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MEMORANDUM 

fi>tatt of JLoui!iiana 
Department of Health and Hospitals 

Office of the Secretary 

TO: The Honorable John A. Alario, President, Louisiana Senate 
The Honorable Chuck Kleckley, Speaker of the House 

Kathy H. Kliebert 
SECRETARY 

The Honorable David Heitmeir, Chair, Senate Committee on Health and Welfare 
The Honorable Scott Simon, Chair, House Committee on Health and Welfare 
The Honorable Jack Donahue, Chair, Senate Finance Committee 

FROM: 

The Honorable Jarne~. "Jim" Fannin, Chairman, House Appropriations Committee 

~
.--: 

Kath~!J ( 
Secrela(?.' 

RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking 

In accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended, we are 
submitting the attached documents fo r the proposed Rule for Applied Behavior Analysis-Based 
Therapy Services. 

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of 
the Louisiana Register (Volume 41 , Number 2). A public hearing was held on March 31 , 2015 at 
which only the Department of Health and Hospitals staff were present. No oral testimony was given, 
nor written correspondence received, regarding this proposed Rule. 

The Department anticipates adopting the Notice of Intent as a final Rule in the May 20, 2015 issue 
of the Louisiana Register. 

The following documents are attached: 
1. a copy of the Notice of Intent; 
2. the public hearing certification; and 
3. the public hearing attendance roster. 
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NOTICE OF INTENT 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Applied Behavior Analysis-Based Therapy Services 
(LAC SO :XV . Chapters 1-7) 

The Department of Health and Hospitals, Bureau of Health 

Services Financing proposes to adopt LAC 50 :XV. Chapters 1 - 7 in 

the Medical Assistance Program as authorized by R. S . 36 :254 and 

pursuant to Title XIX of the Social Security Act. This proposed 

Rule is promulgated in accordance with the provisions of the 

Administrative Procedure Act, R.S. 49 : 950 et seq . 

The Department of Health and Hosp itals , Bureau of Health 

Services Financing and the Office for Citizens with 

Developmental Disabilities promulgated an Emergency Rule which 

amended the provisions of the Children's Choice Waiver in order 

to provide for the allocation of waiver opportunities to 

Medicaid-eligible children identified in the Melanie Chisholm, 

et al vs . Kathy Kliebert class action lit igation (hereafter 

referred to as Chisholm class members) who have a diagnosis of 

pervasive developmental disorder or autism spectrum disorder, 

and are in need of applied behavior analysis-based (ABA) therapy 

services (Louisiana Register, Volume 39 , Number 10) . This action 

was taken as a temporary measure to ensure Chisholm class 

members would have access to ABA therapy services as soon as 

possible . 
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To ensure continued, long-lasting access to ABA-based 

therapy services for Chisholm class members and other children 

under the age of 21 , the department promulgated an Emergency 

Rule which adopted provisions to establish coverage and 

reimbursement for ABA-based therapy services under the Medicaid 

State Plan (Louisiana Register, Volume 40 , Number 2) . The 

department promulgated an Emergency Rule which amended the 

provisions of the February 1 , 20 14 Emergency Rule to ensure 

compliance with all of the provisions required by the court 

order issued in Melanie Chisholm, et al vs . Kathy Kliebert class 

action litigation (Louisiana Register, Volume 40, Number 10) . 

This proposed Rule is being promulgated to continue the 

provisions of the October 20 , 201 4 Emergency Rule . 

Title 50 

PUBLIC HEALTH-MEDICAL ASSISTANCE 
Part XV. Services for Special Populations 

Subpart 1. Applied Behavior Analysis-Based Therapy Services 

Chapter 1. General Provisions 

§101 . Program Description and Purpose 

A. Applied behavior analysis-based (ABA) therapy is the 

design, implementat ion , and evaluation of environmental 

modification using behavioral stimuli and consequences to 

produce socially significant improvement in human behavior, 

including the direct observation, measurement, and functional 

analysis of the relations between environment and behavior. ABA-
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based therapies teach skills through the use of behavioral 

observation and reinforcement or prompting to teach each step of 

target e d behavior . ABA-based therapies are based on reliab le 

evidence and are not experimental . 

AUTHORITY NOTE : Promulgated in a ccordance with R. S . 

36 : 254 and Title XIX of the Soci al Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41: 

§ 103 . Recipient Criteria 

A. In o rder to qualify fo r ABA-ba s ed therapy services , a 

Medicaid recipient must meet the following criter ia . The 

recipi e nt must : 

1 . be from birth up to 21 years of age ; 

2 . exhibit the presence of excesses and/or deficits 

of behaviors that significantly interfere with home or community 

activities (examples i nclude , b u t are not limited to aggression , 

self-injury , e l opement , impaired development in the areas of 

communication and/or social interaction , etc . ) ; 

3 . b e diagnosed by a qualif ied health care 

professional with a condition for which ABA-based therapy 

services are r e cognized as the rapeutically appropriate , 

including autism spectrum disorder ; and 

4 . have a comprehens i ve diagnostic evaluation that 

prescribes and/or recommends ABA service s that is conducted by a 
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qualified health care professional . 

B. All of the criteria in §103 . A must be met to receive 

services . 

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 41 : 

Chapter 3. Services 

§301. Covered Services and Limitations 

A. Medicaid covered ABA-based therapy services must be : 

1 . medically necessary ; 

2 . prior authorized by the Medicaid Program or its 

designee; and 

3 . delivered in accordance with the recipient's 

treatment plan . 

B. Services must be provided directly or billed by 

behavior analysts licensed by the Louisiana Behavior Analyst 

Board. 

C . Medical necessity for ABA-based therapy services shall 

be determined according to the provisions of the Louisiana 

Administrative Code (LAC), Title 50 , Part I , Chapter 11 

(Louisiana Register, Volume 37 , Number 1) . 

D. ABA-based therapy services may be prior authorized for 

a time period not to exceed 180 days. Services provided without 
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prior authorization shall not be considered for reimbursement , 

except in the case of retroactive Medicaid eligibility . 

E . Service Limitations 

1. Services shal l be based upon the individual needs 

of the child, and must give consideration to the child's age , 

school attendance requirements , and other daily activit i es as 

documented in the treatment plan. 

2. Services must be delivered in a natura l setting 

(e . g ., home and community-based settings , including school s and 

clinics) . 

a . Services delivered in a school setting must 

not duplicate services rendered under an individualized family 

servi ce p l an ( IFSP) or an individualized educational program 

(IEP) as required under the federal Individuals with 

Disabilities Education Act (IDEA) . 

3 . Any services delivered by direct line staff must 

be under the supervision of a lead behavior therapist who is a 

Louisiana licensed behavior analyst . 

F . Not Medically Necessary/Non-Covered Services . The 

following services do not meet medical necessity c ri teria , nor 

qualify as Medicaid covered ABA-based therapy services : 

1 . therapy services rendered when measureable 

functional improvement or continued clinical benefit is not 

expected , and therapy is not necessary for maintenance of 
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function or to prevent deterioration; 

2. services that are primarily educational in 

nature ; 

3 . services delivered outside of the school setting 

that are duplicative services under an individualized family 

service plan (IFSP) or an individualized educational program 

(IEP), as required under the federal Individuals with 

Disabilities Education Act (IDEA) ; 

4 . treatment whose purpose is vocationally- or 

recreationally-based; 

5 . custodial care ; 

a . for purposes of these provisions, custodial 

care : 

i . shall be defined as care that is 

provided primarily to assist in the activities of daily living 

(ADLs) , such as bathing , dressing, eating , and maintaining 

personal hygiene and safety; 

ii . is provided primarily for maintaining 

the recipient ' s or anyone else ' s safety; and 

iii . could be provided by persons without 

professional skills or training; and 

6 . services , supplies , or procedures performed in a 

non-conventional setting including , but not limited : 

a . resorts; 
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b . spas ; 

c . t herapeutic programs ; and 

d . camps . 

AUTHORITY NOTE : Promulgated in accordance with R.S . 

36 : 254 and Titl e XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

§ 303. Treatment Plan 

A. ABA-based therapy services shall be rendered in 

accordance with the individual ' s treatment plan . The treatment 

plan shall : 

1. be person-centered and based upon individualized 

goals ; 

2. be developed by a licensed behavior analyst ; 

3. delineate both the frequency of baseline 

behaviors and the treatment development plan to addr ess the 

behaviors; 

4. identify long , intermediate , and short-term goals 

and objectives that are behaviorally defined ; 

5 . identify the criteria that will be used to 

measure achievement of behavior ob jectives ; 

6 . clearly ident ify the schedule of services planned 

and the individual providers responsible for delivering the 

services ; 
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7 . include care coordination involving the parents 

or caregiver(s) , school , state disability programs , and others 

as applicable ; 

8 . include parent/caregiver training, support , and 

participation ; 

9 . have obj ectives that are specific, measureable , 

based upon clinical observations , include outcome measurement 

assessment, and tailored t o the individual ; and 

10 . ensure that interventions are consistent with ABA 

techniques. 

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 41 : 

Chapter 5 . Provider Participation 

§ 501. General Provisions 

A. ABA-based therapy services must be provided by or 

under the supervision of a behavior analyst who is currently 

licensed by the Louisiana Behavior Analyst Board, or a licensed 

psychologist , or a licensed medical psychologist . 

B. Licensed behavior ana lyst s that render ABA-based 

therapy services shall meet the following provider 

qualifications : 

1 . be licensed by the Louisiana Behavior Analyst 
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Board; 

2 . be covered by professional liability insurance to 

limits of $1 , 000,000 per occurrence, $1 , 000,000 aggregate; 

3 . have no sanctions or disciplinary actions on 

their Board Certified Behavior Analyst (BCBA®) or Board 

Certified Behavior Analyst-Doctoral (BCBA-D) certification 

and/or state licensure ; 

4 . not have Medicare/Medicaid sanctions, or be 

excluded from participation in federally funded programs (i.e., 

Office of Inspector General ' s list of excluded 

individuals/entities (OIG-LEIE) , system for award management 

(SAM) listing and state Medicaid sanctions listings); and 

5. have a completed criminal background check to 

include federal criminal, state criminal , parish criminal and 

sex offender reports for the state and parish in which the 

behavior analyst is currently working and residing . 

a . Criminal background checks must be performed 

at the time of hire and at least five years thereafter. 

b . Background checks must be current , within a 

year prior to the initial Medicaid enrollment application. 

Background checks must be performed at least every five years 

thereafter . 

C. Certified assistant behavior analyst that render ABA­

based therapy services shall meet the following provider 
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qualifications : 

1. must be certified by the Louisiana Behavior 

Analyst Board ; 

2 . must work under the supervision of a licensed 

behavior analyst ; 

a. the supervisory relationship must be 

documented in writing; 

3 . must have no sanctions or disciplinary actions, 

if state-certified or board- certified by the BACB®; 

4 . may not have Medicaid or Medicare sanctions or be 

excluded from participation in federally funded programs (OIG­

LEIE listing, SAM listing and state Medicaid sanctions 

listings) ; and 

5 . have a completed criminal background check to 

include federal criminal , state criminal , parish criminal and 

sex offender reports for the state and parish in which the 

certified assistant behavior analyst is currently working and 

residing. 

a . Evidence of this background check must be 

provided by the employer . 

b . Criminal background checks must be performed 

at the time of hire and an update performed at least every five 

years thereafter . 

D. Registered line technicians that render ABA-based 

10 



therapy services shall meet the following provider 

qualifications : 

1 . must be registered by the Louisiana Behavior 

Analyst Board ; 

2 . must work under the supervis ion of a licensed 

behavior analyst ; 

a . the supervisory relationship must be 

documented in writing; 

3 . may not have Medicaid or Medicare sanctions or be 

excluded from participation in federally funded programs (OIG­

LEIE listing, SAM listing and state Medicaid sanctions 

listings ) ; and 

4. have a completed criminal background check to 

include federal criminal, state criminal , parish criminal and 

sex offender reports for the state and parish in which the 

certified assistant behavior analyst is current ly working and 

residing . 

a . Evidence of this background check must be 

provided by the employer . 

b. Criminal background checks must be performed 

at the time of hire and an update performed at least every five 

years thereafter. 

