panniculectomy Subsequent to Bariatric Surgery:
Healthy Blue shall cover panniculectomy after bariatric surgery when medically necessary, as
determined by the following criteria:
e The enrollee had bariatric surgery at least eighteen (18) months prior and the
enrollee’s weight has been stable for at least six (6) months; and
e The pannus is at or below the level of the pubic symphysis; and
e The pannus causes significant consequences, as indicated by at least one of the
following:
o Cellulitis, other infections, skin ulcerations, or persistent dermatitis that has
failed to respond to at least 3 months of non-surgical treatment; or
o Functional impairment such as interference with ambulation.

Breast Surgery
Mastectomy:
Healthy Blue shall cover mastectomy and breast conserving surgery when medically
necessary. Risk-reducing mastectomy to prevent cancer shall be considered medically
necessary for enrollees that meet all of the following criteria:

e A high risk of breast cancer, as defined by one or more of the following:

o Positive genetic mutation that is known or likely to confer a high risk of breast
cancer (e.g., BRCA1 and BRCA2) where risk-reducing mastectomy is
recommended by National Comprehensive Cancer Network guidelines; or

o Significant family history, as defined by meeting the family history criteria listed
under “Breast and Ovarian Cancer” within the “Genetic Testing” policy; or

o Prior thoracic radiation therapy at an age less than 30 years old; and

e A life expectancy greater than or equal to 10 years.

Breast Reconstruction:
Healthy Blue shall cover reconstructive breast surgery after a therapeutic intervention (e.g.,
mastectomy) or trauma resulting in significant loss of breast tissue. The following services
shall be considered medically necessary:

e Reconstruction of the affected breast;

e Reconstruction of the contralateral breast to produce a symmetrical appearance;
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e Prostheses (implanted, external, or both); and
e Treatment of complications of the reconstruction.

All prosthetic implants must be Food and Drug Administration (FDA) approved and used in
compliance with all FDA requirements at the time of the surgery.

Reduction Mammaplasty and Removal of Breast Implants:
Healthy Blue shall cover reduction mammaplasty and removal of breast implants for the
purpose of breast reconstruction under the above breast reconstruction policy. Reduction
mammaplasty for purposes other than reconstruction shall be considered medically necessary
when all of the following criteria are met:
e Pubertal breast development is complete;
e A diagnosis of macromastia with at least two of the following symptoms for at least a
12-week duration:
o Chronic breast pain
o Headache
o Neck, shoulder, or back pain
o Shoulder grooving from bra straps
o Upper extremity paresthesia due to brachial plexus compression syndrome,
secondary to the weight of the breasts being transferred to the shoulder strap
area
o Thoracic kyphosis
o Persistent skin condition such as intertrigo in the inframammary fold that is
unresponsive to medical management
o Congenital breast deformity;
e Thereis a reasonable likelihood that the symptoms are primarily due to macromastia;
and
e The amount of breast tissue to be removed is reasonably expected to alleviate the
symptoms.

Removal of breast implants for purposes other than reconstruction shall be considered
medically necessary for the following indications:

e Visible capsular contracture causing pain (Baker Grade IV)

e Diagnosed or suspected implant rupture

e Local or systemic infection

e Siliconoma or granuloma

e Implant extrusion

e Interference with the diagnosis or treatment of breast cancer

e Breast implant-associated anaplastic large cell ymphoma
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If an indication for medically necessary removal of breast implants is present unilaterally,
removal of the contralateral breast implant shall also be considered medically necessary when
performed during the same operative session.

When the procedure is not reconstructive and is performed solely for the purpose of altering
the appearance of the breast, reduction mammaplasty and removal of breast implants shall
be considered cosmetic and not medically necessary.

Cardiovascular Services
Invasive Coronary Angiography (ICA) and Percutaneous Coronary Intervention (PCl):
Healthy Blue shall cover elective invasive coronary angiography (ICA) and percutaneous
coronary intervention (PCI) as treatment for cardiovascular conditions under specific
circumstances. This policy only applies to enrollees age eighteen (18) and older and does not
apply to the following enrollees:

e Enrollees under the age of eighteen (18);

e Pregnant enrollees;

e Cardiac transplant enrollees;

e Solid organ transplant candidates; and

e Survivors of sudden cardiac arrest.

Elective Invasive Coronary Angiography (ICA):
Healthy Blue shall cover elective ICA and consider it medically necessary in enrollees with one
(1) or more of the following:
e Congenital heart disease that cannot be characterized by non-invasive modalities such
as cardiac ultrasound, CT, or MRI;
e Heart failure with reduced ejection fraction for the purposes of diagnosing ischemic
cardiomyopathy;
e Hypertrophic cardiomyopathy prior to septal ablation or myomectomy;
e Severe valvular disease or valvular disease with plans for surgery or percutaneous
valve replacement;
e Type 1 myocardial infarction within the past three (3) months defined by detection of
a rise and/or fall of cardiac troponin values with at least one (1) value above the 99th
percentile upper reference limit and with at least one (1) of the following:
o Symptoms of acute myocardial ischemia;
o New ischemic electrocardiogram (ECG) changes;
o Development of pathological Q waves;
o Imaging evidence of new loss of viable myocardium or new regional wall
motion abnormality in a pattern consistent with an ischemic etiology; and
o ldentification of a coronary thrombus;
e History of ventricular tachycardia requiring therapy for termination or sustained
ventricular tachycardia not due to a transient reversible cause, within the past year;
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e History of ventricular fibrillation;

e Return of angina within nine (9) months of prior PCI;

e Enrollees without chronic kidney disease who have Canadian Cardiovascular Society
class I-1V classification of angina with intolerance of or failure to respond to at least
two (2) target dose anti-anginal medications (beta blocker, dihydropyridine or non-
dihydropyridine calcium channel blocker, nitrates, and/or ranolazine); or

e High risk imaging findings, defined as one (1) or more of the below:

o Severe resting left ventricular dysfunction (LVEF <35%) not readily explained by
noncoronary causes;

o Resting perfusion abnormalities 210% of the myocardium in enrollees without
prior history or evidence of myocardial infarction;

o Stress electrocardiogram findings including 22 mm of ST-segment depression at
low workload or persisting into recovery, exercise-induced ST-segment
elevation, or exercise-induced ventricular tachycardia/ventricular fibrillation;

o Severe stress-induced left ventricular dysfunction (peak exercise LVEF <45% or
drop in LVEF with stress 210%);

o Stress-induced perfusion abnormalities affecting 210% myocardium or stress
segmental scores indicating multiple vascular territories with abnormalities;

o Stress-induced left ventricular dilation;

o Inducible wall motion abnormality (involving >2 segments or 2 coronary beds);

o Wall motion abnormality developing at low dose of dobutamine (210
mg/kg/min) or at a low heart rate (<120 beats/min); or

o Left main stenosis (250% stenosis) on coronary computed tomography
angiography.

Elective Percutaneous Coronary Intervention (PCl):
Healthy Blue shall cover elective PCI for angina with stable coronary artery disease and
consider it medically necessary in:

e Enrollees without chronic kidney disease who have Canadian Cardiovascular Society
class I-1V classification of angina with intolerance of or failure to respond to at least
two (2) target dose anti-anginal medications (beta blocker, dihydropyridine or non-
dihydropyridine calcium channel blocker, nitrates, and/or ranolazine).

Elective PCI for other cardiac conditions is considered medically necessary in enrollees with
one (1) or more of the following:
e Heart failure with reduced ejection fraction for the purposes of treating ischemic
cardiomyopathy;
e Left main stenosis 250% as determined on prior cardiac catheterization or coronary
computed tomography angiography, if the enrollee has documentation indicating they
were declined for a coronary artery bypass graft surgery; and
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e Type 1 myocardial infarction within the past three (3) months as defined by detection
of a rise and/or fall of cardiac troponin values with at least one value above the 99th
percentile upper reference limit and with at least one (1) of the following:

o Symptoms of acute myocardial ischemia;

o New ischemic electrocardiogram changes;

o Development of pathological Q waves;

o Imaging evidence of new loss of viable myocardium, or new regional wall
motion abnormality in a pattern consistent with an ischemic etiology; and

o Identification of a coronary thrombus.

Elective PCI for non-acute, stable coronary artery disease is not considered medically
necessary in all other enrollee populations, including if the enrollee is unwilling to adhere with
recommended medical therapy, or if the enrollee is unlikely to benefit from the proposed
procedure (e.g., life expectancy less than six (6) months due to a terminal illness).

Endovascular Revascularization for Peripheral Artery Disease:
Healthy Blue shall cover endovascular revascularization procedures (stents, angioplasty, and
atherectomy) for the lower extremity and consider them medically necessary for the following
conditions:
e Acute limb ischemia;
e Chronic limb-threatening ischemia, defined as the presence of any of the following:
o Ischemic pain at rest;
o Gangrene; or
o Lower limb ulceration greater than two (2) weeks duration.

Healthy Blue shall also cover endovascular revascularization procedures and consider them
medically necessary in enrollees with peripheral artery disease who have symptoms of
intermittent claudication and meet all of the following criteria:
e Significant peripheral artery disease of the lower extremity as indicated by at least one
(1) of the following:
o Moderate to severe ischemic peripheral artery disease with ankle-brachial
index (ABI) <0.69; or
o Stenosis in the aortoiliac artery, femoropopliteal artery, or both arteries, with a
severity of stenosis 270% by imaging studies; and
e Claudication symptoms that impair the ability to work or perform activities of daily
living; and
e No improvement of symptoms despite all of the following treatments:
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o Documented participation in a medically supervised or directed exercise

program for at least twelve (12) weeks. Individuals fully unable to perform
exercise therapy may qualify for revascularization only if the procedure is
expected to provide long-term functional benefits despite the limitations that
precluded exercise therapy; and
At least six (6) months of optimal pharmacologic therapy including all of the
below agents, unless contraindicated or discontinued due to adverse effects:

= Antiplatelet therapy with aspirin, clopidogrel, or both

= Statin therapy

= (Cilostazol

= Antihypertensives to a goal systolic blood pressure €140 mmHg and

diastolic blood pressure <90 mmHg; and

At least one (1) documented attempt at smoking cessation, if applicable,
consisting of pharmacotherapy, unless contraindicated, and behavioral
counseling, or referral to a smoking cessation program that offers both
pharmacotherapy and counseling.

Exclusions — Healthy Blue shall not consider endovascular revascularization procedures for the
lower extremity not medically necessary in the following circumstances:

Claudication due to isolated infrapopliteal artery disease (anterior tibial, posterior
tibial or peroneal) including enrollees with coronary artery disease, diabetes mellitus,
or both;

To prevent the progression of claudication to chronic limb-threatening ischemia in an
enrollee who does not otherwise meet medical necessity criteria;

Enrollee is asymptomatic; or

Treatment of a nonviable limb.

Peripheral Arterial Disease Rehabilitation for Symptomatic Peripheral Arterial Disease:
Peripheral arterial disease rehabilitation, also known as supervised exercise therapy, involves
the use of intermittent exercise training for the purpose of reducing intermittent claudication

symptoms.

