RULE

Department of Health
Bureau of Health Services Financing
and
Office of Behavioral Health

Children and Adult Mental Health Services
(LAC 50:XXX111.2501,2701,6103,6303,6305,6307,6501, and 6701)

The Department of Health, Bureau of Health Services
Financing and the Office of Behavioral Health has adopted LAC
50:XXX111.82501, 82701, 86103, 86303, 86305, 86307, 86501, and
86701 1n the Medical Assistance Program as authorized by R.S.
36:254 and pursuant to Title XIX of the Social Security Act.
This Rule is promulgated in accordance with the provisions of
the Administrative Procedure Act, R.S. 49:950 et seq. This Rule

iIs hereby adopted on the day of promulgation.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE
Part XXXI111. Behavioral Health Services

Subpart 3. Children’s Mental Health Services

Chapter 25. Provider Participation
§2501. Provider Responsibilities
A. Each provider of specialized behavioral health

services shall enter into a contract with one or more of the
managed care organizations (MCOs) and with the coordinated
system of care (CSoC) contractor for youth enrolled in the
Coordinated System of Care program in order to receive

reimbursement for Medicaid covered services.



B. Providers shall deliver all services in accordance
with their license and scope of practice, federal and state laws
and regulations, the provisions of this Rule, the provider
manual, and other notices or directives issued by the
department. The provider shall create and maintain documents to
substantiate that all requirements are met.

C. — D.6. Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XI1X of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:364
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 41:2359 (November 2015), amended by the
Department of Health, Bureau of Health Services Financing and

the Office of Behavioral Health, LR 44:1893 (October 2018), LR

46:
Chapter 27. Reimbursement
8§2701. General Provisions

A For recipients enrolled with one of the managed care
organizations (MCOs) or coordinated system of care (CSoC)
contractor, the department or its fiscal intermediary shall make
monthly capitation payments to the MCOs or the CSoC contractor.
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AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:365
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 39:317 (February 2013), LR 41:2359
(November 2015), amended by the Department of Health, Bureau of
Health Services Financing and the Office of Behavioral Health,
LR 44:1893 (October 2018), LR 46:

Subpart 7. Adult Mental Health Services

Chapter 61. General Provisions
86103. Recipient Qualifications
A. Individuals, 21 years of age and older, who meet

Medicaid eligibility, shall qualify to receive adult mental
health services referenced In LAC 50:XXXI111.6307 1Tt medically
necessary in accordance with LAC 50:1.1101, if the recipient
presents with mental health symptoms that are consistent with a
diagnosable mental disorder, and the services are
therapeutically appropriate and most beneficial to the
recipient.

B. Additional Recipient Eligibility Criteria for
Community Psychiatric Support and Treatment (CPST) and

Psychosocial Rehabilitation (PSR)
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1. Members must meet the Substance Abuse and Mental
Health Services Administration (SAMHSA) definition of, serious
mental 1llness (SMI). In addition to having a diagnosable mental
disorder, the condition must substantially interfere with, or
limit, one or more major life activities, such as:

a.

b. instrumental living (for example, taking
prescribed medications or getting around the community); or

l.c. — 2.

3. Recipients receiving CPST and/or PSR shall have
at least a level of care score of three on the LOCUS.

4. An adult with longstanding deficits who does not
experience any acute changes in their status and has previously
met the criteria stated in LAC 50:XXX111.6103.B.2.-3, but who
now meets a level of care score of two or lower, and needs
subsequent medically necessary services for stabilization and
maintenance at a lower intensity, may continue to receive CPST
services and/or PSR, if deemed medically necessary.

C.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:358

(February 2012), amended by the Department of Health and
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Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 41:378 (February 2015), LR 42:60 (January
2016), amended by the Department of Health, Bureau of Health
Services Financing and the Office of Behavioral Health, LR

44:1014 (June 2018), LR 46:

Chapter 63. Services
86303. Assessments
A. Assessments shall be performed by a licensed mental

health practitioner (LMHP).

B. Assessments for community psychiatric support and
treatment (CPST) and psychosocial rehabilitation (PSR) must be
performed at least once every 365 days or any time there is
significant change to the enrollee’s circumstances.

C. Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:359
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 41:378 (February 2015), LR 42:60 (January
2016), amended by the Department of Health, Bureau of Health
Services Financing and the Office of Behavioral Health, LR

44:1014 (June 2018), amended LR 46:
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86305 . Treatment Plan

A. Each enrollee who receives community psychiatric
support and treatment (CPST) and psychosocial rehabilitation
(PSR) services shall have a treatment plan developed based upon
the assessment.

B.

1. The treatment plan shall be reviewed at least
once every 180 days or when there is a significant change in the
individual’s circumstances.