AUTHORITY NOTE: Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act. 
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HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Se rvices Financing , LR 41 : 

Chapter 7 . Reimbursements 

§ 701. General Provisions 

A . The Medicaid Program shall provide reimbursement for 

ABA-based therapy services to e nrolled behavior analysts who are 

currently licensed and in good standing with the Louisiana 

Behavior Anal ys t Boa rd. Reimbursement shall only be made for 

services billed by a licensed behavior analyst , licensed 

psychologist, or licensed medical psychologist. 

B. Reimbursement for ABA services shall not be made to , 

or on behalf of services rendered by, a parent, a legal guardian 

or l egally responsible person . 

C . Reimbursement shall only be made for services 

authorized by the Medicaid Program or its designee . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of t he Socia l Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals, Bureau of Health Services Financing , LR 41 : 

§ 703. Reimbursement Methodology 

A. Reimbursement for ABA-based therapy services shall be 

based upon a percentage of the commercial rates for ABA-based 

therapy services in the state of Louisiana . The rates are based 

upon 15 minute units of service , with the exception of mental 
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health services plan which shall be reimbursed at an hourly fee 

rate . 

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 41 : 

In compliance with Act 1183 of the 1999 Regular Session of 

the Louisiana Legislature , the impact of this proposed Rule on 

the fami l y has been considered . It is anticipated that this 

proposed Rule wi ll have a positive impact on family functioning , 

stability, and autonomy as described in R.S . 49 : 972 by 

increasing access to critical behavioral health services. 

In compliance with Act 854 of the 2012 Regular Session of 

the Louisiana Legislature , the poverty impact of this proposed 

Rule has been considered . It is anticipated that this proposed 

Rule will have a positive impact on child , individual , or family 

poverty in relation to individual or community asset development 

as described in R. S . 49 : 973 by reducing the financial burden on 

famil ies due to Medicaid coverage of applied behavior analysis­

based therapy services . 

In compliance with House Concurrent Resolution (HCR) 170 of 

the 2014 Regular Session of the Louisiana Legis lature , the 

provider impact of this proposed Rule has been considered . It is 

anticipated that this proposed Rule will have no impact on the 

13 



staffing level requirements or qualifications required to 

provide the same l eve l of service, no direct or indirect cost to 

the provider to provide the same level of service, and will have 

no impact on the provider ' s ability to provide the same level of 

service as described in HCR 170 . 

Interested persons may submit written comments to J . Ruth 

Kennedy , Bureau of Health Services Financing, P.O. Box 91030 , 

Baton Rouge, LA 70821-9030 or by email to MedicaidPolicy@la . gov . 

Ms. Kennedy is responsible for responding to inquiries regarding 

this proposed Rule . A public hearing on this proposed Rule is 

scheduled for Tuesday , March 31 , 2015 at 9:30 a . m. in Room 118 , 

Bienville Building , 628 North Fourth Street, Baton Rouge, LA . 

At that time all interested persons will be afforded an 

opportunity to submit data , views or arguments either orally or 

in writing . The deadline for receipt of a ll written comments is 

4:30p . m. on the next business day following the public hearing . 

Kathy H. Kliebert 

Secretary 

14 



Bobby Jindal 
( ;()\ J:l("( lit 

&ltatt of 'l.out,tana 
D epartment of Health anJ Hospitals 

Bun.:au of Healrh Services Financing 

PUBLIC HEARING CERTI F ICATION 
March 3 1, 2015 

9:30a.m. 

RE: Applied Behavior Analysis-Based Therapy Services 
Docket # 033 120 15-1 
Department of Health and Hospitals 
State of Louisiana 

CERT IFICATION 

Kathy H. Kliebert 
~I I IU T\ltY 

In accordance with LA R.S. 49:950 et seq .. the attached public hearing agenda, together 
with one digi tal recording of the public hearing conducted on March 3 1, 20 I 5 in Baton 
Rouge. Louisiana constitute the official record of the above-referenced public hearing . 

. Andrepont 
ed icaid Policy and 

Compliance Section 

03-3 1- 15 
Date 

13ocnvillc 13uih.Jin~; • G28 North -1•• Strc.,t • P.O. Box 9 1030 • B:uon Rouge, Louisi:an:a 70821-9030 
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DHH/BHSF PUBLIC HEARING 

topic- Applied Behavior Analysis-Based Therapy Services 

Date - March 31, 2015 

PERSONS IN ATTENDANCE 

Name Address Telephone Number AGENCY or GROUP you represent 

1. rod-15 N. 4th .5freel 
Cornette Scot-t Mm f<.1,~e LA "10110~ ~as -.34-d. -.3&g; DHH 

2. foZ¥" X/. 5 f / -t f f- I 

k l Kt.~/ {3. 7Z {_/J 7uf'Z-- - -- ---

3. 'I ~ 7 I 

4. 

5. 

6. 
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Bohby Jindal 
( ;m I IC'\Jlllt 

~tate of 'louttiiana 
D epartment of 1 Iealth and Hospitals 

Office of the Secretary 

Ka thy H. Kliebert 
:-;1 C.RI ·. I \R'\ 

April 6. 2015 

MEMO R ANDUM 

TO: 

FROM: 

RE: 

The I Ionorable John A. Alario. President. Louisiana Senate 
The llonorablc Chuck Kleckley. Speaker of the House 
The Ilonorable David Heitmeir. Chair. Senate Committee on Health and Welfare 
The Honorable Scott Simon. Chair. House Committee on Health and Welfare 
The Honorable Jack Donahue. Chai r. Senate Finance Committee 
The Honorable James R. ·'Jim .. Fannin. Chairman, I louse Appropriations Committee 

Kathyi~~-
Sccret~ ~".\0( 

Oversight Report on Bureau of Health Services Financing Proposed Rulemaking 

In accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended. we are 
submitting the attached documents for the proposed Rule Managed Care for Physical and Basic 
Behavioral Health. 

The Department published a Notice of Intent on this proposed Rule in the October 20. 2014 issue of 
the Louisiana Register (Volume 40. Number 10). A public hearing was held on November 26.2014 
at which only the Department of Health and Hospitals staff were present. No oral testimony was 
given. However. written correspondence was received from URAC. formerly known as the 
Utilization Review Accreditation Commission. MedicineLouisiana and Louisiana State Medical 
Society. and the Advocacy Center. regarding this proposed Rule. As a result. the Department 
submitted an oversight report with a revised Notice of Intent on this proposed Rule on December 18. 
20 14. 

The Department subsequently detetmined that the revisions to the Notice of Intent necessitated by 
the written correspondence received resulted in substantive changes. The Department published a 
Potpourri on these substantive changes in the February 20. 2015 issue of the Louisiana Register 
(Volume 41 . Number 2). A public hearing on these substantive changes was held on March 31. 2015 
at which only the Department of llealth and Hospitals staff were present. No oral testimony was 
given nor written correspondence received. 
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April 6. 2015 
Page 2 

The Department anticipates adopting the revised Notice of Intent as a final Rule in the May 20. 2015 
issue of the Louisiana Register. 

The following documents are attached: 
I . a copy of the December 18. 2014 Oversight Report: 
2. a copy of the February 20. 2015 Potpourri: 
3. the substantive changes public hearing certification: and 
4. the substantive changes public hearing attendance roster. 

KHK/W.JR/CEC 

Attachments ( 4) 
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O~.:c~.:mbcr 18. 20 14 

MEMORANDUM 

~tate of llouisiana 
D eparrmem ( >f Healrh anJ ll ospitab 

< ) flin· n f ilw Sec rei :m· 

TO: Th~.: llnnorahk .John 1\. 1\lari o. President. Louisiana Senat~.: 
The llnnorabk Chuck Kkc.:klc~. Speaker of the I louse 

Kathv I I. Kliebert 
,, I 10 I \ It\ 

The llonorabk David llcitmeir. Chair. Senate Committee on I kalth and Wcll~m: 
The I lonorabk Scott Simon. Chair. I louse Committee on I kalth and \Vel far~.: 
The llonorabk Jack Donahut!. Chai r. Senate Finane~.: Committee 
The llonorabk .lames R. ".lim" Fannin. Chairman. I louse Appropriations Committee 

FROM: Kathy II. K l i~ 
Scc.:rewry~~{ 

RE: On:rsight Report on n ureau of l lcalth Scrvi<.:cs Finam:ing Proposed Rulemaking 

In acwrdancc \\ith the 1\dministrati\'<.: Procedure t\ct (R.S. 49:950 ct seq.) as amended. we arc 
submi tting the attach~.:d documents lex the proposed Rule for Managed Care fix Physical and Basic 
lkha\'ioral Health. 

The Department published a I otil.:~.: or Intent on this proposed Ruk in the October 20. 20 I 4 issue or 
the l.ouisiww Registf!r (Volume 40. um ber 10). 1\ publ ic hearing wus ht:ld on O\'cmhcr 26. 20 14 
at which only the Department or I kalth and I lospitals sta ll \\'ere present. 1 o oral test imony was 
gi\'en. I lowever. written corresponden<:c was received from lJRAC. formerly kno\\'n as the 
lJ tili:tation Revi~.:\\' 1\<.:creditation Commission. Medicind.ouisiana and Louisiana State !vlcdi~.:al 
Sl)t:icty. and the Advocacy Center. regarding thi s proposed Rule. 

The Department determined that non-substanti ve rc,·isions were nc<:cssary to add claritYing 
lan!.!lltu!c to the Notice of' Intent. Therefore. a revised 1 otice of Intent is bcin!.! submilled. The 

~ ~ " 

Department anticipates adopting the revised Noti ~.:~.: or Intent as a linal Rule in the February 20. 20 15 
iSSlll' or the l.ouisimltl Regisrer. 

The lo llo'\ ing JocunH:nts nrc attached: 
I. a cop) ol' thl.' revised 01icc ol' In tent: 

1 the public hearing ccrtili<::uion: 
3. the puhli<: hearing allcndancc mster: 
~. wri llen <.:orrcspondcncc !'rom llR/\C: 
5. agcnc) rcsronsc to UR/\C: 
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6 . "ritten correspondence from MedicincLoui~iana and Louisiana State lvkdical Socict~: 
7. agcnc~ response tu tvk dicim:Louisiana and Lo uis iana State Medica l Society: 
S. "rittcn currc:-.pomlcncc from the 1\d oca<.:) Center: and 
9. age nc~ n:spon~c to the AlhlH:ac~ Ccmcr 
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NOTICE OF INTENT 

Department of Health and Ho spitals 
Bureau of Health Services Financing 

Managed Care for Phys ical and Basic Behavioral Health 
(LAC SO : I . Chapters 31- 40 ) 

The Department of Health and Hospitals , Bureau of Health 

Services financing proposes to amend LAC SO : I . Chapters 31 - 40 in the 

Medical Assistance Program as authorized by R. S . 36 : 254 and pursuant 

to Title XIX of the Social Security Act . This proposed Rule is 

promulgated in accordance with the pro visions of the Administrative 

Procedure Act , R. S . 49 : 950 et seq . 

The Department of Health and Hospitals , Bureau of Health 

Services Financing adopted provisions which implemented a coordinated 

system of care in the Medicaid Program designed to improve quality of 

care dnd nealth ca re outcomes through a healthcare delivery system of 

coordinated ca re networks named the Bayou Health program {Louisiana 

Register , Volume 37 , Number 6) . 

The department now proposes to amend the provisions governing 

the coordinated ca re network in order to change the name in this 

Subpart to Managed Care for Physical and Basic Behavioral Health and 

to incorporate other necessary programmatic changes . This Notice of 

Intent will also incorporate provisions to permit Medicaid eligible 

children identified in the Melanie Chisholm , et al vs . Kathy Kliebert 

class action litigation (hereafter referred to as Chisholm class 
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members ) to have the option of voluntarily enrolling into a 

participating health plan under the Bayou Health program . 