Healthy Blue shall cover and consider medically necessary up to thirty-six (36) sessions of
peripheral arterial disease rehabilitation annually. Delivery of these sessions three (3) times
per week over a twelve (12) week period is recommended, but not required. Healthy Blue
shall direct providers to adhere to CPT guidance on the time per session, exercise activities
permitted, and the qualifications of the supervising provider.

Chiropractic Services
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Healthy Blue shall cover chiropractic manipulative treatment for enrollees under twenty-one
(21) years of age when medically necessary and upon referral from an EPSDT medical
screening primary care provider.

Diabetes Self-Management Training (DSMT)

Healthy Blue shall cover DSMT services which, at a minimum, must include the following:
e Instructions for blood glucose self-monitoring;

Education regarding diet and exercise;

Individualized insulin treatment plan (for insulin dependent enrollees); and

e Encouragement and support for use of self-management skills.

DSMT must be aimed at educating enrollees on the following topics to promote successful
self-management:
e Diabetes overview, including current treatment options and disease process;
e Diet and nutritional needs;
e Increasing activity and exercise;
e Medication management, including instructions for self-administering injectable
medications (as applicable);
e Management of hyperglycemia and hypoglycemia;
e Blood glucose monitoring and utilization of results;
e Prevention, detection, and treatment of acute and chronic complications associated
with diabetes (including discussions on foot care, skin care, etc.);
e Reducing risk factors, incorporating new healthy behaviors into daily life, and setting
goals to promote successful outcomes;
e Importance of preconception care and management during pregnancy;
e Managing stress regarding adjustments being made in daily life; and
e Importance of family and social support.

All educational material must be pertinent and age appropriate for each enrollee. Parents or
legal guardians can participate in DSMT rendered to their child, but all claims for these
services must be submitted under the child’s Medicaid coverage.

Provider Qualifications — DSMT is not a separately recognized provider type and Healthy Blue
shall require that DSMT services be provided and reimbursed under the direction of a
physician, advanced practice registered nurse, or physician assistant.

Healthy Blue shall require providers of DSMT services to be accredited by one (1) of the
following national accreditation organizations:

e American Diabetes Association (ADA);

e American Association of Diabetes Educators (AADE); or

e Indian Health Service (IHS).
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Coverage-Reguirements—Healthy Blue shall not cover services provided by providers without
proof of accreditation from one (1) of the listed organizations.

At a minimum, providers of DSMT services must include at least one (1) registered dietician,
registered nurse, or pharmacist. Each enrollee of the instructional team must be a Certified
Diabetes Educator (CDE) or have recent didactic and experiential preparation in education and
diabetes management, and at least one member of the instructional team must be a CDE who
has been certified by the National Certification Board for Diabetes Educators (NCBDE). Healthy
Blue shall require providers to maintain and provide proof of certification of staff members as
requested by LDH or its fiscal intermediary.

All DSMT services must adhere to the National Standards for Diabetes Self-Management
Education.

Coverage Requirements — Healthy Blue shall cover DSMT for eligible enrollees who have been
diagnosed with type 1, type 2, or gestational diabetes mellitus and who have an order from a
provider involved in the management of their diabetes, such a primary care provider or
obstetrician.

Healthy Blue shall require the ordering provider to maintain a copy of all DSMT orders. Each
order must be signed and must specify the total number of hours being ordered, not to
exceed the following coverage limitations:

e A maximum of ten (10) hours of initial training (one (1) hour of individual and nine (9)
hours of group sessions) are allowed during the first twelve (12) month period
beginning with the initial training date.

e A maximum of two (2) hours of individual sessions are allowed for each subsequent
year.

If special circumstances occur in which the ordering provider determines an enrollee would
benefit from individual sessions rather than group sessions, the order must also include a
statement specifying that individual sessions would be more appropriate, along with an
explanation.

If a DSMT order must be modified, the updated order must be signed by the ordering provider
and copies must be retained in the medical record.

Medicaid Enrollees Not Eligible for DSMT — The following enrollees are not eligible for DSMT:
e Enrollees residing in an inpatient hospital or other institutional setting such as a
nursing care facility or a residential care facility; and
e Enrollees receiving hospice services.
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Initial DSMT:

e Initial DSMT may begin after receiving the initial order. DSMT is allowed for a
continuous twelve (12) month period following the initial training date. In order for
services to be considered initial, the enrollee must not have previously received initial
or follow up DSMT.

e The ten (10) hours of initial training may be provided in any combination of thirty (30)
minute increments over the twelve (12) month period. Healthy Blue should not
reimburse for sessions lasting less than thirty (30) minutes.

e Group sessions may be provided in any combination of thirty (30) minute increments.
Sessions less than thirty (30) minutes are not covered. Each group session must
contain between two to twenty (2-20) enrollees.

Follow-Up DSMT:

After receiving ten (10) hours of initial training, an enrollee shall be eligible to receive a
maximum of two hours of follow-up training each year, if ordered. Healthy Blue shall cover
additional training for enrollees under age twenty-one (21) if determined to be medically
necessary and documented in the record.

Follow-up training is based on a twelve (12) month calendar year following completion of the
initial training. If an enrollee completes ten (10) hours of initial training, the enrollee shall be
eligible for two (2) hours of follow-up training for the next calendar year. If all ten (10) hours
of initial training are not used within the first calendar year, then the enrollee shall have
twelve (12) months to complete the initial training prior to follow up training.

Providers are expected to communicate with enrollees to determine if the enrollee has
previously received DSMT services or has exhausted the maximum hours of DSMT services for
the given year.

Healthy Blue shall cover ten (10) hours of initial training (for the first twelve (12) months) and
two (2) hours of follow-up training (for each subsequent year) regardless of the providers of
service.

Provider Responsibilities — Providers must ensure the following conditions are met in order to
receive reimbursement:
e The enrollee meets one (1) of the following requirements:
o Isanewly diagnosed diabetic, gestational diabetic, pregnant with a history of
diabetes, or has received no previous diabetes education;
o Demonstrates poor glycemic control (Alc>7);
o Has documentation of an acute episode of severe hypoglycemia or
hyperglycemia occurring in the past twelve (12) months; or
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o Has received a diagnosis of a complication, a diagnosis of a co-morbidity, or
prescription for new equipment such as an insulin pump.
e The provider maintains the following documentation requirements:
o A copy of the order for DSMT from the enrollee’s ordering provider;
A comprehensive plan of care documented in the medical record;
Start and stop time of services;
Clinical notes, documenting enrollee progress;
Original and ongoing pertinent lab work;
Individual education plan;
Assessment of the individual’s education needs;
Evaluation of achievement of self-management goals;
Proof of correspondence with the ordering provider regarding the enrollee’s
progress; and
o All other pertinent documentation.

O O O O O 0O O O

Enrollee records, facility accreditation, and proof of staff licensure, certification, and
educational requirements must be kept readily available to be furnished, as requested, to
Louisiana Medicaid, its authorized representatives, or the sState’s Attorney General’s
Medicaid Fraud Control Unit.
Reimbursement — Healthy Blue shall reimburse for DSMT services as a flat fee based on the
Louisiana Medicaid Professional Services Fee Schedule, at a minimum, minus the amount
which any third party coverage would pay. The following Healthcare Common Procedure
Coding System (HCPCS) codes or their successors are used to bill DSMT services:
e (GO0108 — Diabetes outpatient self-management training services, individual, per 30
minutes
e (G0109 - Diabetes self-management training services, group session (two or more) per
30 minutes

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services

The EPSDT program is a comprehensive and preventive child health program for individuals
under the age of twenty-one (21). The program consists of two (2) mutually supportive,
operational components: (1) ensuring the availability and accessibility of required healthcare
services; and (2) helping Medicaid enrollees and their parents or guardians effectively use
these resources. The intent of the EPSDT program is to direct attention to the importance of
preventive health services and early detection and treatment of identified problems.

Enrollees under twenty-one (21) years of age are entitled to receive all medically necessary
health care, screening, diagnostic services, treatment, and other measures to correct or
improve physical or mental conditions (Section 1905(r) of the Social Security Act). The EPSDT
benefit is comprehensive in nature and includes coverage of all services described in Federal
Medicaid statutes and regulations including those that are not covered for adults, not
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explicitly described in the Contract, not included in the Medicaid FFS fee schedules, and not
covered in the Louisiana Medicaid State Plan. Healthy Blue shall consult LDH with any
guestions about these requirements.

Healthy Blue shall have written procedures for EPSDT preventive services in compliance with
42 CFR Part 441 Subpart B-Early and Periodic Screening, Diagnosis, and Treatment (EPSDT), as
well as be in compliance with the CMS State Medicaid Manual, Part 5 — EPSDT. These articles
outline the requirements for EPSDT, including assurance that all EPSDT eligible enrollees are
notified of EPSDT available services; that necessary screening, diagnostic, and treatment
services are available and provided; and that tracking or follow-up occurs to ensure all
necessary services were provided to all of the MCO’s enrollees under the age of twenty-one
(21).

EPSDT Screening:

Enrollee screening includes medical (including developmental, perinatal depression, and
behavioral health), vision, hearing, and dental screenings. Healthy Blue shall ensure these
guidelines are followed by its providers.

EPSDT Periodic Screening:
Louisiana Medicaid has adopted the “Recommendations for Preventive Pediatric Health Care”
periodicity schedule promulgated by the American Academy of Pediatrics (AAP)/Bright
Futures with two (2) exceptions:
e The Louisiana Medicaid EPSDT screening guidelines and policies are for individuals
under twenty-one (21) years of age; and
e Louisiana Medicaid has stricter requirements for lead assessment and blood lead
screening in keeping with LAC 48:V.7005-7009. Based on surveillance data gathered by
the State Childhood Lead Poisoning Prevention Program and review by the state health
officer and representatives from medical schools in the state, all parishes in Louisiana
are identified as high risk for lead poisoning.

a) Healthy Blue shall ensure children ages six (6) months to seventy-two (72) months
are screened in compliance with Louisiana Medicaid EPSDT requirements and in
accordance with practices consistent with current Centers for Disease Control and
Prevention (CDC) guidelines, which include the following specifications:

i) Administer a risk assessment at every well-child visit;

ii) Use a blood test to screen all children at ages twelve (12) months and twenty-
four (24) months or at any age older than twenty-four (24) months up to
seventy-two (72) months, if they have not been previously screened; and

iii) Use a venous blood sample to confirm results when finger stick samples
indicate blood lead levels 5 pg/dl (micrograms per deciliter).
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b) Healthy Blue requires providers to report a lead case to the Office of Public
Health’s (OPH) Childhood Lead Poisoning Prevention Program [link] within twenty-
four (24) working hours. A lead case is indicated by a blood lead test result of >5
ug/dl.

The AAP Bright Futures “Recommendations for Preventive Pediatric Health Care” can be
found on the AAP’s website [link].

Healthy Blue shall ensure that providers have access to the most current periodicity schedule
and that EPSDT enrollees receive services according to this schedule.

If an abnormality or problem is encountered and treatment is significant enough to require an
additional evaluation and management (E&M) service on the same date, by the same
provider, no additional E&M of a level higher than CPT code 99212 is reimbursable.