C. The treatment plan shall be developed by the licensed
mental health practitioner (LMHP) or physician in collaboration
with direct care staff, the recipient, family and natural
supports.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:359
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 42:60 (January 2016), amended by the
Department of Health, Bureau of Health Services Financing and
the Office of Behavioral Health, LR 44:1014 (June 2018), LR 46:

86307. Covered Services



A. The following mental health services shall be
reimbursed under the Medicaid Program:

1. therapeutic services, including diagnosis and
treatment delivered by licensed mental health practitioners
(LMHPs) and physicians;

2. rehabilitation services, including community
psychiatric support and treatment (CPST) and psychosocial
rehabilitation (PSR); and

3. crisis intervention.

B.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:359
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 42:61 (January 2016), amended by the
Department of Health, Bureau of Health Services Financing and

the Office of Behavioral Health, LR 44:1015 (June 2018), LR 46:

Chapter 65. Provider Participation
86501. Provider Responsibilities
A. Each provider of adult mental health services shall

enter Into a contract with one or more of the managed care



organizations (MCOs) in order to receive reimbursement for
Medicaid covered services.

B. Providers shall deliver all services iIn accordance
their license and scope of practice, with federal and state laws
and regulations, the provisions of this Rule, the provider
manual and other notices or directives issued by the department.
The provider shall create and maintain documents to substantiate
that all requirements are met.

C . —-D.9. Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:360
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 41:378 (February 2015), LR 42:61 (January
2016), amended by the Department of Health, Bureau of Health
Services Financing and the Office of Behavioral Health, LR

44:1015 (June 2018), LR 46:

Chapter 67. Reimbursement
86701. Reimbursement Methodology
A. Effective for dates of service on or after December 1,

2015, the department, or i1ts fiscal iIntermediary, shall make



monthly capitation payments to the managed care organizations
(MCOs) .

B.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 38:360
(February 2012), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Behavioral Health, LR 42:61 (January 2016), LR 46:

Implementation of the provisions of this Rule may be
contingent upon the approval of the U.S. Department of Health
and Human Services, Centers for Medicare and Medicaid Services
(CMS), i1f it is determined that submission to CMS for review and
approval is required.

Dr. Courtney N. Phillips

Secretary



RULE

Department of Health
Bureau of Health Services Financing

Routine Patient Care and Clinical Trials
(LAC 50:1.305)

The Department of Health, Bureau of Health Services
Financing has adopted LAC 50:1.305 as authorized by R.S. 36:254
and pursuant to Title XIX of the Social Security Act. This Rule
is promulgated in accordance with the provisions of the
Administrative Procedure Act, R. S. 49:950 et seq. This Rule 1s
hereby adopted on the day of promulgation.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE

Part I. Administration
Subpart 1. General Provisions

Chapter 3. Experimental Procedures
8305. Routine Care for Recipients in Clinical Trials
A. This rule applies to any person or entity prescribing

or reviewing a request for Louilsiana Medicaid covered services
and to all providers of these services who are enrolled in, or
registered with, the Louisiana Medicaid program.
B. Definitions
Clinical Trials-biomedical or behavioral research
studies on human participants designed to answer specific

questions about biomedical or behavioral iInterventions,



including new treatments and known interventions that warrant
further study and comparison.

C. Coverage. Louisiana Medicaid reimburses for services
as a result of a beneficiary participating in a clinical trial
in accordance with the service-specific coverage policy when the
services:

1. would otherwise be provided to a beneficiary who
is not participating in a clinical trial;

2. are not unique to the experimental or
investigational treatment; and

3. are not covered by the clinical trial sponsor.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of
Health, Bureau of Health Services Financing, LR 46:

Implementation of the provisions of this Rule may be
contingent upon the approval of the U.S. Department of Health
and Human Services, Centers for Medicare and Medicaid Services
(CMS), if it is determined that submission to CMS for review and
approval 1is required.

Dr. Courtney N. Phillips

Secretary



RULE

Department of Health
Bureau of Health Services Financing

Telemedicine
(LAC 50:1.501)

The Department of Health, Bureau of Health Services
Financing has amended LAC 50:1.501 in the Medical Assistance
Program as authorized by R.S. 36:254 and pursuant to Title XIX
of the Social Security Act. This Rule is promulgated in
accordance with the provisions of the Administrative Procedure
Act, R.S. 49:950 et seq. This Rule is hereby adopted on the day

of promulgation.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part 1. Administration

Subpart 1. General Provisions

Chapter 5. Telemedicine
8501. Introduction
A. Telemedicine is the use of an iInteractive audio and

video telecommunications system to permit real time
communication between a distant site health care practitioner
and the beneficiary. There is no restriction on the originating
site (i.e., where the beneficiary is located) and it can
include, but i1s not limited to, a healthcare facility, school,

or the beneficiary’s home.



AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XI1X of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 31:2032 (August 2005), amended by the
Department of Health, Bureau of Health Services Financing, LR
46:

Implementation of the provisions of this Rule may be
contingent upon the approval of the U.S. Department of Health
and Human Services, Centers for Medicare and Medicaid Services
(CMS), i1f it is determined that submission to CMS for review and
approval is required.

Dr. Courtney N. Phillips

Secretary
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