Title 50 

PUBLIC HEALTH-MEDICAL ASSISTANCE 
Part I . Administration 

Subpart 3. Managed Care for Physical and Basic Behavioral Health 

Chapter 31 . General Provisions 

§ 3101 . Introduction 

A . It is the department ' s goal to operate a managed health 

care delivery system that : 

1 . improves access to care and care coordination ; 

2 . improves the qua l ity of services ; 

3 . promotes healthier outcomes for Medicaid recipients 

through the establishment of a medical home system of care ; 

4 . provides budget stability ; and 

~ - results in savings as compared to an unmanaged fee-

:or-service system . 

B . Effective for dates of service on or after February 1 , 

2015 , the department will operate a managed care delivery system for 

physical and basic behavioral health , named the Bayou Health program, 

utili~ing one model , a risk bearing managed care organization (MCO) , 

hereafter referred t o as a " MCO". 

1. - 2 . Repealed . 
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C . The department will continue to administer the 

determinations of savings realized or refunds due to the department 

for dates of service from February 1 , 2012 through January 31 , 2015 

as described in the primary care case management plan (CCN-S) 

contract . 

D. It is the department ' s intent to procure the provision of 

healthcare services statewide to Medicaid enrollees participating in 

the Bayou Health program from risk bearing MCOs through the 

competitive bid process . 

1 . The number of MCOs shall be no more than required to 

meet the Medicaid enrollee capacity requirements and ensure choice 

for Medicaid recipients as required by federal statute . 

l . a . - 2 . Repealed . 

AUTHORITY NOTE : Promulgated i n accordance wi th 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 37 : 1573 (Ju ne 

2C11) , amended LR 41 : 

§3103 . Recipient Participation 

A. The following Medicaid recipients shall be mandatory 

participants in coordinated care networks : 

1 . categorically needy i ndividuals : 

a . - e . 
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f . children enrolled in the Title XX I stand-alone 

CHIP program for low-income children under the age of 19 yJho d o not 

otherwise qualify for Medicaid (LaCHIP Affordable Plan) ; 

g . persons eligible through the Tuberculosis 

Infected Individual Program ; 

h . individuals yJho are Native Americans/Alaskan 

Natives and members of a federally recognized tribe ; or 

i . children under the age of 19 who are : 

i . eligible under §1902 (e) ( 3) of the Act and 

receiving Supplemental Security Income (SSI) ; 

ii . in foster care or other out-of-home 

placement ; 

iii . receiving foster care or adoption 

assistance ; 

iv . receiving services through a family­

centered , community-based coordinated care system that receives grant 

funds under §501 (a) (1) (D) of Title V, and is defined by the 

department in te rms o f either program participation of special health 

care needs ; or 

v . enrolled in the family Opportunity Act 

Medicaid Buy-In Program ; 

2 . - 3 . 

B. Voluntary Participants 

1 . Participation in an MCO is voluntary for 
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a . individuals who receive home and commu ni ty -based 

wa iver services ; and 

i . - ii . Repealed . 

b . effective February 1 , 2015 , children under t he 

age of 21 who are listed on the new opportunities waive r Request for 

Services Registry . These c hi ldren are i dent ified as Chisholm class 

members : 

i . For purposes of these provisio n s , Chisholm 

class members shall be defined as those children ident ified in the 

Melanie Chisholm , ec al vs . Kathy Kli ebert (o r her successor) class 

action litigation . 

ii . Chisholm class members a nd home and 

community-based wa iver r ecipients s ha ll be exempt from the auto­

assignment process and must proactively seek enrollment into an 

available health plan . 

l . b . iii . - 2 . Repealed . 

C . The enrollment broker will ensure t ha t all participants are 

notified at the time of enrollment t ha t they may request 

disenrollment from the CCN at any time for cause . All voluntary op t­

in populations can disenroll from the CCN and return to legacy 

Medicaid at any time without cause . 

D. Participa tion Exclusion 

5 



1 . The following Medicaid and/or CHIP recipients are 

excluded from participation in an MCO and cannot voluntarily enroll 

in a MCO . Individuals who : 

a . - d . 

e . are participants in the Take Charge Plus 

Program ; o r 

f . are participants in the Greater New Orleans 

Community Health Connection (GNOCHC ) Program . 

g . Repealed . 

E . 

AUTHO RITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XI X of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospita ls , Bureau of Healt h Services rinancing , LR 37 : 1573 (June 

2011) , amended LR 40 : 310 ( february 2014) , LR 40 : 1096 (June 2014) , LR 

4 1 : 

§ 3105 . Enrollment Process 

A . The MCO shall abide by all enrollment and disenrollment 

policy and procedures as outlined in the contract developed by the 

department . 

B. The department will contract with an enrollment broker who 

will be responsible for the enrollment a nd disenrol lment process for 

MCO participants . The enrollment broker sha ll be : 
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1 . the primary contact for Medicaid recipients regarding 

the MCO enrollment and disenrollment process , and shall assist the 

recipient to enroll in an MCO ; 

2 . the only authorized entity , other than the department , 

to assist a Medicaid recipient in the selection of an MCO ; and 

3 . responsible for notifying all MCO members of their 

enrollment and disenrollment rights and responsibilities within the 

timeframe specified in the contract . 

C . Enrollment Period . The annual enrollment of an MCO member 

shall be for a period of up to 12 months from the date of enrollment , 

contingen~ upon his/her continued Medicaid and MCO eligibility. A 

member shall remain enrolled in the MCO until : 

1 . DHH or its enrollment broker approves the member ' s 

written , electronic or oral request to disenroll or transfer to 

another MCO for cause ; or 

2 . 

3 . the member becomes ineligible for Medicaid and/or the 

MCO program . 

D. Enrollment of Newborns . Newborns of Medicaid eligible 

mothers who are enrolled at the time of the newborn's birth will be 

automatically enrolled with the mother ' s MCO , retroactive to the 

month of the newborn ' s birth . 

1 . If there is an administrative delay in enrolling the 

newborn and costs are incurred during that period , the member shall 
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be held harmless for those costs and the MCO shall pay for these 

services . 

2 . The MCO and its providers shall be required to : 

a . report the birth of a newborn wi thin 48 hours by 

requesting a Medicaid identification (10) number through the 

department ' s o nline system for requesti ng Medicaid ID numbers ; and 

b . complete and submit any other Medicaid enrollment 

form required by the department . 

E . Selection of a MCO 

1 . As part of the eligibility determination process , 

Medicaid and LaCHIP applicants , for whom the department determines 

eligibility, shall receive information and assistance with making 

informed choices about participating MCOs from the enrollment broker . 

These individuals will be afforded the opportunity to indicate the 

plan of their choice on their Medicaid financial application form or 

in a subsequent contract with the department prior to determination 

of Medicaid eligibility . 

2 . All new recipients who have made a proactive selection 

of an MCO shall have that MCO choice transmit ted to the Enrollment 

Broker immediately upon determination of Medicaid o r LaCHIP 

eligibility . The member will be assigned to the MCO of their choosing 

unless the plan is otherwise restricted by the department . 

a . - a . i . ... 
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3 . All new recipients shall be immediately automatically 

assigned to an MCO by the enrollment broker if they did not select an 

MCO dur ing the financial eligibility determination process . 

4 . All new recipients will be given 90 days to change 

plans if they so choose . 

a . Recipients of home and commun ity-ba sed services 

and Chisholm class members shall be exempt from automatic assignment 

to an MCO . 

4 . b . 4 . d . Repealed . 

5 . The following provisions wi ll be applicable for 

recipients who are mandatory participants . 

a . If there are t wo or more MCOs in a department 

designated service area in whi ch the reci pient resides , they shall 

select one . 

b . Recipients may request to transfer out of the MCO 

for cause and the effective date of enrollment in t o t he new p l an 

shall be no later than the first day of the second month following 

t h e calendar month that the request for disenrollment is filed . 

r . Automatic Assignment Process 

1 . The following participants shall be automatically 

assigned to an MCO by the enrollment broker in accordance with the 

department ' s algorithm/formula and the provisions of §3105 . E : 

a . mandatory MCO pa r ticipants ; 

b . - c . 
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2 . MCO automatic assignments sha l l take into 

consideration factors including , but not limited to : 

a . assigning members of family units to the same 

MCO ; 

b . existing provider - enrollee relationships ; 

c . previous MCO-enrollee relationship ; 

d . MCO capacity ; and 

e . MCO performance outcome indicators . 

3 . MCO assignment methodology shall be availabl e t o 

recipients upo n request to the enrollment broker . 

4 . Repealed . 

G . Selection or Automatic Assignment of a Primary Care 

Provider 

1 . The MCO is responsible to develop a PCP automatic 

assignment methodology in accordance with the department ' s 

requirements for the assignment of a PCP to an enrollee who : 

a . does not make a PCP selection after being offered 

a reaso nable o pportunity by the MCO to select a PCP ; 

b . selects a PCP within the MCO that has reached 

their maximum physician/patient ratio ; or 

c . selects a PCP within the MCO that has 

restric tio ns/ l imitations (e . g . pediatric only practice ) . 

2 . The PCP automatically assigned to the member shall be 

l o c a t ed within geographic access standards , as specified in the 
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contracc , of che member ' s home and/or who best meecs the needs of the 

member . Me mbers for whom an MCO is the secondary payor v1ill not be 

assigned to a PCP by the MCO , unless the member requests that the MCO 

do so . 

a . - d . Repealed . 

3 . If the enrollee does not select an MCO and is 

automatically assigned to a PCP by the MCO, the MCO shall allovJ the 

enrollee to change PCP , at least once , during the first 90 days from 

the date of assi gnment to the PCP . Effecti ve the ninety-first day , a 

member may be locked into t h e PCP assignment for a period of up to 

nine months beginning from the original date that he/she v1as assigned 

to the MCO . 

4 . If a member requests to change his/her PCP for cause 

at any time during the enrollment period , the MCO must agree to grant 

the request . 

5 . Repealed . 

H. Lock-In Period 

1 . Members have 90 days from the initial date of 

enrollment into an MCO in which they may change the MCO for any 

reason . Medicaid enrollees may only cha nge MCOs without cause within 

the initial 90 days of enrollment in an MCO . After the initial 90-

day period , Medicaid enrollees/members shall be locked into an MCO 

until the annual open enrollmen t period , unless disenrolled under one 

of the conditions described in this Section . 
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2 . Repealed . 

I . Annual Open Enrollment 

1 . The department will pro v ide an opportunity for all MCO 

members to retain or select a new MCO d uring an annual open 

enrollment period . Notification will be sent to each MCO member and 

voluntary members who have opted out of participation in Bayou health 

at least 60 days prior to the effective date of the annual open 

enrollment . Each MCO member shall receive information and the offer 

of assistance with ma king i n formed c hoices about MCOs in their area 

and the availability of choice counseling . 

2 . Members shall have the opportunity to talk with an 

enrollment bro ker representative who shall provide additional 

information to assist in choosing the appropriate MCO . The 

enrollment broker shall provide the individual with information on 

each MCO from which they may select . 

3 . During the open enrollment period , each Medicaid 

enrollee shall be given the option to either remain in their e x isting 

MCO or select a new MCO . The 90-day option to change is not 

applicable to MCO linkages as a result of open enrollment . 

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 37 : 1574 (Ju ne 
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2011 ) , amended LR 40 : 310 (February 2014) , LR 40 : 1097 (June 2014) , LR 

4 1 : 

§3107 . Disenrol~ent and Change of Managed Care Organization 

A. A member may request disenrollment from an MCO tor cause at 

any time , effective no later than the first day of the second month 

following the month in which the member files the request . 