The physician, advanced practice registered nurse, or physician assistant listed as the
rendering provider must be present and involved during a preventive visit. Any care provided
by a registered nurse or other ancillary staff in a provider’s office is subject to the policy in the
“Incident to” Services section of the MCO Manual and must only be providing services within
the scope of their license or certification.

EPSDT Off-Schedule Screening:

If a child misses a regular periodic screening, that child may be screened off-schedule in order
to bring the child up to date at the earliest possible time. However, all screenings performed
on children who are under two (2) years of age must be at least thirty (30) days apart, and
those performed on children age two through six (2-6) years of age must be at least six (6)
months apart.

EPSDT Interperiodic Screening:

Interperiodic screenings may be performed if medically necessary. The parent/guardian or any
medical provider or qualified health, developmental, or education professional that comes
into contact with the child outside the formal healthcare system may request the
interperiodic screening.

An interperiodic screening may only be provided if the enrollee has received an age-
appropriate preventive medical screening. If the preventive medical screening has not been
performed, then the provider must perform an age-appropriate preventive medical screening.

An interperiodic screening includes a complete unclothed exam or assessment, health and
history update, measurements, immunizations, health education and other age-appropriate
procedures.
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An interperiodic screening may be performed and billed for a required Head Start physical or
school sports physical, but must include all of the components required in the EPSDT
preventive periodic screening.

Documentation must indicate that all components of the screening were completed.
Medically necessary laboratory, radiology, or other procedures may also be performed and
may be billed separately. A well diagnosis is not required.

EPSDT Preventive Medical Screening:
Components of the EPSDT preventive medical screenings include the following:
e A comprehensive health and developmental history (including assessment of both
physical and mental health and development);
e A comprehensive unclothed physical exam or assessment;
e Appropriate immunizations according to age and health history (unless medically
contraindicated or parents/guardians refuse at the time);
e Laboratory tests® (including age-appropriate screening for newborns, iron deficiency
anemia, and blood lead levels, dyslipidemia, and sexually transmitted infections); and
e Health education (including anticipatory guidance).

The blood lead levels and iron deficiency anemia components of the preventive medical
screening must be provided on-site on the same date of service as the screening visit.
The services shall be available both on a regular basis, and whenever additional health
treatment or services are needed. EPSDT screenings may identify problems needing other
health treatment or additional services.

EPSDT Neonatal/Newborn Screening for Genetic Disorders:

Providers are responsible for obtaining the results of the initial neonatal screening by
contacting the hospital of birth, the health unit in the parish of the mother’s residence, or
through the Office of Public Health (OPH) Genetics Diseases Program’s web-based Secure
Remote Viewer (SRV) [link].

If screening results are not available, or if newborns are screened prior to twenty-four (24)
hours of age, newborns must have another newborn screen. The newborn infant must be
rescreened at the first medical visit after birth, preferably between one (1) and two (2) weeks
of age, but no later than the third week of life.

Initial or repeat neonatal screening results must be documented in the medical record for all
children less than six (6) months of age. Children over six (6) months of age do not need to be

The blood lead levels and iron deficiency anemia components of the preventive medical screening must be
provided on-site on the same date of service as the screening visit.
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screened unless it is medically indicated. When a positive result is identified from any of the
conditions specified in LAC, Book Two of Two: Part V. Preventive Health Services Subpart 18.
Disability Prevention Program Chapter 63. Newborn Heel Stick Screening §6303, and a private
laboratory is used, the provider must immediately notify the OPH Genetics Disease Program.

For newborn screening for severe combined immunodeficiency (SCID), Healthy Blue shall
cover testing under CPT code 81479. This code is only to be used for this purpose and until
such a time as a permanent procedure code is in place.

EPSDT Preventive Vision Screening:
Subjective Vision Screening — The subjective vision screening is part of the comprehensive
history and physical exam or assessment component of the medical screening and must
include the history of any:
e Eye disorders of the child or the child’s family;
e Systemic diseases of the child or the child’s family which involve the eyes or affect
vision;
e Behavior on the part of the child that may indicate the presence or risk of eye
problems; and
e Medical treatment for any eye condition.

Objective Vision Screening — Objective vision screenings may be performed by trained office
staff under the supervision of a licensed physician, physician assistant, registered nurse,
advanced practice registered nurse, or optometrist. The interpretive conference to discuss
findings from the screenings must be performed by a licensed physician, physician assistant,
registered nurse, or advanced practice registered nurse.

Vision screening services are to be provided according to the AAP/Bright Futures
recommendations.

EPSDT Preventive Hearing Screening:

Subjective Hearing Screening — The subjective hearing screening is part of the comprehensive
history and physical exam or assessment component of the medical screening and must
include the history of:

The child’s response to voices and other auditory stimuli;

e Delayed speech development;

Chronic or current otitis media; and

Other health problems that place the child at risk for hearing loss or impairment.

Objective Hearing Screening — The objective hearing screenings may be performed by trained
office staff under the supervision of a licensed audiologist or speech pathologist, physician,
physician assistant, registered nurse, or advanced practice registered nurse. The interpretive
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conference to discuss findings from the screenings must be performed by a licensed physician,
physician assistant, registered nurse, or advanced practice registered nurse.

Hearing screening services are to be provided according to the AAP/Bright Futures
recommendations.

EPSDT Dental Screening:

An oral health risk assessment must be performed per the Bright Futures periodicity schedule.
Refer to the Dental Services Provider Manual chapter of the Medicaid Services Manual for
additional information pertaining to EPSDT dental services.

EPSDT Developmental and Autism Screening:

Healthy Blue shall cover developmental and autism screenings administered during EPSDT
preventive visits in accordance with the AAP/Bright Futures periodicity schedule. Healthy Blue
shall also cover developmental and autism screenings performed by primary care providers
when administered at intervals outside EPSDT preventive visits if they are medically indicated
for an enrollee at-risk for, or with a suspected, developmental abnormality.

Healthy Blue will only reimburse the use of age-appropriate, caregiver-completed, and
validated screening tools as recommended by the AAP.

If an enrollee screens positive on a developmental or autism screen, the provider must give
appropriate developmental health recommendations, refer the enrollee for additional
evaluation, or both, as clinically appropriate. Providers must document the screening tool(s)
used, the result of the screen, and any action taken, if needed, in the enrollee’s medical
record.

Developmental screening and autism screening are currently reimbursed using the same
procedure code. Providers may only receive reimbursement for one (1) developmental screen
and one (1) autism screen per day of service. To receive reimbursement for both services
performed on the same day, providers may submit claims for two (2) units of the relevant
procedure code.

EPSDT Perinatal Depression Screening:

Healthy Blue shall cover perinatal depression screening administered to an enrollee’s
caregiver in accordance with the AAP/Bright Futures periodicity schedule. The screening can
be administered from birth to one (1) year during an EPSDT preventive visit, interperiodic visit,
or E&M office visit. This service is a recommended, but not required, component of well-
childcare.

Perinatal depression screening must employ one of the following validated screening tools:
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e Edinburg Postnatal Depression Scale (EPDS);
e Patient Health Questionnaire 9 (PHQ-9); or
e Patient Health Questionnaire 2 (PHQ-2) and, if positive, a full PHQ-9.

Documentation must include the tool used, the results, and any follow-up actions taken. If an
enrollee's caregiver screens positive, the provider must refer the caregiver to available
resources, such as their primary care provider, obstetrician, or mental health professionals,
and document the referral. If screening indicates possible suicidality, concern for the safety of
the caregiver or enrollee, or another psychiatric emergency, then referral to emergency
mental health services is required.

Though the screening is administered to the caregiver, Healthy Blue shall reimburse this
service under the child’s Medicaid coverage. If two (2) or more children under age one (1)
present to care on the same day (e.g., twins or other siblings both under age one (1)), the
provider must submit the claim under only one (1) of the children. When performed on the
same day as a developmental screening, providers must append modifier -59 to claims for
perinatal depression screening.

EPSDT Immunizations:
Appropriate immunizations (unless medically contraindicated or the parents/guardians
refuse) are a federally required medical screening component.

Healthy Blue must ensure that all Medicaid-enrolled providers that provide EPSDT) well child
preventive screenings are enrolled in the Vaccines for Children (VFC) program and utilize VFC
vaccines for enrollees aged birth through eighteen (18) years of age.

Healthy Blue shall ensure that enrollees receive age appropriate immunizations as described
above during their periodic or interperiodic preventive visit or other appropriate opportunity.
The current Childhood Immunization Schedule recommended by AAP, Advisory Committee on
Immunizations Practices (ACIP), and American Academy of Family Physicians (AAFP), which is
updated annually, must be followed. Providers are responsible for obtaining current copies of
the schedule. Healthy Blue shall ensure that enrollees receive immunizations per the
schedule.

EPSDT Laboratory:

Age-appropriate laboratory tests are required at selected age intervals. Documented
laboratory procedures provided less than six (6) months prior to the medical screening must
not be repeated unless medically necessary. Iron deficiency anemia and blood leadwvel testing
when required are included in the medical screening fee and must not be billed separately.

EPSDT Diagnosis and Treatment:
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Screening services are performed to assure that health problems are found, diagnosed, and
treated early before becoming more serious and additional treatment is necessary. Providers
are responsible for identifying any general suspected conditions and reporting the presence,
nature, and status of the suspected conditions. Healthy Blue shall ensure that these guidelines
are followed by its providers.

EPSDT Diagnosis:

When a screening indicates the need for further diagnosis or evaluation of a child’s health, the
child must receive a complete diagnostic evaluation within sixty (60) days of the screening or
sooner as medically necessary.

Providers are responsible to make any necessary referrals of the enrollee to a specialist.
Healthy Blue shall maintain a referral system with an adequate provider network to support
the provider in making the referrals and to support the enrollee in accessing the services. It is
the responsibility of Healthy Blue to ensure that the enrollee receives the diagnostic services
required.

EPSDT Initial Treatment:

Medically necessary health care, initial treatment, or other measures needed to correct or
ameliorate physical or mental illnesses or conditions discovered in a medical, vision, or
hearing screening must be initiated within sixty (60) days of the screening or sooner if
medically necessary.

EPSDT Providing or Referring Enrollees for Services:

Providers detecting a health or mental health problem in a screening must either provide the
services indicated or refer the enrollee for care. Providers who perform the diagnostic and/or
initial treatment services should do so at the screening appointment when possible, but must
ensure that enrollees receive the necessary services within sixty (60) days of the screening or
sooner if medically necessary.

Providers who refer the enrollee for care must make the necessary referrals at the time of
screening. This information must be maintained in the enrollee’s record.

Providers are responsible to make any necessary referrals of the enrollee to a specialist.
Healthy Blue shall maintain a referral system with an adequate provider network to support
the provider in making the referrals and to support the enrollee in accessing the services. It is
the responsibility of Healthy Blue to ensure that the enrollee receives the treatment services
required.