B. A member may request disenrollment from an MCO without 

cause at the following times : 

1 . during the 90 days follo wing the date of the member ' s 

initial enrollment with the MCO or the date the department sends the 

member notice o f the enrollment , whichever is later ; 

2 - - 3 -

4 . if the department imposes the intermediate sanction 

against the MCC which grants enrollees the right to terminate 

enrollment without cause and notifies the affected enrollees of their 

right to disenroll . 

c - c . 4 - ---

D. Disenrollment for Cause 

1 . A member may initiate disenrollment or transfer from 

their assigned MCO after the fi r st 90 days of enrollment for cause at 

any time . The following circumstances are cause for disenrollment : 

a . the MCO does not , because of moral or religious 

ob j ections , cover the service that the member seeks ; 
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b . the memb er needs related services co be performed 

ac the same cime , not all related services are available within the 

MCO and the member ' s PCP or another provider determines that 

receiving the services separately would subject the member to 

unnecessary risk ; 

c . the contract between the MCO and the department 

is terminaced ; 

d . to implement the decision of a hearing officer in 

an appeal proceeding by the member against the MCO or as ordered by a 

court of law; and 

contract ; or 

e . other reascns including , but not limited to : 

i . poor quality of care ; 

ii . lack of access to services covered under the 

iii . documented lack of access to providers 

experienced in deali ng with the enrollee ' s health care needs . 

f. - i. iii. Repealed . 

E . Involuntary Disenrollment 

1 . The MCO may submit an involuntary disenrollment request 

to the enrollment broker , with proper documentation , for the 

following reasons : 
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a . fraudulent use of the MCO i dentification card . 

In such cases , the MCO shall report the incident to the Bureau of 

Health Services Financing ; or 

b . the member ' s behavior is disruptive , unruly , 

abusive or uncooperative to the e xtent that his/her enrollment 

seriously impairs the MCO' s ability to furnish services to either the 

member or other members . 

2 . The MCO shall promptly submit such disenrollment 

reques ts to the enrollment broker . The effective date of an 

involuntary disenrollment shall not be earlier than 4 5 calendar days 

after the occurrence of the event that prompted the request for 

involuntary disenrollment . The MCO shall ensure that involuntary 

disenrollment documents are maintained i n an identifiable member 

record . 

3 . All requests wi l l be reviewed on a case - by-case basis 

and subject to the sole discretion of the department . All decisions 

are final and are not subject to MCO dispute or appeal . 

4 . The CCN may not request disenrollment because of a 

member ' s : 

a . - f. 

g . uncooperative or disruptive behavior resulting 

from his or her special needs , unless it seriously impairs the MCO ' s 

ability to furnish services to either this particular member or other 

members as defined in this Subsection ; 
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h . attempt to exercise his/her rights under the 

MCO's grievance system; or 

i. 

F . Department Initiated Disenrollment 

1 . The department wi ll notify the MCO of the member ' s 

disenrollment due to the following reasons : 

a . loss of Medicaid eligibility or loss of MCO 

enrollment eligibility; 

b . - f . 

g . member is placed in a nursing facility or 

intermediate care facility fer persons with intellectual 

disabilities ; 

h . loss of MCO ' s participation . 

i. k . Repealed . 

G . If the MCC ceases participation in the Medicaid Program , 

the MCO shall notify the department in accordance with the 

termination procedures described in the contract . 

1 . The enrollment broker wi ll notify MCO members of the 

choices of remaining MCOs 

2 . The exiting MCO shall assist the department in 

transitioning t he MCO members to another MCO . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services financing , LR 37 : 1575 (June 

201 1) , amended LR 40 : 311 (february 2014) , LR 41 : 

§ 3109 . Member Rights and Responsibilities 

A . The MCO member ' s rights shall include , but are not limited 

to the right to : 

1. 5 . 

6 . express a concern about their MCO or the care it 

provides , or appeal an MCO decision , and receive a response in a 

reasonable period of time ; 

7 . - 8 . 

9 . implement an advance directive a s r e quired in federal 

regulat ion s : 

a . the MCO must provide adult enrollees with written 

information o n advanced directive policies and include a d escription 

of applicable state law. The written information must reflect 

changes in state law as soon as possible , but no later than 90 days 

after the effective date of change ; 

9 . b . - 11. 

B. Members shall have the freedo m t o exercise the rights 

desc ribed herein without any adverse effect on the member ' s treatment 

by t he department o r the MCO , or its contractors or pro viders . 

C . The MCO member ' s respo nsibilities shall i nc lud e , but are 

not limited to : 
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1 . informing the MCO of the loss or theft of their MCO 

ide~tification card ; 

2 . 

3 . being familiar with the MCO ' s policies and procedures 

to the best of his/her abilities ; 

4 . contacting the MCO , by telephone or in writing {formal 

letter or electronically , including email) , to obtain information and 

have questions clarified; 

~ . - 8 . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XlX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1576 {June 

2011) , amended LR 40 : 311 {February 2014) , LR 41 : 

Chapter 33. Coordinated Care Netwo rk Shared Savings Model 

§ 3301 . Participation Requirements 

A . In order to participate in the Bayou Health Program after 

January 31 , 2015 , a coordinated care network shared savings model 

{CCN-S) must be an entity that operated as a CCN-S contracted with 

the department during the period of February 1 , 2012 through January 

31 , 2015 . 

B. Participation in the Bayou Health program shared savings 

model after January 31 , 2015 is for the exclusive purpose of fully 
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executing provisions of the CCN-S contract relative to the 

determinations of savings realized o r refunds due to the department 

for CCN-S operations during the period of February 1 , 2012 through 

January 31 , 2015 . 

1. - 8 . Repealed . 

C . A CCN-Sis required to maintain a surety bond for an amount 

specified by the department for the at-risk portion of the enhanced 

care management fee through the full e xecution of the provisions of 

the CCN-S contract relative to determinations of savings realized or 

refunds due to the department for CCN-S operations during the period 

of Feoruary 1 , 2012 through January 31 , 2C15 as determined by the 

department. . 

C . l. - J . 4 . Repealed . 

AUTHORITY NOTE : Promulgated in accordance wit h 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 37 : 1577 (June 

2011 ) , amended LR 41 : 

§ 3303. Shared Savings Model Responsibilities 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1578 (June 

2011) , LR 40 : 66 (January 2014) , amended LR 40 : 311 (February 2014) , 

repealed LR 41 : 

§3305. Coordination of Medicaid State Plan Services 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 25~ 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1579 (June 

2011) , repealed LR 41 : 

§ 3307. Reimbursement Methodology 

A. The department or its fiscal intermediary shall make lump 

sum savings payments to the CCN-S , if eligible , as described in the 

CCN-S contract . 

B. The department will determine savings realized or refunds 

due to the department on a periodic basis . 

1 . The department may make an interim determination and 

will make a final determination of savings achieved or refunds due 

for each CCN-S for each contract year . 

a . Interim determinations may be made for less than 

12 months of service during the contract year . For dates of service 

with less than 12 months of elapsed time after the end of the 
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contract period an adjustment for incurred but not reported (IBNR) 

claims will be made . 

b . final determinations wi ll not be made for less 

than 12 months of service during the contract year . Final 

determinations will be made when all dates of service during the 

contract year have 12 months of elapsed time from the last date of 

service . Final determinations wi ll use data updated since the interim 

determination . 

2 . The determination will calculate the difference 

between the actual aggregate cost of authorized services and the 

aggregate per capita prepaid benchmark (PCPB ) . 

3 . The PCPB will be set on t he basis of health status-

based risk adjustment . 

a . Th e health risk of the Medicaid enrollees 

enrolled in the CCN -S will be measured using a nationally recognized 

risk- assessment model . 

b . Utilizing this information , the PCPBs will be 

adjusted to account for t he health risk for the enrollees in each 

CCN-S relative to the overall population being measured . 

c . The health risk of the enrollees and associated 

CCN-S risk scores and the PCPBs wi ll be updated periodically to 

reflect changes in risk over time . 
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4 . Costs of the following ser vices will not be included 

in the determination of the PCPS . The s e services include , but are 

not limited to : 

a . nursing facility ; 

b . dental services ; 

c . personal care services (children and adults) ; 

d . hospice ; 

e . school-based Individualized Education Plan 

services provided by a school district and billed through the 

intermediate school district ; 

f . specified Early Steps Program services ; 

g . specialized behavioral health services (e . g . 

provided by a psychiatrist , psychologist , socia l worker , psychiatric 

advanced nurse practitioner ; 

h . targeted case management ; 

i . non-emergency medical transportation ; 

J · intermediate care faci lities for persons with 

intellectual disabilities ; 

k . home and community- based waiver services ; 

1 . durable medical equipment and supplies ; and 

m. orthotics and prosthetics . 

5 . Individual member total cost for the determination 

year in excess of an amount specified in the contract wi ll not be 

included i n the determination of the PCPS , nor will it be included in 
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actual cost at the point of determination so that outlier cost of 

certain individuals and/or services will not jeopardize the overall 

savings achieved by the CCN-S . 

6 . The CCN-S will be eligible to receive up to 60 percent 

of savings if the actual aggregate costs of authorized services , 

including enhanced primary care case management fees advanced , are 

determined to be less than the aggregate PCPB (for the entire CCN-S 

enrollment) . 

a . Shared savings will be limited to five percent of 

the actual aggregate costs , including the enhanced primary care case 

management fees paid . Such amounts shall be determined in the 

aggregate and not for separate enrollment types . 

b . The department may make an interim payment to the 

CCN for savings achieved based on the interim determination . Interim 

payments shall not exceed 75 percent of the eligible amount . 

c . The department will ma ke a final payment to the 

CCN for savings achieved based on the final determination . The final 

payment amount will be up to the difference between the amount of the 

interim payment (if any) and the final amount eligible for 

distribution . 

d . For determination periods during the CCN-S first 

two years of operation , any distribution of CCN-S savings will be 

contingent upon the CCN meeting the established "early warning 

system" administrative performance measures and compliance under the 
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contract . After the second year of operation , distribution of 

savings will be continge n t upon the CCN-S meeting department 

established clinical quality performance measure benchmarks and 

compliance with the contract . 

7 . In the event the CCN-S exceeds the PCPB in the 

aggregate (for the entire CCN-S enrollment) as calculated in the 

final determination , the CCN - S will be required to refund up to 50 

percent of the total amount of the enhanced primary care case 

management fees paid to the CCN-S during the period being determined . 

C . - C . S . Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HI STORICAL NOTE: : Promulgated by the Department o f Health and 

Ho spitals , Bureau o : Health Services Financing , LR 37 : 1 581 (June 

20 11) , amended LR 40 : 311 ( February 2014 ) , LR 41 : 

Chapter 35 . Managed Care Organization Participation Criteria 

§ 3501. Participation Requirements 

A. In order to participate in the Bayou Health Program , a 

managed care organization must be a successful bidder , be awarded a 

contract with the department , and complete the readiness review. 

B . A MCO must: : 

1. 

2 . mee t the requirements o f R. S . 22 : 2 0 16 and be l icensed 

o r have a certifi c ate of authority from the Louisiana Department of 
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Insurance (DOl) pursuant to Title 22 of the Louisiana Revised Statues 

at the time a proposal is submitted ; 

3 . - 4 . 

5 . meet NCQA Health Plan Accreditation or agree to submit 

an application for accreditation at the earliest possible date as 

allowed by NCQA and once achieved, maintains accreditation through 

the life of this agreement ; 

6 . have a network capacity to e n roll a minimum of 10 0 , 000 

Medicaid and LaCHIP eligibles ; and 

7 . not have an actual or perceived conflict of interest 

that , in the discretion of the department , would interfere or give 

the appearance of possibly interfering with its duties and 

obligations under this Rule , the contract and any and all appropriate 

guides . Conflict of interest shall include , but is not limited to , 

being the fiscal intermediary contractor for the department ; and 

8 . establish and maintain a performance bond in the 

amo unt specified by the department and in accordance with the terms 

of the contract . 

9 . Except for !~censure and financial solvency 

requirements , no other provisions of Title 22 of the Revised Statutes 

sna l l apply to an MCO participating in the Louisiana Medicaid 

Program. ~l e l :fA!' :!":e : .: : t J . u S:J CSsmen t no r tn e ::- ruud l'.sses ::r::c :=: t :cv~ed 

f} :s' : Cp:JC:mer.: o: Ir.:Juran ee :Jhc~.:. be P- ::·ab.:e ey a ~: edica:.d w-; ; 
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C . An MCO shall ensure the provision of core benefits and 

services tc Medicaid enrollees in a department designated geographic 

service area as specified in the terms of the contract . 

D. Upon request by the Centers for Medicare and Medicaid 

Services , the Office of Inspector General , the Government Accounting 

Office , the department or its designee , a MCO shall make all of its 

reco rds pertaining to its contract (services pro vided there under and 

9ayment for services) with the department available for review , 

evaluat ion and audit . The records sha l l include , but are not limited 

to the following : 

1. 4 . 

E . A MCO shall maintain an automated management information 

system that collect s , analyzes , integrates and reports data t hat 

complies with department and federal reporting requirements . 

1 . The MCO shall submit to the department for approval 

the MCO ' s emergency/contingency plan if the MCO is unable to provide 

the da ta reporting specified in the contract and department issued 

guides . 

f . A MCO shall obtain insurance coverage (s ) including , but not 

limited to , workman ' s compensation , commercial liability , errors and 

omissions , and reinsurance as specified in the terms of the contract . 

Subcontractors , if any , shall be covered under these policies o r have 

insurance comparable to the MCO ' s required coverage . 
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G . A MCO shall provide all financial reporting as specified in 

the terms of the contract . 

H. A MCO shall secure and maintain a performance and fidelity 

bond as specified in the terms of the contract during the life of the 

contract . 

I . In the event of noncompliance with the contract and the 

department ' s guidelines , a MCO shall be subject to the sanctions 

specified in the terms of the contract including , but not limited to : 

1. - 3 . 

4 . suspension and/or termination of the MCO' s contract . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HI STORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 3'1 : 1583 {June 

2011 ) , amended LR 41 : 

§ 3503 . Managed Care Organization Responsibilities 

A. The MCO snall be responsible for the administration and 

management of its requirements and responsibilities under the 

contract with the department and any and all department issued 

guides . This includes all subcontracts , employees , agents and anyone 

acting for or on behalf of the MCO . 
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1 . No subcontract o r delegation of responsibility shall 

terminate the legal obligation of the MCO to the department to assure 

that all requirements are carried out . 

B. A MCO shall possess the expertise and resources to ensure 

the delivery of core benefits and services to members and to assist 

in the coordination of covered services , as specified in the terms of 

the contract . 

1 . A MCO shall have wr itten policies and procedures 

governing its operation as specified in the contract and department 

issued guides . 

C. A MCO shall accept enrollees i n the order in wh ich they 

apply without restriction , up to the enrollment capacity limits set 

under the contract . 

1 . A MCO shall not discriminate against enrollees on the 

basis of race , gender , color , national orig in , age , health status , 

sexual orientation , or need for health care services , and shall not 

use any policy or practice that has the effect of discrjminating on 

a~y such basis . 

D. A MCO shall be required to provide se~vice authorizat i o n , 

referrals , coordination , and/or assistance in scheduling the covered 

services consistent v1ith standards as defined in the Louisiana 

Medicaid State Plan and as specified in the terms of the contract . 

E . A MCO shall provide a chronic care management program as 

specified in the contract . 

28 



~ - The MCO shall establish and implement a quality assessment 

and performance improvement program as specified in the terms of the 

contract and department issued guides . 

G . A MCO shall develop and maintain a utilization management 

program including policies and procedures with defined structures and 

processes as specified in the terms of the contract and department 

issued guides . 

H. A MCO shall develop and maintain effective continuity of 

care activities which ensure a continuum of care approach to 

providing health c are services to members . 

I . The MCO must have administrative and management 

arrangements or procedures , including a mandatory compliance plan , 

that are designed to guard against fraud and abuse . 

1 . The MCO shall comply with all state and federal laws 

and regu lations relating to fraud , abuse , and waste in the Medicaid 

and CHIP program as well all requirements set forth in the contract 

and departme~t issued guides . 

J . An MCO shall maintain a health information system that 

collects , analyzes , integrates and reports data as specified in the 

terms of the contract and all department i ssued guides . 

1 . An MCO shall collect data on enrollees and provider 

characteristics and on services furnished to members through an 

encounter data system as specified in the contract and all department 

issued guides . 
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K. A MCO shall be responsible for conducting routine provider 

monitoring to e nsure : 

1. - 2 . 

L . An MCO shall ensure that payments are not made to a 

provider who is in non-payment status wi th the department or is 

excluded from pa r ticipation in federal health care programs (i . e ., 

Medicare , Medicaid , CHIP , etc . ) . 

M. 

N. A MCO shall participate on the department ' s Medicaid 

Quality Committee to provide recommendations for the Bayou Health 

Program . 

C . A MCO shall participate on the department ' s established 

committees for adm~nistrative simp lification and quality improvement, 

wnich will include physicians , hospitals , pharmacists , other 

healthcare providers as appropriate, and at least one member of the 

Senate and House Health and Welfare Committees o r their designees. 

GP . The MCC shall provide both member and provider services in 

accordance with the terms of the contract and department issued 

guides . 

1 . The MCO shall submit member handboo ks , prov ide r 

handbooks , a nd temp lates for the pro vider directory to the department 

for approval prior to distribution and s ubs eque n t to a ny material 

revisions . 
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a . The MCO must submit all propo sed changes to the 

member handbooks and/or provider manuals to the department for review 

and appro val in accordance with the terms of the contract a nd the 

department issued guides . 

b . After appro val has been received from t he 

department , the MCO must provide a minimum 9f 3G ddys' notice to the 

members a nd/or pro viders at least 30 days prior to the effective date 

of any proposed materia l changes to the plan through updates to the 

member handbooks and/or provider handbooks . 

~g . The member handbook shall include , but not be limited to : 

1 . a tab le o f contents ; 

a . - b . Repealed . 

2 . a general description regarding : 

a . how the MCO operates ; 

b . membe r rights and responsibili ties ; 

c . a ppropriate utilization of services including 

e mergency room visits for no n-emergent conditio ns ; 

d . t he PCP selection process ; and 

e . the PCP ' s role as coo rdinator o f services ; 

3 . member rights and protections as specified in 42 CFR 

§ 43 8 . 1CO and the MCO ' s contract with the department including , but 

no t limited to : 

a . a member ' s right to disenroll f rom t he MCO ; 
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b . a member ' s right to change providers within the 

MCO ; 

c . any restrictions on the member ' s freedom of 

choice among MCO providers ; and 

d . a member ' s right to refuse to undergo any medical 

service , diagnoses , or treatment , or to accept any health service 

provided by the MCO if the member objects (or in the case of a child , 

if the parent or guardian objects)on religious grounds ; 

4 . member responsibilities , appropriate and inappropriate 

behavior , and any other information deemed essential by the MCO or 

the department , including but not limited to : 

a . immediately notifying the MCO if he or she has a 

Worker ' s Compensation claim, a pending personal injury or medical 

malpractice law suit , or has been involved in an auto accident ; 

b . reporting to the department if the member has or 

obtains another health insurance policy , including employer sponsored 

insurance ; and 

c . a statement that the member is responsible for 

protecting his/her identification card and that misuse of the card , 

including loaning , selling or giving it to others could result in 

loss of the member ' s Medicaid eligibility and/or legal action ; 

~ - the amount , duration , and scope of benefits available 

under the MCO ' s contract with the department in sufficient detail to 

ensure that members have information needed to aid in understanding 
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the benefits to which they are entitled including , but not limited 

to : 

a . information about health education and promotion 

programs , including chronic care management ; 

b . the procedures for obtaining benefits , including 

prior authorization requirements and benefit limits ; 

c . how members may obtain benefits , including family 

planning services and specialized behavioral health services , from 

out - of-network providers ; 

d . how and where to access any benefits that are 

available under the Louisiana Medicaid State Plan , but are not 

covered under the MCO ' s contract with the department ; 

e . information about Early and Periodic Screening , 

Diagnosis and Treatment (£PSDT) services ; 

f . how transportation is provided , including how to 

obLain emergency and non-emergency medical transportation ; 

g . the post-stabilization care services rules set 

forth in 42 CFR 422 . 113(c) ; 

h . the policy on referrals for specialty care , 

including behavioral health services and other benefits not furnished 

by the member ' s primary care provider ; 

i . for counseling o r r eferral services that the MCO 

does not cover because of moral or religious objections , the MCO is 
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required to furnish information on how or where t o obtain the 

servi c e ; 

j . how to make , change , and cance l medical 

appointments and the importance of canceling and/or rescheduling 

rather than being a " no showu; 

k . the extent to which and how after-hour services 

are provided ; and 

l . information about the MCO ' s formulary and/or 

preferred drug l ist (POL) , including where the member can access the 

most c urrent information regarding pharmacy benefits ; 

6 . instructions to the member to call the Medicaid 

Customer Service Unit tol l free telephone number or access the 

Medicaid member website to report changes in parish of residenc e , 

mailing address or family size changes ; 

7 . a description of the MCO ' s member services and the 

to l l - free telephone number , fax number , e - mail address and mailing 

address to contact the MCO ' s Member Services Unit ; 

8 . instructions on how to request multi-lingual 

interpretation and translation services when needed at no cost to the 

member . This information shall be included in all versions of the 

nandbo ok in English and Spanish ; and 

9 . grievance , appeal , and state fair hearing procedures 

and c i me =rames as described in 42 CFR §438 . 400 through §438 . 424 and 

Lhe MCO ' s contract with the department . 
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~~ . The provider manual shall include , but not be limited to : 

1 . billing guidelines ; 

2 . medical management/utilization review guidelines ; 

a . - e . Repealed . 

3 . case management guidelines ; 

a . - d . Repealed . 

~ . claims processing guidelines and edits ; 

a . - c . Repealed . 

5 . grievance and appeals procedures and process ; and 

a . - l. Repealed . 

6 . other policies , procedures , guidelines , or manuals 

containing pertinent informa tion related to operations and pre­

processing claims . 

7 . - 9 . Repealed . 

F S . The provider directory for members shall be developed in 

three formats : 

1 . a hard copy directory to be made available to members 

and potenLial members upon request ; 

2 . an accurate electronic file refreshed weekly of the 

directory in a format to be specified by the department and used to 

populate a web-based online directory for members and the public ; and 

3 . an accurate electronic file refreshed weekly of the 

directory for use by the enrollment broker . 

4 . - 6 . Repealed . 
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&1 . The depar~ment shall require all MCOs to u tilize the 

s t andard form designated by the departmen t for the prior 

authorizati o n of prescription drugs , in addition to any other 

current l y accepted facsimile and electron ic prior authorization 

forms . 

1 . An MCO may submit the prior authorization fo rm 

electronically if it has the capabilities to submit the form in this 

manner. 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Securit y Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospita ls , Bureau of Health Services financing , LR 3"/ : 1~83 (June 

2011) , amended LR 39 : 92 (January 2013) , LR 40 : 66 (January 2014) , LR 

41 : 

§3505 Network Access Standards and Guidelines 

A. The MCO must ma intain and monitor a provider network that 

is supported by \vritten agreemen~s and is sufficient to p rov i de 

adequate access of healthcare to enrollees as required by federal law 

and the terms as set forth in the contract . The MCO shall adhere to 

the federal regulations governing access standards as well as the 

specific requirements of the contract and all department issued 

guides . 
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B. The MCO must provide for service delivery out-of-network 

for any core benefit or service noc available in network for which 

the MCO does not have an e xecuted contract for the provision of such 

medically necessary services . Further , the MCO must arrange for 

payment so that the Medicaid enrollee is not billed for this service . 

C . The MCO shall cover all medically necessary services to 

treat an emergency medical condition in the same amount , duration , 

and scope as stipulated in the Medicaid State Plan . 

1 . - 3 . 

D. The MCO must maintain a provider network and in-area 

referral providers in sufficient numbers , as determined by the 

department , to ensure that all of the required core benefits and 

services are available and accessible in a time l y manner in 

accordance with the terms and conditions in the contract and 

department issued guide . 

E . Any pharmacy or pharmacist participating in the Medicaid 

Program may participate as a netwo rk provider if licensed and i n good 

standing with the Louisiana State Board of Pharmacy and accepts the 

terms and conditions of the contract offered to them by the MCO . 

1 . The MCO shall not require its members to use mail 

service pharmacy . 