EPSDT Dental Treatment:
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Fluoride varnish applications are covered when provided in a physician office setting
(including RHCs and FQHCs) once every six (6) months for enrollees six (6) months through
five (5) years of age. Providers eligible for reimbursement of this service include physicians,
physician assistants, and nurse practitioners who have reviewed the Smiles for Life fluoride
varnish training module [link] and successfully completed the post assessment. Physicians are
responsible to provide and document training to their participating staff to ensure
competency in fluoride varnish applications.

Fluoride varnish applications may only be applied by the following disciplines:
e Appropriate dental providers;
e Physicians;
e Physician assistants;
e Nurse practitioners;
e Registered nurses;
e Advanced practice registered nurses;
e Licensed practical nurses; or
e Certified medical assistants.

Early Steps Program:

The Early Steps Program provides services to families with infants and toddlers aged birth to
three (3) years who have a medical condition likely to result in a developmental delay, or who
have developmental delays.

Healthy Blue shall ensure that any infant or toddler who meets or may meet the medical or
biological eligibility criteria for Early Steps (infant and toddler early intervention services) is
referred to the local Early Steps Program. Additional information about the Early Steps
Program may be found on the LDH webpage [link].

Emergency Services

Healthy Blue shall provide emergency services, including those for specialized behavioral
health, be rendered without the requirement of prior authorization of any kind. Healthy Blue
must cover and pay for emergency services regardless of whether the provider that furnishes
the emergency services is part of Healthy Blue’s provider network. If an emergency medical
condition exists, Healthy Blue is obligated to pay for the emergency service.

Healthy Blue shall advise its enrollees of the provisions governing in and out-of-service area use
of emergency services as defined in the Contract.

Healthy Blue shall not deny payment for treatment when a representative of the organization
instructs the enrollee to seek emergency services.
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Healthy Blue shall not deny payment for treatment obtained when an enrollee had an
emergency medical condition as defined in 42 CFR §438.114(a).

The attending emergency physician, or the provider actually treating the enrollee shall
determine when the enrollee is sufficiently stabilized for transfer or discharge and that
determination is binding on Healthy Blue for coverage and payment of emergency and post-
stabilization services.

Healthy Blue shall be responsible for educating enrollees and providers regarding appropriate
utilization of ED services, including behavioral health emergencies.

Healthy Blue shall monitor emergency services utilization by enrollees (by provider) and address
inappropriate emergency department utilization.

An enrollee who has an emergency medical condition may not be held liable for payment of
subsequent screening and treatment needed to diagnose the specific condition or stabilize the

patient.

Each enrollee is guaranteed the right to receive detailed information on emergency and after-
hours coverage, to include, but not limited to:

e What constitutes an _emergency medical condition, emergency services, and post-
stabilization services;

e That emergency services do not require prior authorization;

e The process and procedures for obtaining emergency services;

e The locations of any emergency settings and other locations at which providers and
hospitals furnish emergency services and post-stabilization services covered under the
Contract;

e Enrollee’s right to use any hospital or other setting for emergency care; and

e Post-stabilization care services rules as detailed in 42 CFR §422.113(c).

Post-Stabilization Services:
As specified in 42 CFR §438.114(e) and 42 CFR §422.113(c)(2)(i), (ii) and (iii), Healthy Blue must
cover and pay for post-stabilization care services obtained within or outside the Healthy Blue’s
network that are:

e Pre-approved by a network provider or other Healthy Blue representative; or

e Not preapproved by a network provider or other Healthy Blue representative, but:

o __Administered to maintain the enrollee’s stabilized condition within one hour of
a_request to Healthy Blue for pre-approval of further post-stabilization care
services; or

o __Administered to maintain, improve or resolve the enrollee’s stabilized condition
if Healthy Blue:
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e Does not respond to a request for pre-approval within one hour;

e Cannot be contacted; or

e Healthy Blue’s representative and the treating physician cannot reach an agreement
concerning the enrollee's care and a network physician is not available for consultation.
In this situation, Healthy Blue must give the treating physician the opportunity to consult
with a network physician and the treating physician may continue with care of the
patient until a network physician is reached or one of the criteria of (422.133(c)(3)) is
met.

Healthy Blue’s financial responsibility for post-stabilization care services that it has not pre-
approved ends when:
e A network physician with privileges at the treating hospital assumes responsibility for
the enrollee’s care;
e A network physician assumes responsibility for the enrollee’s care through transfer;
e A representative of Healthy Blue and the treating physician reach an agreement
concerning the enrollee’s care; or
e The enrollee is discharged.

Emergency Ancillary Services Provided at the Hospital:

Emergency ancillary services which are provided in a hospital include, but are not limited to,
radiology, laboratory, emergency medicine and anesthesiology. Healthy Blue shall reimburse
the professional component of these services at a rate equal to or greater than the published
Medicaid FFS rate in effect on the date of service to in-network providers when Healthy Blue
authorizes these services (either in-patient or outpatient). Emergency ancillary services
rendered by non-network providers in a hospital setting shall be reimbursed at the published
Medicaid fee schedule in effect on the date of service.

Eye Care and Vision Services

Healthy Blue shall not require a referral for in-network providers. Healthy Blue’s requirements
for provision and authorization of services within the scope of licensure for optometrists
cannot be more stringent than those requirements for participating ophthalmologists.

Genetic Counseling and Testing

Genetic testing for a particular disease should generally be performed once per lifetime;
however, there are rare instances in which testing may be performed more than once in a
lifetime (e.g., previous testing methodology is inaccurate or a new discovery has added
significant relevant mutations for a disease).

Genetic Counseling:
Healthy Blue shall require counseling before and after all genetic testing. Counseling must
consist of at least all of the following and be documented in the enrollee’s medical record:
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e Obtaining a structured family genetic history;
e Genetic risk assessment; and
e Counseling of the enrollee and family about diagnosis, prognosis, and treatment.

When performed by licensed genetic counselors, Healthy Blue shall reimburse services using
the procedure code specific to genetic counseling. Reimbursement for this service is "incident
to" the services of a supervising physician and is limited to no more than ninety (90) minutes
on a single day of service.

When performed by providers other than licensed genetic counselors, Healthy Blue shall
reimburse for counseling under an applicable E&M code.

Breast and Ovarian Cancer:

Healthy Blue shall cover and consider genetic testing for BRCA1 and BRCA2 mutations in
cancer-affected individuals and cancer-unaffected individuals to be medically necessary if the
enrollee meets the criteria listed below.

Eligibility Criteria — Individuals meeting one or more of the below criteria are considered
eligible.

e Individuals with any blood relative with a known BRCA1/BRCA2 mutation;

e Individuals meeting the criteria below but with previous limited testing (e.g., single
gene and/or absent deletion duplication analysis) interested in pursuing multi-gene
testing;

e Individuals with a personal history of cancer, defined as one or more of the following:

o Breast cancer and one or more of the following:
= Diagnosed age <45 years; or
= Diagnosed at age 45-50 years with:
e Unknown or limited family history; or
e Asecond breast cancer diagnosed at any age; or
e >1 close blood relative? with breast, ovarian, pancreatic, or high-
grade (Gleason score 27) or intraductal prostate cancer at any
age
= Diagnosed at age <60 years with triple negative (ER—, PR—, HER2-)
breast cancer;
= Diagnosed at any age with:
e Ashkenazi Jewish ancestry; or

2 For the purpose of familial assessment, close blood relatives include first, second, and third-degree relatives on
the same side of the family (maternal or paternal): first-degree relatives are parents, siblings, and children; second-
degree relatives are grandparents, aunts, uncles, nieces, nephews, grandchildren, and half siblings; and third-
degree relatives are great-grandparents, great-aunts, great-uncles, great-grandchildren and first cousins.
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e >1 close blood relativeZ with breast cancer at age <50 years or
ovarian, pancreatic, or metastatic or intraductal prostate cancer
at any age; or

e >3 total diagnoses of breast cancer in patient and/or close blood
relatives??

= Diagnosed at any age with male breast cancer; or

= Epithelial ovarian cancer (including fallopian tube cancer or peritoneal
cancer) at any age;

o Exocrine pancreatic cancer at any age;
Metastatic or intraductal prostate cancer at any age;

o High-grade (Gleason score >7) prostate cancer at any age with:

= AshkenaziJewish ancestry; or

= >1 close blood relative?? with breast cancer at age <50 years or ovarian,
pancreatic, or metastatic or intraductal prostate cancer at any age; or

= >2 close blood relatives?® with breast or prostate cancer (any grade) at
any age

o A mutation identified on tumor genomic testing that has clinical implications if
also identified in the germline

o To aid in systemic therapy decision-making, such as for HER2-negative
metastatic breast cancer

e Individuals with a family history of cancer, including unaffected individuals, defined as
one or more of the following:

o An affected or unaffected individual with a 1%t or 2" degree blood relative
meeting any of the criterion listed above (except individuals who meet criteria
only for systemic therapy decision-making); or

o An affected or unaffected individual who otherwise does not met criteria above
but also has a probability >5% of a BRCA1/2 pathogenic variant based on prior
probability models (e.g., Tyer-Cuzick, BRCAPro, Pennll)

O

Familial Adenomatous Polyposis (FAP):

Familial adenomatous polyposis (FAP) is caused by a hereditary genetic mutation in the
adenomatous polyposis coli (APC) tumor suppressor gene which leads to development of
adenomatous colon polyps.

Eligibility Criteria — Healthy Blue shall cover and consider genetic testing for APC gene
mutations to diagnose FAP to be medically necessary if the enrollee meets the following
criteria:

e Personal history of 220 cumulative adenoma; or

e Known deleterious APC mutation in first-degree family member.

Lynch Syndrome:
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Healthy Blue shall cover and consider genetic testing for Lynch syndrome to be medically
necessary when an enrollee meets the following criteria:

Amsterdam |l criteria; or
Revised Bethesda Guidelines; or
Estimated risk 25% based on predictive models (MMRpro, PREMMS5, or MMRpredict).

Amsterdam Il Criteria — There must be at least three (3) relatives with a Lynch Syndrome
associated cancer (cancer of the colorectal, endometrium, small bowel, ureter or renal pelvis)
and all of the following criteria should be present:

One (1) must be a first-degree relative to the other two (2);

Two (2) or more successive generations must be affected;

One (1) or more must be diagnosed before fifty (50) years of age;
FAP should be excluded in the colorectal cancer; and

Tumors must be verified by pathological examination.

Revised Bethesda Guidelines — One (1) or more criterion must be met:

Colorectal or uterine cancer diagnosed in a patient who is less than fifty (50) years of
age;

Presence of synchronous (coexist at the same time), metachronous (previous or
recurring) colorectal cancer, or other Lynch Syndrome associated tumors3;
Colorectal cancer with the MSI-H* histology® diagnosed in a patient who is less than
sixty (60) years of age;

Colorectal cancer diagnosed in one (1) or more first-degree relatives with a Lynch
syndrome related tumor, with one (1) of the cancers being diagnosed under fifty (50)
years of age; and/or

Colorectal cancer diagnosed in two (2) or more first or second-degree relatives with
Lynch syndrome related tumors, regardless of age.