AUTHORITY NOTE : Promulgated in accordance wi th R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1585 (June 

2011) , amended LR 39 : 92 (January 2013) , LR 41 : 

§ 3507 . Benefits and Services 

A. 

1 . Core benefits and servjces shall be defined as those 

health care services and benefits required to be provided to Med icaid 

MCC members enrolled in the MCO as specified under the terms of the 

contract and department issued guides . 

2 . 

B. The MCO : 

1. - 3 . b . 

~ . shall provide core benefits and services as outlined 

and defined in the contract and shall provide medically necessary and 

appropriate care to Medicaid MCO Program members ; 

5 . 

a . the MCO may exceed the limits as specified in the 

minimum service requirements outlined in the contract ; 

5 . b . - 7 . ... 

C . If the MCO elect s not to provide , reimburse for , or provide 

coverage of a counseling o r referral service because of an objection 

on moral or religious grounds , the MCO must furnish information about 
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the services it does not cover in accordance with §1932 (b) (3} (B) (i i} 

of the Social Security Act and federal regulations by notifying : 

1. 

2 . the potential enrollees befo re and during enrollment 

in the MCO ; 

3 . - 4 . 

D. The following is a summary listing of the core benefits and 

services that a MCO is required to provide : 

1. - 4 . 

5 . family planning services as specified in 42 CFR 

§4 31 . :, 1 ( b} ( 2) (not applicable to an MCO operating under a moral and 

religious ob~ect i on as specified in the contract) ; 

6 . - 17 . 

18 . rehabilitatior. therapy services (physical , 

occupat ional , and speech therapies) ; 

19 . pharmacy services (outpatient prescription medicines 

dispensed with the exception of those prescribed by a specialized 

behavioral health provider , and at the contractual responsibi lity of 

anothe r Medicaid managed care entity) ; 

20 . hospice services ; 

21 . personal care services (Age 0 - 20) ; and 

22 . pediatric day healthcare services . 

NOTE : 

E . Transition Provisions 
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1 . In the event a member transitions from an MCO included 

status to an MCO e x cluded status before being discharged from a 

hospital and/or rehabilitation facility , the cost of the entire 

admission wi ll be the responsibility of the MCO . This is only one 

example and does not represent all situations in which the MCO is 

responsible for cost of services during a transition . 

2 . In the event a member is transitioning from one MCO to 

another a nd is hospitalized at 12 : 01 a . m. on the effective date of 

the transfer , the relinquishing MCO shall be responsible for both the 

inpatient hospital charges and the charges for profess1onal services 

prov1ded through the date of discharge . Services other than inpatient 

hospital will be the financial responsibility of the receiving MCO . 

F . F' . 1 . . .. 

G . Excluded Se rvices 

1 . The following services wi ll conti n ue to be reimbursed 

by the Medicaid Program on a fee-for-service basis . The MCO shall 

provide any appropriate referral that is medical ly necessary . The 

department shall have the right to incorporate these services at a 

later date if the member capitation rates have been adjusted to 

incorporate the cost of such service . Excluded services include : 

a . - c . 

d . personal care services (Age 21 and over) ; 

e . nursing facility services ; 
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f . Individualized Education Plan services provided 

by a school district and billed through the incermediate school 

district , or school-based services funded with certified public 

expenditures ; 

g . specialized behavioral health services ; 

h . applied behavioral analysis therapy services ; and 

i. 

..: 

targeted case managemen t services . 

Repealed . 

H. Utilization Management 

1 . The MCO shall develop and maintain policies and 

procedures with defined structures and processes fo r a utilization 

management (UM) program that incorporates utilization review . The 

program shall include service authorization and medical necessity 

review and comply with the requirements set forth in this Section , 

the cont~act and department issued guides . 

a . The MCO-P shall submit UM policies and procedures 

to the department for written approval annually and subsequent to any 

revisions . 

2 . 2 . h . ... 

3 . The UM Program' s medical management and medical 

necessity review criteria and practice guidelines shall be reviewed 

annually and updated periodically as appropriate . The MCO shall use 

the medical necessity definition as set forth in LAC 50 : 1 . 1101 for 

medical necessity determinations . 

41 



a . - a . iv . 

b . The MCO must identify the source of the medical 

management criteria used for the review of medical necessity and for 

service authorization requests . 

i.-iii . 

iv . The individuals who wil l make medical 

necessity determinations must be identified if the criteria are based 

on the medical training , qualifications , and experience of the MCO 

medical director or other qualified and trained professionals . 

4 . The MCO shall ensure that only licensed clinical 

professionals with appropriate clinical expertise in the treatment of 

a member ' s condition or disease shall determine service authorization 

request denials or authorize a service in an amount , duration or 

scope that is less than requested . 

5 . The MCO shall ensure that compensation to individuals 

or entities that conduct UM activities is not structured to provide 

incentives for the individual or entity to deny , limit , or 

discontinue medically necessary covered services to any member in 

accordance with 42 CFR §438 . 6(h) , 42 CFR §422 . 208 , and 42 CFR 

§422 . 210 . 

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 37 : 185 (June 
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2011} , amended LR 39 : 92 (January 2013) , LR 39 : 318 (February 2013) , LR 

41 : 

§ 3509 . Reimbursement Methodology 

A . Payments to an MCO . The department , or its fiscal 

intermediary , shall make month ly capitation payments to the MCO based 

on a per member , per month (PMPM ) rate . 

1 . The department will establish monthly payment rates 

within an actuarially sound rate range certified by its 

actuaries . Consistent vJith all applicable federal rules and 

regulations , the rate range will initially be developed using fee­

for-service claims data , Bayou Health Shared Savings claims 

experience , Bayou Hea lt h Prepaid encounter data , financial data 

reported by Bayou Health plans , supplemental ad hoc data , and 

actuarial analyses with appropriate adjustments . 

2 . As the Bayou Health Program matures and fee-for-

service data is no longer available , there will be i ncreasing 

reliance on encounter data and/or financial data to set future rates , 

subject tc comparable adjustments . 

3 . PMPM payments will be set on the basis of health 

status-based risk adjustments . An initial universal PMPM rate will be 

set for all MCOs at the beginning of each contract period and as 

deemed necessary by the department . 
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a . The health risk of the Medicaid enrollees 

enrolled in the MCO will be measured using a nationally-recognized 

risk-assessment model . 

b . Utilizing this infor mation , t h e universal PMPM 

rates will be adjusted to account for the hea lth risk of the 

enrollees in each MCO relative to the overall population being 

measured . 

c . The health risk of the members and associated MCO 

risk scores will be updated periodically to reflect changes in risk 

over time . 

d . The department wi!l provide the MCO with advance 

notice of any ma jo r revision to the risk-ad justment methodology . 

4 . A MCO shall be reimbursed a one-time supplemental lump 

sum payment , hereafter refe r red to as a "maternity kick payment ", for 

each obstetrical delivery in the amount determined by the 

department ' s actuary . 

a . The maternity kick payment is intended to cover 

tne cost of prenatal care , the delivery event , and postpartum care . 

Payment will be paid to the MCO upon submission of satisfactory 

evidence of the occurrence of a delivery . 

b . Only one maternity kick payment wi ll be made per 

delivery event . Therefore , multiple births during the same delivery 

will still result in one maternity kic k payment being made . 
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c . The maternity kick payment will be paid for both 

live and still births . A maternity kick payment wi ll not be 

reimbursed for spontaneous or induced abortions . 

d . Repealed . 

5 . 

6 . - 6 . a . Reserved . 

7 . A withhold of the aggregate capitation rate payment 

may be applied to provide an incentive for MCO compliance as 

specified in the contract . 

B . As Medicaid is the payor of last resort , a MCO must agree 

to accept the PMPM rate as payment - in-full from the department and 

agree not to seek additional payment from a member for any unpaid 

cost . 

C . The MCO rate does not include graduate medical education 

payments o r disproportionate share hospital payments . These 

supplemental payments wil l be made to applicable providers outside 

the PMPM rate by the department according to methodology consistent 

with existing Rules . 

D. A MCO shall assume 100 percent liability for any 

e xpenditure above the PMPM rate . 

E . The MCO shall meet all financial repo rting requirements 

specified in the terms of the contract . 

F . A MCO shall have a medical loss ratio (MLR) for each MLR 

reporting calendar year of not less than 85 percent using definitions 
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for healt~ care services, quality initiatives , and administrative 

cost as specified in 45 c:~ ?art 158 . 

1 . A MCO shall provide an a nnual MLR report , in a format 

as determined by the department , by June 1 following the MLR 

reporting year that separately reports the MCO ' s medical loss ratio 

fer services provided to Medicaid enrollees and payment received 

under the contract with the department from any other products the 

MCO may offer in the state o~ Louisiana . 

2 . If the medical loss ratio is less than 85 percenl , the 

MCO wil~ be subject to refund of the difference , within the timeframe 

specified , to the department by August 1 . The portion of any re~und 

due the department that has not been paid by August 1 will be subject 

to interest at tne current Federal Reserve Board lending rate or in 

the amount of ten percent per annum, whic~ever is higher . 

3 . The depa=tment shall provide for an audit of the MCO ' s 

an~ual XLR report and make public the results within 60 calendar days 

of fina l ization of the audit . 

G . 

H. The departme~t may adjust the PMPM r a te , during the term of 

the contract , based on : 

1 . changes to core benefits and services included in the 

capitation rate ; 

2 . changes to ~edicaid population groups eligible to 

enroll in an MCO ; 
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3 . changes in federal requirements ; and/or 

4 . 

I . Any adjusted rates must continue to be actuarially sound 

and wi ll require an amendment to the contract . 

J . The MCO shall not assign its rights to receive the PMPM 

payment , o r its obligaticn to pay , to any other entity . 

1 . At its opt ion , the department may , at the request of 

the MCO , make payment to a third party administrator . 

2 . - J . a . Reserved . 

K. In the event that an incorrect payment is made to t h e MCO , 

all parties agree that reconciliation will occur . 

l. 

L. Network Provider Reimbursement 

1 . Reimbursement for covered services shall be equal to 

or greater than the published Medicaid fee-for-service rate in effect 

on the date of service , unless mutual l y agreed by both the plan and 

the provider in the provider contract to pay otherwise . 

a . The MCO shall pay a pharmacy dispensing fee , as 

defined in the contract , at a rate no less than the minimum rate 

specified in the terms of the contract . 

2 . Th e MCO ' s subcontract with the network provider shall 

specify that the prcvider shall accept payment made by the MCO as 

payment-in - full for core benefits and services provided and shall not 
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solicit or accept any surety or guarantee of payment from the 

department or che member . 

a . 

3 . The MCO shall not enter into alternacive payment 

arrangements with federally qualified health centers (fQHCs) or rural 

health clinics (RHCs ) as the MCO is required to reimburse these 

providers according to the published FQHC/RHC Medicaid prospective 

payment schedule rate in effect on the date o f service , whichever is 

applicabl e . 

a . Repealed . 

M. Out-of-Network Provider Reimbursement 

1 . The MCO is not required to reimburse more than 90 

percent o f che published Medicaid fee-for-service race in effect o n 

the date o f servi c e to o ut-of-networ k providers to whom they have 

made at l east three documented attempts to include the pro vider in 

their ~e ~ work as per the terms of che contrac t . 

2 . 

3 . The MCO is not required to reimburse pharmacy services 

de l ivered by o ut-of - necwork pro viders . The MCO shal l mainta i n a 

system that denies the claim at the point-of-sale f o r providers not 

concracted in the netwo rk . 

N. Reimbursement for Emergency Services for In-Network or Out-

o f-Necwork Providers 

48 



1 . The MCO is financially responsible for ambulance 

services , emergency and urgently needed services and maintenance , and 

post-stabilization care services in accordance with the provisions 

set forth in 42 CFR §422 . 113 . 