Non-Invasive Prenatal Testing (NIPT):
NIPT is a genetic test which uses maternal blood that contains cell-free fetal deoxyribonucleic
acid (DNA) from the placenta. NIPT is completed during the pre-natal period of pregnancy to

3 Hereditary nonpolyposis colorectal cancer (HNPCC)-related tumors include colorectal, endometrial, stomach,
ovarian, pancreas, ureter and renal pelvis, biliary tract, and brain (usually glioblastoma as seen in Turcot syndrome)
tumors, sebaceous gland adenomas and keratoacanthomas in Muir-Torre syndrome, and carcinoma of the small

bowel.

4 MSI-H - microsatellite instability—high in tumors refers to changes in two (2) or more of the five (5) National
Cancer Institute-recommended panels of microsatellite markers.

5

Presence of tumor infiltrating lymphocytes, Crohn’s-like lymphocytic reaction, mucinous/signet-ring

differentiation, or medullary growth pattern.

Page 42 of 64

The internal policies and procedures outlined herein are to be used for the Government Business Division
For Internal Use Only. Company Confidential. Do Not Copy.




Government Business Division
Policies and Procedures

Section (Primary Department) SUBJECT (Document Title)
Health Care Management — Utilization Managed Care Organization (MCO) Manual -
Management LA

screen for the presence of some common fetal chromosomal abnormalities. Common types of
chromosomal abnormalities (aneuploidies and microdeletions) in fetuses include:

e Trisomy 21 (Down syndrome);

e Trisomy 18 (Edwards syndrome); and

e Trisomy 13 (Patau syndrome).

Healthy Blue shall cover NIPT when medically necessary and without the requirement of prior
authorization. Healthy Blue shall not cover NIPT for women with multiple gestations.

NIPT is considered medically necessary once per pregnancy for pregnant women over the age
of thirty-five (35), and for women of all ages who meet one (1) or more of the following high-
risk criteria:

e Abnormal first trimester screen, quad screen or integrated screen;

e Abnormal fetal ultrasound scan indicating increased risk of aneuploidy;

e Prior family history of aneuploidy in first-degree relative for either parent;

e Previous history of pregnancy with aneuploidy; and

e Known Robertsonian translocation in either parent involving chromosomes 13 or 21.

Newborn Screening for Genetic Disorders:

Newborn screening includes testing for certain specified conditions recommended by the
American College of Medical Genetics. La. RS 40:1081.1 and 40:1081.2 require hospitals with
delivery units to screen all newborns before discharge regardless of the newborn’s length of
stay at the hospital. The Louisiana Administrative Code Title 48, Part V, Subpart 18, Chapter 63
provides the requirements related to newborn screenings.

Hospital Services

A hospital is defined as any institution, place, building, or agency, public or private, whether for profit
or not, maintaining and operating facilities, 24-hours a day, seven days a week, having 10 licensed
beds or more. The hospital must be properly staffed and equipped for the diagnosis, treatment and
care of persons admitted for overnight stay or longer who are suffering from illness, injury, infirmity,
or deformity or other physical or mental conditions for which medical, surgical, and/or obstetrical
services would be available and appropriate. An inpatient or outpatient hospital may be the service
location for many of the services that are described within the Services section of this Manual. Unless
otherwise detailed within the Hospital Services subsection, Healthy Blue shall refer to the guidelines
and requirements for those specific services as provided within this Manual. Healthy Blue must ensure
that hospitals participating in its network meet all applicable certification and licensing requirements
issued by the state in which they are located. The LDH Health Standards Section (HSS) is the only
licensing authority for hospitals in the state of Louisiana.

As described in the Contract, Healthy Blue’s rate of reimbursement shall be no less than the published
Medicaid FFS rate in effect on the date of service or that is contained on the weekly procedure file sent
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to Healthy Blue by the fiscal intermediary, or its equivalent, unless mutually agreed to by both Healthy
Blue and the provider in the provider agreement.

Inpatient vs. Outpatient Services
Healthy Blue must ensure that inpatient services are not reimbursed as outpatient, even if the stay is
less than twenty four (24) hours. Federal regulations are specific in regard to the definition of both
inpatient and outpatient services. The following requirements apply:
e All outpatient services except outpatient therapy performed within 24 hours of an inpatient
admission shall be included on the inpatient claim.
e All outpatient services except outpatient therapy performed within 24 hours before an
inpatient admission and 24 hours after the discharge shall be included on the inpatient claim.
This includes outpatient services that are either related or unrelated to the inpatient stay.
e Ifaninpatient in one hospital has outpatient services performed at another hospital, the
inpatient hospital is responsible for reimbursing the hospital providing the outpatient services.
The inpatient hospital may reflect the outpatient charges on its claim.

If an enrollee is treated in the emergency room and requires surgery, which cannot be performed for
several hours because arrangements need to be made, the services may be billed as outpatient
provided the enrollee is not admitted as an inpatient.

Physicians responsible for an enrollee’s care at the hospital are responsible for deciding whether the
enrollee is to be admitted as an inpatient. Physicians should use a 24-hour period as a benchmark, i.e.,
they should order admission for enrollees who are expected to need hospital care for 24 hours or
more, and treat other patients on an outpatient basis. However, the decision to admit a patient is a
complex medical judgment, which can be made only after the physician has considered a number of
factors. Admissions of particular enrollees are not covered or non-covered solely on the basis of the
length of time the enrollee actually spends in the hospital.

Healthy Blue will reimburse up to 48 hours when medically necessary for an enrollee to be in an
outpatient status. This time frame is for the physician to observe the enrollee and to determine the
need for further treatment, admission to an inpatient status or for discharge. If the enrollee is
admitted as an inpatient, the admit date will go back to the beginning of the outpatient services.

Discharge Clarification
Healthy Blue shall consider an inpatient or outpatient to be discharged from the hospital and paid
under the prospective payment system (PPS) when:

o The enrollee is formally discharged from the hospital; or

e The enrollee dies in the hospital.

Non-medically necessary circumstances are not considered in determining the discharge time;
therefore, Healthy Blue shall not reimburse hospitals under these circumstances (e.g., enrollee does
not have a ride home, does not want to leave, etc.).

If non-medical circumstances arise and cause the enrollee to stay in the hospital after he/she is
discharged, and the hospital is not reimbursed for the post-discharge portion of the stay, the enrollee
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may be billed but only after hospital personnel have informed him/her that Medicaid will not cover
that portion of the stay.

If the enrollee is readmitted to a different hospital than the discharging hospital on the same day as
discharge, the readmitting hospital must enter the name of the discharging hospital, as well as the
discharge date, in the appropriate field on the UB-04 claim form.

Hospital Services Furnished Under Arrangements

Hospitals are allowed by Medicaid to contract or make arrangements with an outside supplier,
including another provider such as an independent laboratory, for performance of medically necessary
services for their patients. It is the responsibility of the hospital to ensure that the outside supplier or
other provider meets all applicable state and federal requirements.

When a hospital contracts with an outside supplier or another provider for the performance of a
routine service or ancillary provider component (technical component of a service), the
supplier/provider bills the hospital and is paid by the hospital. Only the hospital is allowed to submit
claims to Healthy Blue for services furnished under this arrangement. The services are covered hospital
services and reimbursement is included in the hospital reimbursement rates. Healthy Blue may not
separately reimburse the outside supplier for services performed on enrollees who are hospital
patients. This policy applies to both inpatient and outpatient hospital services.

Trade Area
Acute care out-of-state providers in the trade area are treated the same as in-state providers. Trade
area is defined as the counties located in Mississippi, Arkansas, and Texas that border the state of
Louisiana.
The following is a list of counties located in the trade area:
The following is a list of counties located in the trade area:

e Arkansas: Chicot, Ashley, Union, Columbia, Lafayette, and Miller

e Mississippi: Hancock, Pearl River, Marion, Walthall, Pike, Amite, Wilkerson, Adams, Jefferson,

Claiborne, Washington, Issaguena, and Warren
e Texas: Cass, Marion, Harrison, Panola, Shelby, Sabine, Newton, Orange, and Jefferson

A referral or transfer made by a trade area hospital to another hospital does not constitute approval
unless it is to either a Louisiana hospital or another trade area hospital. Prior authorization is required
for all other nonemergency referrals or transfers.

Inpatient Hospital Services:

Inpatient hospital care is defined as care needed for the treatment of an illness or injury which can only
be provided safely and adequately in a hospital setting and includes those basic services that a hospital
is expected to provide. Healthy Blue shall not reimburse for care that can be provided in the home or
for which the primary purpose is of a custodial or cosmetic nature.

The following requirements are applicable to hospital inpatient services. Healthy Blue policies are in
alignment with the requirements described below:
e Inpatient hospital services must be ordered by the following:
o Attending physician, or other licensed and qualified health care provider;
o __An emergency room physician; or
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o Dentist (if the patient has an existing condition which must be monitored during the
performance of the authorized dental procedure).

e Each day of an inpatient stay must be medically necessary.

e Physicians responsible for an enrollee’s care at the hospital are responsible for deciding whether
the enrollee should be admitted as an inpatient. Place of treatment must be based on medical
necessity.

e Healthy Blue shall require prior authorization for out-of-state non-emergency hospitalization,
unless the request for hospitalization is for a dual Medicare/Medicaid eligible enrollee.
Additional service authorization requirements and exclusions are defined in the Contract.

Patient Day Recording

Healthy Blue shall count the number of days of care charged to an enrollee for inpatient hospital services
in_units of full days. A day begins at midnight and ends twenty-four (24) hours later. The midnight-to-
midnight method is to be used in counting days of care for Medicaid reporting purposes. A part of a day,
including the day of admission, counts as a full day. However, the day of discharge or death is not
counted as a day unless discharge or death occurs on the day of admission. If admission and discharge
or death occur on the same day, the day is considered a day of admission and counts as one (1) inpatient

day.

Inpatient Concurrent Care

Healthy Blue shall cover inpatient concurrent care when an enrollee’s condition requires the care of
more than one (1) provider on the same day and the services rendered by each individual provider are
medically necessary and not duplicative.

Healthy Blue shall separately reimburse providers from different specialties/subspecialties, whether
from the same group or a different group. Each provider from a different specialty/subspecialty can be
reimbursed for one (1) initial hospital visit per admission plus a maximum of one (1) subsequent hospital

visit per day.

Within the same specialty/subspecialty, only one (1) provider can be reimbursed for one (1) initial
hospital visit per admission and, subsequently, only one (1) provider can be reimbursed for a maximum
of one (1) subsequent hospital visit per day.

Healthy Blue shall reimburse only the provider responsible for discharging the enrollee for hospital
discharge services on the discharge day.

Mother/Newborn/Nursery:

Healthy Blue shall cover a hospital stay following a normal vaginal delivery of at least forty-eight (48)
hours for both the mother and newborn child, and at least ninety-six (96) hours following a Caesarean
section (C-section) delivery for both the mother and newborn child. All medically necessary services are
the responsibility of Healthy Blue regardless of primary or secondary mental health diagnosis.

Healthy Blue may require notification by the provider of obstetrical admissions exceeding forty-eight
(48) hours after vaginal delivery. Healthy Blue is allowed to deny a portion of a claim for payment based
solely on lack of notification by the provider of obstetrical admission exceeding forty-eight (48) hours
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after vaginal delivery. In this case, Healthy Blue may only deny the portion of the claim related to the
inpatient stay beyond forty-eight (48) hours.

Healthy Blue may require notification by the provider of obstetrical admissions exceeding ninety-six (96)
hours after C-section. Healthy Blue is allowed to deny a portion of a claim for payment based solely on
lack of notification by the provider of obstetrical admission exceeding ninety-six (96) hours after C-
section. In this case, Healthy Blue may only deny the portion of the claim related to the inpatient stay
beyond ninety-six (96) hours.

Healthy Blue requires providers to bill mother and newborn claims separately. The claim is to include
only the mother’s room/board and ancillary charges. A separate claim for the newborn must include
only nursery and ancillary charges for the baby. This newborn claim shall be paid at zero (S0) as opposed
to being denied in order to be counted as a covered service in encounter data.

When a newborn remains hospitalized after the mother’s discharge, the claim must be split billed. The
first billing of the newborn claim must be for charges incurred on the dates that the mother was
hospitalized. The second billing must be for the days after the mother’s discharge. The newborn assumes
the mother’s discharge date as his or her admit date.

Newborn Care and Discharge:
The appropriate CPT codes for the initial care of the normal newborn may be paid when the service
provided meets the criteria as defined by CPT. This service is limited to once per lifetime of the enrollee.

The CPT code for subsequent care of the normal newborn may be paid for each day care is rendered
subsequent to the date of birth, other than the discharge date. Healthy Blue shall cover up to three (3)
normal newborn subsequent care days.

Kick Payments:
For each obstetrical delivery, LDH reimburses a maternity kick payment to cover the cost of prenatal

care, the delivery event, and post-partum care and uncomplicated newborn hospital costs. Kick
payments may be differentiated between early elective delivery events and all other delivery events.

Deliveries Prior to 39 Weeks:

Healthy Blue shall not cover induced deliveries prior to thirty-nine (39) weeks gestation unless it is
medically necessary to induce labor prior to thirty-nine (39) weeks gestation. Healthy Blue must have
processes in place to validate that the delivery was not induced prior to thirty-nine (39) weeks or if prior
to thirty-nine (39) weeks, that it was medically necessary.

Well-Baby Per Diem:
Private hospitals that perform more than 1,500 Louisiana Medicaid deliveries per state fiscal year (SFY)
qualify to be paid a per diem for well babies that are discharged at the same time the mother is

discharged.

Boarder Baby Per Diem:
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Babies that are not medically appropriate for discharge and remain hospitalized in the regular nursery
after the mother’s discharge are referred to as “boarder babies”. In these cases, the nursery per diem
identified on the Louisiana Medicaid Inpatient Hospital Per Diem Fee Schedule shall be the minimum
rate paid to hospitals billing the appropriate and covered nursery revenue codes.

Services Reimbursed Separately from Per Diem Rate:
Hospitals are to be reimbursed on an all-inclusive per diem for services provided. Healthy Blue is
required to reimburse hospitals the minimum per diem as published on the Medicaid FFS fee schedule.
However, the following services, if provided in an inpatient setting, are to be reimbursed in addition to
the minimum per diem:

e Cochlear devices

e Donor human milk

e Intraocular lens implants

e Intrathecal baclofen therapy infusion pumps

e long acting reversible contraceptives

e Newborn screening panels performed in acute care hospital settings

e Vagus nerve stimulator devices

Surgeries Performed on an Inpatient Basis:

Healthy Blue shall cover certain surgical procedures only when performed as outpatient unless it is
medically necessary for the procedure to be performed on an inpatient basis. These procedures are
usually performed on an outpatient basis but can be performed inpatient if it is medically necessary. A
list of outpatient procedures requiring approval to be performed on an inpatient basis may be found on
the Medicaid FFS fee schedules.

Healthy Blue may approve inpatient performance of these procedures when one (1) or more of the
following exception criteria exists:
e Documented medical conditions exist that make prolonged pre-and/or post-operative
observation by a nurse or skilled medical personnel a necessity.
The procedure is likely to be time consuming or followed by complications.
An unrelated procedure is being performed simultaneously that requires hospitalization.
There is a lack of availability of proper post-operative care.
Another major surgical procedure could likely follow the initial procedure (e.g., mastectomy).
e Technical difficulties, as documented by admission or operative notes, could exist.
e The procedure carries high enrollee risk.

Reimbursement for the performance of these specified surgical procedures on an outpatient basis will
be made on a flat FFS basis. Reimbursement for surgical procedures approved for an inpatient
performance will be made in accordance with the prospective reimbursement methodology for acute
care inpatient hospital services.

Transplant Services:

Healthy Blue shall cover medically necessary organ transplants when performed in a hospital that is a
Medicare approved transplant center for that procedure (refer to Transplant Approval Policy — Solid
Organ/BMT/Stem Cell).
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In-state transplant services are reimbursed at costs subject to a hospital-specific per diem limit that is
based on each hospital’s actual cost in the base year established for each type of approved transplant.
Out-of-state transplant services are reimbursed at 40 percent (40%) of billed charges for adults age
twenty-one (21) and older and 60 percent (60%) of billed charges for children through age twenty (20).

Outpatient Hospital Services

Outpatient hospital services are defined as diagnostic and therapeutic services rendered under the
direction of a physician or dentist to an outpatient in an enrolled, licensed and certified hospital. Healthy
Blue shall cover medically necessary outpatient hospital services provided to enrollees.

Emergency Department Services:

Healthy Blue shall cover emergency department services for an emergency medical condition, subject
to the “prudent layperson standard” as required in Federal law and regulations. A person with an
emergency medical condition presents with a medical condition manifesting itself by acute symptoms
of sufficient severity (including severe pain) that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of medical attention to result
in:

e Placing the health of the individual, or in the case of a pregnant woman, the health of the woman
or her unborn child, in serious jeopardy;

e Serious impairment of bodily function; or

e Serious dysfunction of any organ or body part.

Hospitals with emergency departments are required by Emergency Medical Treatment and Labor Act
(EMTALA) to perform a Medical Screening Exam (MSE) on all persons who present to the emergency
department for services. If the MSE does not reveal the existence of an emergency medical condition
under the prudent layperson standard, the enrollee must be advised that Medicaid does not cover
routine/non-emergent care provided in the emergency department when the presenting symptoms do
not meet the prudent layperson standard of an emergency condition and that he or she may receive a
bill if they are treated in the emergency department. The enrollee must be referred to his or her primary
care physician (PCP) for follow-up and evaluation.

Federal Medicaid regulations and policy prohibit the use of diagnosis codes (either symptoms or final
diagnosis) for denying claims. Healthy Blue is required to base coverage decisions for emergency services
on the apparent severity of the symptoms at the time of presentation and to cover examinations when
presenting symptoms are of sufficient severity to constitute an emergency medical condition in the
judgment of a prudent layperson. The final determination of coverage and reimbursement must be
made by taking into account the presenting symptoms rather than the final diagnosis.

When an emergency visit results in an inpatient admit, providers must bill all charges associated with
the emergency visit on the inpatient bill. This policy applies to enrollees admitted from the emergency
department or if the enrollee has been seen in the emergency department within twenty-four (24) hours
either prior to admit or after the inpatient discharge.

Common Observation Policy:
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Healthy Blue shall utilize the following common observation policy, which has been developed
collectively by MCO personnel with LDH approval (refer to Observation — LA).

Hyperbaric Oxygen Therapy
Healthy Blue shall cover hyperbaric oxygen therapy when provided in an outpatient hospital
setting for the following conditions, if deemed medically necessary:

e Acute carbon monoxide intoxication;

e Decompression illness;

e Gas embolism;

e (Gas gangrene;

e Acute traumatic peripheral ischemia. Hyperbaric oxygen therapy is a valuable
adjunctive treatment to be used in combination with accepted standard therapeutic
measures when loss of function, limb, or life is threatened;

e Crush injuries and suturing of severed limbs. Hyperbaric oxygen therapy would be an
adjunctive treatment when loss of function, limb, or life is threatened;

e Progressive necrotizing infections (necrotizing fasciitis);

e Acute peripheral arterial insufficiency;

e Preparation and preservation of compromised skin grafts (not for primary
management of wounds);

e Chronic refractory osteomyelitis, unresponsive to conventional medical and surgical
management;

e Osteoradionecrosis as an adjunct to conventional treatment;

e Soft tissue radionecrosis as an adjunct to conventional treatment;

e Cyanide poisoning;

e Actinomycosis, only as an adjunct to conventional therapy when the disease process is
refractory to antibiotics and surgical treatment; and

e Diabetic wounds of the lower extremities when:

o The wound is classified as Wagner grade three (3) or higher; and
o An adequate course of standard wound therapy was not sufficient to lead to
healing.

Immunizations

For enrollees age eighteen (18) and younger, Healthy Blue shall only cover vaccine
administration for immunizations recommended by the Advisory Committee on Immunization
practices (ACIP). Vaccines for enrollees age eighteen (18) and younger are provided free of
charge through the Louisiana Immunization Program/Vaccines for Children program, as
described below.
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For enrollees age nineteen (19) and older, Healthy Blue shall cover all ACIP-recommended
vaccines, and vaccine administration, according to ACIP recommendations and without
restrictions or prior authorization.

Louisiana Immunization Program/Vaccines for Children Program:

Healthy Blue must ensure that all Medicaid-enrolled providers that provide EPSDT well-child
preventive screenings are enrolled in the Vaccines for Children (VFC) program and utilize VFC
vaccines for enrollees aged birth through eighteen (18) years of age. Providers can obtain a
VFC enrollment packet by calling the OPH) Immunization Section [link] at (504) 568-2600.

Combination Vaccines:

Healthy Blue shall encourage combination vaccines in order to maximize the opportunity to
immunize and to reduce the number of injections a child receives in one day. Healthy Blue
shall not reimburse providers for a single-antigen vaccine and its administration if a
combined-antigen vaccine is medically appropriate and the combined vaccine is approved by
the Secretary of the US Department of Health and Human Services.

Reimbursement — Healthy Blue shall require providers to indicate the CPT code for the specific
vaccine in addition to the appropriate administration CPT code(s) to receive reimbursement
for the administration of appropriate immunizations. The listing of the vaccine on the claim
form is required for federal reporting purposes.

Vaccines from the Vaccines for Children Program are available at no cost to the provider and
are required to be used for Medicaid enrollees through eighteen (18) years of age. Therefore,
Healthy Blue shall reimburse CPT codes for vaccines available from the VFC Program at zero
(S0) for every enrollee from birth through eighteen (18) years of age.