2 . The reimbursement rate for medically necessary 

emergency services shall be no less than the published Medicaid fee­

:or-service rate in effect on the date of service , regardless of 

whether the provider that furnished the services has a contract with 

the MCO. 

a . The MCO may not concurrently or retrospectively 

reduce a provider ' s reimbursement rate for these emergency services , 

including ancillary and diagnostic services , provided during an 

episode of care . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 25 4 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1587 (June 

2011) , amended ~R 39 : 92 (January 2013) , LR 41 : 

§ 3511 . Prompt Pay of Claims 

A. Network Pr oviders . All subcontracts executed by the MCO 

shall comply wi th the terms in the contract . Requirements shall 

include at a minimum : 

1. 
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2 . the full disclosure of the me Lhod and amount cf 

compensation or other cons ideration to be received from the MCO ; and 

3 . the SLandards for the receipt and processing of claims 

are as s pecified by the department in the MCO' s contract wi Lh the 

deparLment and department issued guides . 

B. Ne t work and Out - of - Network Providers 

1 . The MCO shal l make payments to its network pro v iders , 

and out-of-network provide rs , subject to the condition s outlined in 

the contract and department issued guides . 

a . The MCO shall pay 90 percent of all clean claims , 

as defined by the department , received from each provider type within 

15 business days of the date of receipt . 

b . The MCO shall pay 99 percent of all clean claims 

within 30 calendar days of the date of receipt . 

c . The MCO shall pay annual interest to the 

provider , at a rate specified by the department , o n all clean claims 

paid in excess of 30 days of the date of receipt . This interest 

payment shall be paid aL the time the claim is fully adjudicated for 

payment . 

2 . The provider must submit all claims for payment no 

later than 180 days from the date of service . 

3 . The MCO and all providers shall retain any and all 

supporting financial information and documenLs that are adequate to 
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ensure that payment is made in accordance with applicable federal and 

state l av1s . 

3 . a . 4 . . .. 

C . Claims Management 

1 . The MCO shall process a provider ' s claims for covered 

services provided to members in compliance with all applicable state 

and federal laws , rules and regulations as well as all applicable MCO 

policies and procedures including , but not limited to : 

a . - f . 

D. Provider Claims Dispute 

1 . The MCO shall : 

a . d . 

E . Claims Payment Accuracy Report 

1 . The MCO shall submi t an audited claims payment 

accuracy percentage report to the department on a monthly basis as 

specified in the cont r act and department issued MCO guides . 

AUTHORITY NOTE : Promulgated i n 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 37 : 1589 (June 

2011) , amended LR 41 : 
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Chapter 37. Grievance and Appeal Process 

Subchapter A . Member Grievances and Appeals 

§ 3701 . Introduction 

A . An MCO must have a grievance system for Medicaid enrollees 

that complies with federal regulations . The MCO shall establish and 

maintain a procedure for the receipt and prompt internal resolution 

of all grievances and appeals in accordance with all applicable state 

and federal laws and as specified in the contract and all department 

issued guides. 

1. - 3 . Repealed. 

B. The MCO ' s grievance and appeals procedures , and any changes 

thereto , must be approved in writing by the department prior to their 

implementation and must include , at a minimum , the requirements set 

forth herein . 

1 . The MCO shall refer all members who are dissatisfied , 

in any respect, with the MCO or its subcontractor to the MCO ' s 

designee who is authorized to review and respond to grievances and to 

require corrective action . 

2 . The member must exhaust the MCO ' s internal 

grievance/appeal process prior to accessing the state fair hearing 

process. 

C . The MCO shall not create barriers to timely due process . 

If the number of appeals reversed by the state fair hearing process 
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exceeds 10 percent of appeals received within a 12 month period , the 

MCO may be sub:ect to sanctions . 

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 37 : 1589 (June 

2011) , amended LR 41 : 

§ 3703. Defini tions 

Action-the denial or limited authorization of a requested 

service , including : 

1 . the type or level of service ; 

2 . reduction , suspension , or termination of a previously 

authorized service ; 

3 . denial , in whole or in part, of payment for a service 

for any reason other than administrative denial ; 

4 . failure to provide services in a timely manner as 

specified in the contract ; or 

5 . ~ailure of the MCO to act within the timeframes 

provided in this Subchapter . 

*** 

Grievance-an expression of dissatisfaction about any matter 

other than an action as that term is defined in this Section . The 

term is also used to refer to the overall system that includes MCO 
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level grievances and access to a fair hearing . 

grievances include , but are not limited to : 

Possible subjects for 

1 . the quality of care or s ervices provided ; 

2 . aspects of interpersonal ~elationships , such as 

rudeness of a provider or employee ; or 

3 . failure to respect the member ' s rights . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the DeparLment of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1589 (June 

2011) , amended LR 41 : 

§ 3705. General Provisions 

A . The MCO must have a system in place for members thaL 

include a grievance process , an appeal process , and access to the 

state fair hearing process once the MCO ' s appeal process has been 

exhausted . 

B . Filing Requirements 

1 . Authority to file . A member , or a representative of 

h i s/her choice , including a network provider acting on behalf of the 

member and w~th the member ' s consent , may file a grievance and an MCO 

level appeal . Once the MCO ' s appeals process has been exhausted , a 

member or his/her representative may request a state fair hearing . 
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a . An MCO' s provider , acting on behalf of the member 

and with his/her writ ten consent , may file a grievance , appeal , or 

request a state fair hearing on behalf of a member . 

2 . Filing Timeframes . The member , or a representative or 

provider acting on the member ' s behalf and with his/her written 

consent , may file an appeal within 30 calendar days from the date on 

the MCO' s notice of action . 

a . - b . Repealed . 

3 . Filing Procedures 

a . The member may file a grievance either orally or 

in writing with the MCO . 

b . The member , or a representative or provider 

acting on the member ' s behalf and with the member ' s written consent , 

may file an appeal either orally o r in writi ng 

C . Grievance Notice and Appeal Procedures 

1 . The MCO shall ensure that all members are informed of 

the state fair hearing process and of the MCO ' s grievance and appeal 

procedures . 

a . The MCO shall provide a member handbook to each 

member that s hall i nclude descriptions of the MCO ' s grievance and 

appeal procedures . 

b . Forms to file grievances , appeals , concerns , or 

recommendations to the MCO shall be available through the MCO , and 
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must be provided to the member upon request . The MCO shall make all 

fo rms easily available on its website . 

D. Grievance and Appeal Records 

1 . The MCO must maintain records of grievances and 

appea l s . A copy of the grievance logs and records of the disposition 

of appeals shall be retained for six years . If any litigation , claim 

negotiation , audit , or other action involving the documents or 

records has been started before the expiration of the siz year 

period , the records sha ll be retained until completion of the action 

and resolution of issues which arise from it or until the end of the 

regular six-year period , whi chever is later . 

~- Gr i evance Reports 

1 . The MCO shall provide an electronic report of the 

grievances and appeals it has received on a month l y basis in 

accordance with the requirements specified by the department , which 

will include , but is not limited to : 

a . 

b . summary of grievances and appeals ; 

c . - f . 

F . All state fair hearing requests shall be sent directly to 

the state designated entity . 

G . The MCO wil l be responsible for promptly forwarding any 

adverse decisions to the department for further review and/or action 

upon request by the department or the MCO member . 
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H. The department may submit recommendations to the MCO 

regarding the merits or suggested resolution of any grievance or 

appeal . 

1 . Repealed . 

I . Information to Providers and Subcontractors . The MCO must 

provide the information about the grievance system as specified in 

federal regulations to all providers and subcontractors at the time 

they enter into a contract . 

1 . Repealed . 

J . Recordkeeping and Reporting Requirements . Reports of 

grievances and resolutions shall be submitted to the department as 

specified in the contract . The MCO shal l not modify the grievance 

system without the prior written approval of the department . 

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 37 : 1590 (June 

2011) , amended LR 41 : 

§ 3707 . Handling of Member Grievances and Appeals 

A. In handling grievances and appeals , the MCO must meet the 

following requirements : 

1 . give members any reasonable assistance in completing 

forms and taking other procedural steps . This includes , but is not 
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:imited to , providing interprete r services and toll-free telephone 

numbers that have adequate TTY/TTD and interpreter capability ; 

2 . acknowledge receipt of each grievance and appeal ; 

3 . ensure that the individuals who make decisions on 

grievances and appeals are individuals who : 

a . were not involved i n any previous level of review 

or decision-making ; and 

b . if decidi ng on any of the following issues , are 

health care professionals who have the appropriate clinical 

expertise , as determined by the department , in treating the member ' s 

condition or disease : 

i . an appeal of a denial that is based on lack 

of medical nec essity ; 

ii . a grievance regarding denial of expedited 

resolution of an appeal ; or 

iii . a grievance or a ppeal that involves clinical 

issues . 

B. Special Requirements for Appeals 

1 . The process for appeals must : 

a . provide that oral inquiries seeking to appeal an 

action are treated as appeals (to establish the earliest possible 

filing date for the appeal) ; 

b . provide the member a reasonable opportunity to 

present evidence and allegations of fact or law in person as we ll as 
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in writing . The MCO must inform the member of the limited time 

available for this in the case of e x pedited resolution ; 

c . provide the member and his/her representative an 

opportunity , before and during the appeals process , to examine the 

member ' s case file , including medical records and any other documents 

and records considered during the appeals process ; and 

d . include , as parties to the appeal : 

member ' s estate . 

i . the member and his/her ~epresentative ; or 

ii . the legal representat ive of a deceased 

2 . The MCO' s staff shall be educated concerning the 

importance of the grievance and appeal procedures and the rights of 

the member and providers . 

3 . The appropriate individual or body within the MCO 

having decision making authority as part of the grievance and appeal 

procedures shall be identified . 

4 . failure to Make a Timely Decision 

a . Appeals shall be resolved no later than the 

stated time frames and all parties shall be i nformed of t he MCO ' s 

decision . 

b . If a determination is not made by the above time 

frames , the member ' s request wil l be deemed to have been approved as 

of the date upon which a final determination should have been made . 
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5 . The MCO shall inform the member that he/she may see k a 

state fair hearing i: the member is not satisfied with the MCO ' s 

decision in response to an appeal . 

C . G. 3 . Repealed . 

AUTHORITY NOTE : Promulga ted in accordance with R. S . 36 : 25 4 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Healt h and 

Hospitals , Burea u of Health Services Financing , LR 37 : 1590 (Jun e 

2011) , amended LR 41 : 

§3709 . Notice of Action 

A. La nguage and Forma t Requirements . The notice mus t be in 

writing and must meet the lang uage and fo rmat requi r ements of federal 

regulations in order to ensure ease of understand ing . Notices mu s t 

also comply wi th the standards set by the depar t men t relative to 

language , content , and forma t . 

1. - 2 . Repealed . 

B. Conte n t of Notice . The notice must e xplai n t he followi ng : 

1 . t h e action the MCO or i ts subcontrac tor has ta ken or 

intends to take ; 

2 . 

3 . the member ' s right t o file an appeal with the MCO ; 

4 . the member ' s right to request a state fair hearing 

after the MCO ' s appea l proces s has been e xhausted ; 
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5 . the procedures for e xercising the rights specified in 

this Section ; 

6 . the circumstances under which expedited resolution is 

available and the procedure to request it ; and 

7 . the member ' s right to have previously authorized 

services continue pending resolution of the appeal , the procedure to 

make such a request , and the circumstances under ~1hich the member may 

be required to pay the costs of these services . 

C . Notice Timeframes . The MCO must mail the no t ice within the 

following timeframes : 

1 . for termination , suspension , or reduction of 

previously authorized Medicaid-covered services , at least 10 days 

before the date of action , except as permitted under federal 

regulat ion s ; 

2 . for denial of payment , at the time of any action taken 

that affects the claim; or 

a . - b . Repealed . 

3 . for standard service authorization decisions that deny 

or limit services , as expeditiously as the member ' s health condition 

requires and with in 14 calendar days following receipt of the request 

for service . A possible extension of up to 14 additional calendar 

days may be granted under the following circumstances : 

a . the member , o r his/her representat ive o r a 

provider acting on the member ' s behalf , requests an extension ; or 

61 



b . the MCO justifies (to the department upon 

request) that there is a need for addit i onal information and that the 

extension is in the member ' s interest . 

D. If the MCO extends the timef r ame in accordance with this 

Section , it must : 

1. 3 . 