Declared Pediatric Flu Vaccine Shortage Plan —

e If a Medicaid provider does not have the VFC pediatric influenza vaccine on hand to
vaccinate a high priority Medicaid-enrolled child, the provider should not turn away,
refer or reschedule the enrollee for a later date if the vaccine is available from private
stock. The provider should use pediatric influenza vaccine from private stock and
replace the dose(s) used from private stock with dose(s) from VFC stock when the VFC
vaccine becomes available.

e If a Medicaid provider does not have the VFC pediatric influenza vaccine on hand to
vaccinate a non-high priority or non-high risk Medicaid-enrolled child, the enrollee can:

o Wait for the VFC influenza vaccine to be obtained, or

o Ifthe enrollee chooses not to wait for the VFC influenza vaccine to be obtained,
and the provider has private stock of the vaccine on hand, Healthy Blue shall
reimburse only the administration of the private stock vaccine.
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= |f the provider intends to charge the enrollee for the vaccine, then prior
to the injection, the provider shall inform the enrollee/guardian that the
actual vaccine does not come from the VFC program and the enrollee
will be responsible for the cost of the vaccine. In these situations, the
provider shall obtain signed documentation that the enrollee is
responsible for reimbursement of the vaccine only.

Louisiana Immunization Network (LINKS):
Louisiana Immunization Network (LINKS) is a computer-based system designed to track
immunization records for providers and their patients by:

e Consolidating immunization information among all healthcare providers,

e Assuring adequate immunization coverage levels, and

e Avoiding duplicative immunizations.

Healthy Blue should access LINKS directly to obtain immunization reports. LINKS can be
accessed through the OPH website [link]. Healthy Blue shall ensure that providers report the
required immunization data into LINKS.

Laboratory and-Radielegy Services

Healthy Blue shall cover inpatient and outpatient (hospital and non-hospital) laboratory
services when ordered by a physician or other licensed practitioner acting within their scope
of practice. Healthy Blue shall cover laboratory services that may be required to treat an
emergency or to provide surgical services for an excluded service, such as dental services.

In-Office Laboratory Services:
Healthy Blue shall cover laboratory services furnished in an office or similar facility other than
a hospital outpatient department or clinic.

Hospital Laboratory Services:
Healthy Blue shall cover laboratory services furnished in a hospital laboratory:

e Forinpatient laboratory services, Healthy Blue shall allow hospitals to contract with an
independent laboratory. Healthy Blue shall ensure that the hospital pays the
laboratory for the technical component. Healthy Blue shall reimburse the independent
laboratory for only the professional component of the service, when applicable.

e For outpatient laboratory services, Healthy Blue shall allow hospitals to contract with
an independent laboratory. When a hospital contracts with an independent laboratory
for the performance of the technical service only, Healthy Blue shall require the
hospital to pay the laboratory. Healthy Blue shall not reimburse the independent
laboratory for the technical component only.

e When a hospital contracts with an independent laboratory for outpatient or inpatient
services, Healthy Blue shall require the hospital to ensure that both the physician who
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performs the professional service and the laboratory that performs the technical
service meet all applicable State and Federal requirements.

Independent Laboratories:

Healthy Blue shall cover laboratory services provided in independent laboratories. An
independent laboratory performs diagnostic tests and is independent of the ordering
provider, the hospital, or both.

Specimen Collection:
Healthy Blue shall not reimburse separately for specimen collection, as that service is
considered incidental to the E&M service, the laboratory test, or both.

Urine Drug Testing:
Healthy Blue shall cover presumptive and definitive urine drug testing under the following
parameters:

e Presumptive drug testing is limited to twenty-four (24) total tests per enrollee per
calendar year.

e Definitive drug testing is limited to twelve (12) total tests per enrollee per calendar
year. Definitive drug testing is limited to individuals with an unexpected positive or
unexpected negative finding on presumptive drug testing or if there is a clinical reason
to detect a specific substance or metabolite that would be inadequately detected
through presumptive drug testing

e Testing more than fourteen (14) definitive drug classes in one (1) test is not
reimbursable.

e No more than one presumptive test and one definitive test shall be reimbursed per
day per enrollee, from the same or different provider.

e Universal drug testing (screening) in a primary care setting is not covered. Drug testing
without signs or symptoms of substance use or without current controlled substance
treatment is not covered.
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Physician Administered Medication

Healthy Blue shall cover medically necessary physician-administered medications that are
reimbursable in Louisiana Medicaid. For those medications that are on the Louisiana Medicaid
FFS fee schedules, Healthy Blue shall also cover them in the medical benefit. Healthy Blue may
also elect to cover these medications in the pharmacy benefit. For those medications that are
not on the Louisiana Medicaid FFS fee schedules, Healthy Blue may cover them in either the
medical benefit, the pharmacy benefit, or both.

Physician administered medication that are included on the Preferred Drug List (PDL) shall
have the same preferred status and prior authorization criteria as the PDL, even when billed
and paid as a medical benefit.

At a minimum, administration of the medication may be billed using the lowest level office
visit (CPT code 99211) if a higher-level E&M visit has not been submitted for that date by the
rendering provider. Any alternative reimbursement for medication administration must be
equivalent to or greater than the reimbursement for CPT code 99211.

Healthy Blue shall apply edits for physician-administered drugs, updated quarterly, based on
the CMS NDC-HCPCS Crosswalk file.

Preventive Services for Adults

Healthy Blue shall cover all United States Preventive Services Task Force Grade A and B
preventive services for adults age twenty-one (21) years and older without restrictions or
prior authorization. In addition, Healthy Blue shall cover one (1) preventive medicine E&M
service for adults aged twenty-one (21) years and older per calendar year.

e Providers are to use the appropriate Preventive Medicine Services “new patient” or
“established patient” CPT code based on the age of the enrollee when submitting
claims for the services.

e The information gathered during the preventive medicine visit is to be forwarded to
any requesting provider in order to communicate findings and prevent duplicative
services.

e Preventive medicine E&M services are comprehensive in nature and should reflect age
and gender specific services.

e The medical record documentation must include, but is not limited to:

Physical examination;

Medical and social history review;

Counseling/anticipatory guidance/risk factor reduction intervention; and

Screening test(s) and results.

o O O O
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In addition, Healthy Blue shall cover one (1) preventive gynecological examination per
calendar year for enrollees aged twenty-one (21) and over when performed by a primary care
provider or gynecologist. This is to allow enrollees to receive both the necessary primary care
and gynecological components of their annual preventive screening visits. The visit must
include:

e Examination;

e Sexually transmitted infection (STI) screening and counseling;

e Breast and pelvic examination;

e Papanicolaou test (Pap smear), if appropriate; and

e Contraceptive methods and counseling, as age appropriate.

If an abnormality or pre-existing problem is encountered and treatment is significant enough
to require additional work to perform the key components of a problem oriented E&M service
on the same date of service by the provider performing the preventive medicine service visit,
Healthy Blue shall not cover any additional office visit of a higher level than CPT code 99212.

Healthy Blue shall not require a referral for access to a women’s health specialist for routine
and preventive women'’s health care services.

Professional Services:
Abortion
e Induced Abortion
The use of public funds to provide induced abortion services must meet applicable state and
federal laws,including the requirements of the Hyde Amendment (currently found in La. R.S.
40.1061.6 and the Consolidated Appropriations Act, 2014, Public Law 113-76, Division H, Title
V, §506 and §507).

MCO coverage of induced abortion is restricted to those that meet the following criteria:

e A physician has found, and so certifies, that on the basis of his/her professional judgment, the
life of the pregnant woman would be endangered if the fetus was carried to term.

e The certification statement, which must contain the name and address of the enrollee, must
be attached to the claim form. The diagnosis or medical condition which makes the pregnancy
life endangering must be specified on the claim.

OR

e Inthe case of terminating a pregnancy due to rape or incest the following requirements must
be met:

= The enrollee shall report the act of rape or incest to a law enforcement official unless
the treating physician certifies in writing that in the physician’s professional opinion,
the victim was too physically or psychologically incapacitated to report the rape or
incest.

= The report of the act of rape or incest to a law enforcement official or the treating
physician’s statement that the victim was too physically or psychologically
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incapacitated to report the rape or incest must be submitted to Healthy Blue along
with the treating physician’s claim for reimbursement for performing an abortion.
= The enrollee shall certify that the pregnancy is the result of rape or incest, and this
certification shall be witnessed by the treating physician.
= The “Office of Public Health Certification of Informed Consent-Abortion” form shall be
witnessed by the treating physician.
e Threatened, Incomplete, or Missed Abortion
As a condition of reimbursement, claims for treatments related to a threatened, incomplete,
or missed abortionmust include the enrollee history and complete documentation of
treatment. Supportive documentation that will substantiate reimbursement may include one
or more of the following, but is not limited to:
= Sonogram report showing no fetal heart tones;
= History indicating passage of fetus at home, en route, or in the emergency room;
= Pathology report showing degenerating products of conception; or
= Pelvic exam report describing stage of cervical dilation.

Proton Beam Radiation Therapy:
Healthy Blue shall not cover Proton Beam Radiation Therapy (PBRT) for enrollees twenty-one
(21) years of age and older.

Radiology Services:

Healthy Blue shall cover inpatient and outpatient radiology services. Healthy Blue shall cover
radiological services that may be required to treat an emergency or to provide surgical
services for an excluded service, such as dental services. Healthy Blue shall not reimburse
providers for the full service of radiology services that are not performed in the providers’
own offices, including tests which are sent to other facilities for processing.

Portable X-Ray Services:
Healthy Blue shall cover portable x-rays for enrollees who are unable to travel to a physician’s
office or outpatient hospital’s radiology facility. Healthy Blue shall cover specific diagnostic
radiology services for an eligible enrollee to be provided in the enrollee’s place of residence by
an enrolled portable x-ray provider. Covered radiographs shall be limited to:

e Skeletal films of an enrollee’s limbs, pelvis, vertebral column or skull;

e Chest films which do not involve the use of contrast media; and

e Abdominal films which do not involve the use of contrast media.

Healthy Blue shall cover transportation of portable x-ray equipment only when the equipment
used is actually transported to the location where x-ray services are provided.

Healthy Blue shall require the physician’s order to clearly state the following:
e Suspected diagnosis or the reason the x-ray is required;
e Area of the body to be exposed;
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e Number of radiographs ordered; and
e Precise views needed.

The enrollee’s place of residence is defined as:
e The enrollee’s private home;
e A nursing facility; or
e Anintermediate care facility for the developmentally disabled.

Enrollee Qualifications — Enrollees must be home bound. Enrollees are considered to be
homebound when a medical condition causes them to be unable to leave their place of
residence without the use of special transportation or the assistance of another person. The
place of residence may be the enrollee’s own home, a nursing home or an intermediate care
facility for a person with a developmental disability.

Provider Requirements — Healthy Blue shall require providers to comply with the following
regarding portable x-rays:

e Comply with all Medicare guidelines for portable x-ray providers;

e Maintain certification to practice radiology in the state of Louisiana;

e Enroll with Louisiana Medicaid as a portable x-ray provider; and

e Exist independently of any hospital, clinic, or physician’s office.

Healthy Blue shall ensure that portable x-ray services are provided under the general
supervision of a licensed physician who is qualified by advanced training and experienced in
the use of diagnostic x-rays. The supervising physician is responsible for the ongoing oversight
of the quality of the testing performed, the proper operation and calibration of the equipment
used to perform the tests, and the gualifications of non-physician personnel that use the
equipment. Any non-physician personnel utilized by the portable x-ray provider to perform
tests must demonstrate the basic qualifications and possess appropriate training and
proficiency as evidence by licensure or certification.

Routine Care Provided to Enrollees Participating in Clinical Trials

Healthy Blue shall cover any item or service provided to an enrollee participating in a qualifying clinical
trial to theextent that the item or service would otherwise be covered for the enrollee when not
participating in thequalifying clinical trial. This includes any item or service provided to prevent,
diagnose, monitor, or treat complications resulting from participation.

Qualifying Clinical Trial

A qualifying clinical trial is defined as a clinical trial in any clinical phase of development that is
conducted inrelation to the prevention, detection, or treatment of any serious or life-threatening
disease or condition that meets any of the following criteria:

The study or investigation is approved, conducted, or supported (which may include funding) by one or
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more of the following:
The National Institutes of Health.

e The Centers for Disease Control and Prevention.

e The Agency for Healthcare Research and Quality.

e The Centers for Medicare & Medicaid Services.

e A cooperative group or center of any of the entities described in subclauses (l) through (IV) or
the Department of Defense or the Department of Veterans Affairs.

e A qualified non-governmental research entity identified in the guidelines issued by the
National Institutes of Health for center support grants.

e The study or investigation is approved or funded by one or more of the following and has been
reviewed and approved through a system of peer review comparable to the system of peer
review of studies and investigations used by the National Institutes of Health which assures
unbiased review of the highest scientific standards by qualified individuals with no interest in
the outcome of the review:

=  The Department of Veterans Affairs
= The Department of Defense
=  The Department of Energy

o Theclinical trial is conducted pursuant to an investigational new drug exemption under section
335(i) of Title 21 or an exemption for a biological product undergoing investigation under
section 262(a)(3) of this title.

e The clinical trial is a drug trial that is exempt from having such an investigational new drug
application.

Coverage determinations shall be:

o Expedited and completed within 72 hours;

e Made without limitation on the geographic location or network affiliation of the health care
provider treating such individual or the principal investigator of the qualifying clinical trial;

e Based on attestation regarding the appropriateness of the qualifying clinical trial by the health
care provider and principal investigator using the following form and kept on file by the
provider: https://www.medicaid.gov/resources-for-states/downloads/medicaid-attest-
form.docx; and

e Completed without any requirement of submission of the protocols of the qualifying clinical
trial, or any other documentation that may be proprietary or determined by the HHS Secretary
to be burdensome to provide.

Coverage Limitations:
The MCO shall not cover any of the following:

e The investigational item or service that is the subject of the qualifying clinical trial;

e Any service provided to the individual solely to satisfy data collection and analysis needs for
the qualifying clinical trial and is not used in the direct clinical management of the individual;
and

e Services not otherwise covered by the MCO.
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Sinus Procedures
Balloon ostial dilation and functional endoscopic sinus surgery are considered medically
necessary for the treatment of chronic rhinosinusitis when all of the following criteria are met:
e Uncomplicated chronic rhinosinusitis limited to the paranasal sinuses without the
involvement of adjacent neurological, soft tissue, or bony structures that has persisted
for at least twelve (12) weeks with at least two (2) of the following sinonasal
symptoms:
o Facial pain/pressure;
o Hyposmia/anosmia;
o Nasal obstruction;
o Mucopurulent nasal discharge; and
e Sinonasal symptoms that are persistent after maximal medical therapy has been
attempted, as defined by all of the following, either sequentially or overlapping:
Saline nasal irrigation for at least six (6) weeks;
Nasal corticosteroids for at least six (6) weeks;
Approved biologics, if applicable, for at least six (6) weeks;
A complete course of antibiotic therapy when an acute bacterial infection is
suspected;
o Treatment of concomitant allergic rhinitis, if present; and
e Objective evidence of sinonasal inflammation as determined by one (1) of the
following:
o Nasal endoscopy; or
o Computed tomography.

o O O O

Balloon ostial dilation and functional endoscopic sinus surgery are not covered and not
considered medically necessary in the following situations:
e Presence of sinonasal symptoms but no objective evidence of sinonasal disease by
nasal endoscopy or computed tomography;
e For the treatment of obstructive sleep apnea and/or snoring when the above criteria
are not met;
e For the treatment of headaches when the above criteria are not met; and
e For balloon ostial dilation only, when sinonasal polyps are present.

Skins Substitutes for Chronic Diabetic Lower Extremity Ulcers

Healthy Blue shall cover skin substitutes and consider them to be medically necessary for the
treatment of partial and full-thickness diabetic lower extremity ulcers when the enrollee
meets the criteria listed below.

Eligibility Criteria — The enrollee must meet all of the following criteria to be considered
eligible:
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e Presence of a lower extremity ulcer that:

o Isatleast 1.0 square centimeter (cm) in size;

o Has persisted for at least four (4) weeks;

o Has not demonstrated measurable signs of healing, defined as a decrease in
surface area and depth or a decreased amount of exudate and necrotic tissue,
with comprehensive therapy including all of the following:

= Application of dressings to maintain a moist wound environment;
= Debridement of necrotic tissue, if present; and
= Offloading of weight.
e Adiagnosis of type 1 or type 2 diabetes mellitus;
e Aglycated hemoglobin (HbAlc) level of 9% within the last ninety (90) days or a
documented plan to improve HbAlc to 9% or below as soon as possible;
e Evidence of adequate circulation to the affected extremity, as indicated by one or
more of the following:

o ABIof at least 0.7,

o Toe-brachial index (TBI) of at least 0.5;

o Dorsum transcutaneous oxygen test (TcPO2) 230 mm Hg; and/or

o Triphasic or biphasic Doppler arterial waveforms at the ankle of the affected
leg.

e No evidence of untreated wound infection or underlying bone infection; and
e Ulcer does not extend to tendon, muscle, joint capsule, or bone or exhibit exposed
sinus tracts unless the product indication for use allows application to such ulcers.

The enrollee must not have any of the following:
e Active Charcot deformity or major structural abnormalities of the foot, when the ulcer
is on the foot;
e Active and untreated autoimmune connective tissue disease;
e Known or suspected malignancy of the ulcer;
e Enrollee is receiving radiation therapy or chemotherapy; and
e Re-treatment of the same ulcer within one (1) year.

Coverage Limitations — The following coverage limitations apply:
e Coverage is limited to a maximum of ten (10) treatments within a twelve (12) week
period;
e If there is no measurable decrease in surface area or depth after five (5) applications,
then further applications are not covered;
e For all ulcers, a comprehensive treatment plan must be documented, including at least
all of the following:
o Offloading of weight;
o Smoking cessation counseling and/or medications, if applicable;
o Edema control;
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o Improvement in diabetes control and nutritional status; and
o ldentification and treatment of other comorbidities that may affect wound
healing such as ongoing monitoring for infection.

e While providers may change products used for the diabetic lower extremity ulcers,
simultaneous use of more than one product for the diabetic lower extremity ulcers is
not covered; and

e Hyperbaric oxygen therapy is not covered when used at the same time as skin
substitute treatment.

Prior Authorization — Healthy Blue shall require prior authorization, and medical
documentation submitted must demonstrate that the enrollee meets all of the
aforementioned requirements. If there is no measurable decrease in surface area, or depth,
after five (5) applications, then Healthy Blue shall not cover further applications, even when
prior authorized.

Telemedicine/Telehealth

Telemedicine/telehealth is the use of a telecommunications system to render healthcare
services when a physician or other licensed practitioner and an enrollee are not in the same
location.

The telecommunications system shall include, at a minimum, audio and video equipment
permitting two-way, real-time interactive communication between the beneficiary at the
originating site and the physician or other licensed practitioner at the distant site. The
telecommunications system must be secure, ensure patient confidentiality, and be compliant
with the requirements of the Health Insurance Portability and Accountability Act (HIPAA).

Originating site means the location of the Medicaid enrollee at the time the services are
provided. There is no restriction on the originating site and it can include, but is not limited to,
a healthcare facility, school, or the enrollee’s home.

Distant site means the site at which the physician or other licensed practitioner is located at
the time the services are provided. When approved by LDH in accordance with the Contract,
the distant site may include a provider or facility that is not physically located in this state in
temporary or emergency situations (e.g., pandemics, natural disasters).

When otherwise covered, Healthy Blue shall cover services located in the Telemedicine
appendix of the CPT manual, or its successor, when provided by telemedicine/telehealth. In
addition, Healthy Blue shall cover other services provided by telemedicine/telehealth when
indicated as covered via telemedicine/telehealth in Medicaid program policy. Physicians and
other licensed practitioners must continue to adhere to all existing clinical policy for all
services rendered. Providing services through telemedicine/telehealth does not remove or
add any medical necessity requirements.
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Therapy Services
Healthy Blue shall cover outpatient rehabilitation services, which include:
e Physical therapy;
e Occupational therapy;
e Speech therapy; and
e Hearing therapy.

Healthy Blue shall cover speech therapy, physical therapy, and occupational therapy services
to enrollees of any age and without restrictions to place of service.

REFERENCES:
e Louisiana Medicaid Managed Care Organization (MCO) Manual

RESPONSIBLE DEPARTMENTS:

Primary Department: Health Care Management — Utilization Management

Secondary Department(s):
Behavioral Health
Government Business Division Medicaid Pre-Authorization Team
Health Care Management — Case Management
Marketing
National Customer Care Intake Team — Non-Clinical
Operations — Claims
Pharmacy
Provider Network and Relations
Quality Management

EXCEPTIONS:
None

REVISION HISTORY:

Review Date Changes

01/21/2021 e New P&P created

10/13/2021 e Off-cycle review

e Policy updated to include and reflect LDH changes to Genetic
Counseling (Action Alert #36490 effective 10/16/2021), Physician
Administered Medication (#36491 effective 10/24/2021), and the
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Review Date Changes

EPSDT Preventive Services Program (#36492 effective 10/31/2021)
e Policy updated to include and reflect LDH-mandated coverage of Skin
Substitutes (#36922 effective 12/12/2021)

11/18/2021 e Early annual review
e Format clarifications throughout

e Policy updated to included and reflect LDH changes to Cardiovascular
Services (Action Alert #37557 effective 1/26/2022)

02/04/2022 e Off-Cycle Review

e Policy updated to include and reflect LDH changes to Sinus
Procedures (Action Alert #38416 proposed effective date 3/6/2022)

e Formatting and other clarifications throughout

e Policy updated to include and reflect LDH MCO Manual changes to In
Lieu of Services (Action Alert #38523 proposed retro-effective date
1/1/2022)

06/08/2022 e Off-Cycle Review

e Policy updated to include and reflect LDH changes to Allergy Testing
and Allergen Immunotherapy (Action Alert #40488 effective date
7/20/2022)

e Policy updated to include and reflect LDH changes to Urine Drug
Testing (Action Alert #40485 effective date 6/16/2022.

1109/023/2022 | ¢ Annual Review
e Model Contract LA Rebid 2023 Readiness Review
e Added definitions and updated procedure
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