E . For service authorization decisions not reached within the 

timeframes specified in this Section , this constitutes a denial and 

is thus an adverse action on the date that the timeframes expire . 

1. - 2 . Repealed . 

F . For expedited service aut horization decisions where a 

provider indicates , or the MCO determine s , that following the 

standard timeframe could ser iously jeopardize the member ' s life , 

health , or ability to attain , maintain , or regain ma x imum function , 

the MCO must make an e xpedited authorization decision . 

1 . A notice must be furnished as e xpeditiously as the 

member ' s health condition requires , b ut no later than 72 h ours or as 

e xpeditiously as the member ' s health requires , after receipt of the 

request for service . 

2 . The MCO may extend the 72 hour time ~eriod by up to 14 

calendar days if the member or provider acting on behalf of the 

member requests an e x tension , or if t he MCO justifies (to the 

department upon request) that t here is a need for additional 

information and that the e x tension is in the member ' s interest . 
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G. The department shall conduct random reviews to ensure that 

members are receiving such notices in a timely manne r. 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 25~ 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Heal th Services Financing , LR 37 : 1591 (June 

2011) , amended LR 41 : 

§ 3711. Resolution and Notification 

A. The MCO must dispose of a grievance , resolve each appeal , 

and provide notice as expeditiously as the member ' s health condition 

requires , within the timeframes established in this Section . 

1. - 2 . Repealed . 

8 . Specific Timeframes 

1 . For standard disposition of a grievance and notice to 

the affected parties , the timeframe is established as 90 days from 

the day the MCO receives the grievance . 

2 . For standard resolution of an appeal and notice to the 

affected parties , the timeframe is established as 3C calendar days 

from the day the MCO receives the appeal . 

3 . For expedited resolution of an appeal and notice to 

affected parties , the timeframe is established as 72 hours or as 

expeditiously as the member ' s health requires afLer the MCO receives 

the appeal . 
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C. Extension of Timeframes 

1 . The MCO may extend the timeframes by up to 14 calendar 

days under the following circumstances : 

a . the member requests the extension ; or 

b . the MCO shows to the satisfaction of the 

department , upon its request , that there is need for additional 

information and that the delay is in the member ' s interest . 

D. If the MCO extends the timeframes for any extension not 

requested by the member , it must give the member written notice of 

the reason for the delay . 

E . Format of Notice 

1 . The MCO shall follow the method specified in the 

department issued guide to notify a member of the disposition of a 

grievance . 

2 . For all appeals , the MCO must provide written notice 

of disposition . 

3 . For notice of an expedited resolution , the MCO must 

also make reasonable effo rts to provide oral notice . 

F . Content of Notice of Appeal Resolution . The written notice 

of the resolution must include , at a minimum , the following 

information : 

1 . the results of the resolution process and the date it 

was completed ; 
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2 . for appeals not resolved wholly in favor of the 

members : 

a . the right to request a state fair hearing and the 

procedure to make the request ; 

b . the right to request to receive previously 

authorized services during the hearing process and the procedure to 

make such a request ; and 

c . that the member may be held liable for the cost 

of those services if the hearing decision upholds the MCO ' s action . 

G. Requirements for State Fair Hearings 

1 . The department shall comply with the federal 

regulations governing fair hearings . The MCO shall comply with all of 

the requirements as outlined in the contract and department issued 

guides . 

2 . If the member has exhausted the MCO level appeal 

procedures , the member may request a state fair hearing vJithin 30 

days from the date of the MCO' s notice of appeal resolution . 

3 . The parties to the state fair hearing include the MCO 

as well as the member and his/her representative or the 

representative of a deceased member ' s estate . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department o: Health and 

Hospitals , Bureau of Health Services financing , LR 37 : 1591 (June 

2011) , amended LR 41 : 

§ 3713 . Expedited Resolution of Appeals 

A . The MCO must establish and maintain an expedited review 

process for appeals when the MCO determines (either from a member ' s 

request or indication from the provider making the request on the 

member ' s behalf or in support of the member ' s request) that taking 

the time for a standard resolution could seriously jeopardize the 

member ' s life or health or ability to attain , maintain , or regain 

maximum function . 

1 . Repealed . 

B. If the MCO denies a request for expedited resolution of an 

appeal , it must : 

1 . transfer the appeal to the timeframe for standard 

resolution in accordance with the provisions of this Subchapter ; and 

2 . make reasonable efforts to give the member prompt oral 

notice of the denial , and follow up within t wo calendar days with a 

\vritten notice . 

c . This decision (i . e ., the denial of a request for ezpedited 

resolution of an appeal) does not constitute an action or require a 

notice of action . The member may file a grievance in response to 

this decision . 
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D. failure to Make a Timely Decision . Appeals shall be 

resolved no later than the established timeframes and all parties 

shall be informed of the MCO ' s decision . If a determination is not 

made by the established timeframes , the member ' s request wil l be 

deemed to have been approved as of the date upon which a final 

determination should have been made . 

E . The MCO is required to follow all standard appeal 

requirements for expedited requests except where differences are 

specifically noted in the requirements for expedited resolution . 

1 . The member or provider may file an e xpedited appeal 

either orally or in writing . No additional follow-up may be required . 

2 . The MCO shall inform the member of the limited time 

available for the member to present evidence and allegations of fact 

or law, in person and in writing , in the case of expedited 

resolution . 

.Z\UTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Departme n t of Health and 

Hospitals , Bureau of Health Services fi nancing , LR 37 : 1592 (Ju ne 

2011) , amended LR 41 : 

§ 3715 . Continuation of Services during the Pending MCO Appeal or 

State Fair Hearing 

A. Timely Filing- filin g o n o r before the later of the 

following , but no greater than 30 days : 
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1 . within 10 calendar days of the MCO ' s mailing of the 

notice of action ; or 

2 . the intended effective date of the MCO' s proposed 

action . 

B . Continuation of Benefits . The MCO must continue the 

member ' s benefits if the : 

1 . member or the provider , with the member ' s written 

consent , files the appeal timely ; 

2 . appeal involves the termination , suspension , or 

reduction of a previously authorized course of treatment ; 

3 . services were ordered by an authorized provider ; 

4 . original period covered by the original authorization 

has not e xp ired ; and 

5 . member requests continuation of benefits . 

C . Duration of Continued or Reinstated Benefits 

1 . If , at the member ' s request , the MCO continues or 

reinstates the member ' s benefits whi le the appeal is pending , the 

benefits must be continued until one of following occurs : 

a . the member I·Jithdraws the appeal ; 

b . 10 calendar days pass after the MCO mails the 

notice providing the resolution of the appeal against the member , 

unless the member has requested a state fair hearing with 

continuation of benefits , within the 10-day timeframe , unti l a state 

:air hearing decision is reached ; 
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c . a state fair hearing entity issues a hearing 

decision adverse to the member ; or 

d . the time period or service limits of a previously 

authorized service has been met . 

D. Member Liability for Services . If the final resolution of 

the appeal is adverse to the member , the MCO may recover from the 

member the cost of the services f u rnished to the member while the 

appeal is pending , to the extent that they were furnished solely 

because of the requirements of this Section , and in accordance with 

federal regulations . 

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 41 : 

§3717. 

A. 

Effectuation of Reversed Appeal Resolutions 

Provision of Services during the Appeal Process 

1 . If the MCO or the state fair hearing entity reverses a 

decision to deny , limit , or delay services that were not furnished 

while the appeal was pending , the MCO must authorize or provide the 

disputed services promptly and as e xpeditiously as the member ' s 

health condition requires . 

B. :£ the MCO or the state fair hearing entity reverses a 

decision to deny authorization of services , and the member received 
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the disputed services whi le the appeal wa s pending , the MCO must pay 

for those services in accordance with the contract . 

C . At the discretion of the secretary , the department may 

overrule a decision made by the Division of Administration , Division 

of Administrative Law (the state fair hearing entity) . 

AUTHORITY NOTE : Promulgated in a ccordance 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 41 : 

Subchapter B . Provider Grievance and Appeal Pr ocess 

§ 3721. General Provisions 

A . If the provider is filing a grievance or appeal on behalf 

of the member , the provider shall adhere to the provisions outlined 

in Subchapter A of this Chap ter . 

B. The MCO must have a grievance and appeals process for 

claims , medical necessity , and contrac t disputes for ~roviders in 

accordance with the contract and department issued guides . 

1 . The MCO shall establish and maintain a procedure for 

the receipt and prompt internal resolution of al l provider initiated 

grievances and appeals as specified in the contract and all 

department i~sued guides . 
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2 . The MCO ' s grievance and appeals procedures , and any 

changes thereto , must be app roved in writing by the department prior 

to their implementation . 

3 . Notwithstanding any MCO or department grievance and 

appeal process , nothing contained in any document , including , but not 

limited to Rule or contract , shall preclude an MCO provider ' s right 

to pursue relief through a court of appr opriate jurisdiction . 

4 . The MCO shall repcrt on a monthly basis all grievance 

and appeals filed and resolutions in accordance with the terms of the 

contract and department issued guide . 

C . Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 2 54 and 

Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1592 (June 

2011) , amended LR 41 : 

§ 3723 . Definitions 

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 Fi nancing , LR 37 : 1592 (June 

2011) , repealed LR 41 : 
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§ 3725 . General Provisions 

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 37 : 1592 (Ju ne 

2011) , repealed LR 41 : 

§ 3727 . Handling of Enrollee Grievances and Appeals 

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 37 : 1593 (J une 

2011) , repealed LR 41 : 

§ 3729 . Notice of Action 

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 37 : 1593 (June 

2011} , repealed LR 41 : 

§ 3731 . Resolution and Notification 

Repealed . 
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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 , B~reau of Health Services Financing , LR 37 : 1594 (June 

2011) , repealed LR 41 : 

§ 3733 . Expedited Resolution of Appeals 

Repea led . 

AUTHORITY NOTE : Promulgated in a ccordance with R. S . 36 : 2~4 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promul gated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 

§ 3735 . Continuation of Services during the Pending CCN-P Appeal or 

State Fai r Hearing 

Repealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 25 4 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health a nd 

Hospitals , Bureau of Health Services Financing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 

§ 3 7 37. Effectuation of Reversed Appeal Resolutions 

Repealed . 
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AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 2~4 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Fi nancing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 

Subchapter C . Grievance and Appeals Procedures for Providers 

§ 3743 . General Provisions 

Re~ealed . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 and 

Title XIX of t he Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services Financing , LR 37 : 1595 (June 

2011) , repealed LR 41 : 

Chapter 39. Sanctions and Measures to Obtain Compliance 

§ 3901. General Provisions 

A . The MCO agrees to be subject to intermediate sanctions and 

other measures to obtain compliance wi th the terms and conditions of 

the contract . 

1 . The specific grounds for intermediate sanctions and 

other measures to obtain compliance shal l be set forth within the 

contract . 

a . - b . Repealed . 
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2 . The determinat ion of noncomp liance is at the sole 

discretion of the department . 

3 . It shall be at the department ' s sole discretion as to 

the proper recourse to obtain compliance . 

B. Intermediate Sanctions 

1 . The department may impose intermediate sanctions on 

the MCO if the department f inds that the MCO acts or fails to act as 

specified in 42 CFR §438 . 700 et seq ., or if the department finds any 

other actions/occurrences of misconduct subject to i ntermediate 

sanctions as specified in the contract . 

2 . The types of intermediate sanctions that the 

department may impose shall bein accordance wi th §1932 of the Social 

Security Act (42 U. S . C . §1396u-2) and 42 CFR §438 . 700 et seq . 

3 . The department will prov ide the MCO with due process 

in accordance with 42 CFR 438 . 700 et seq , including timely written 

notice of sanction and pre-termination hearing . 

4 . The department will give the CMS Regional Office 

written notice whenever it imposes or lifts a sanction for one of the 

violations listed in 42 CFR §438 . 700 et seq , specifying the affected 

MCO , the kind of sanction, and the reason for the department ' s 

decision to lift a sanction . 

C . Other Measures . In addition to intermediate sanctions , the 

department may impose other measures to obtain MCO comp liance with 

the terms and conditions of the cont ract , including but not limited 
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to administrative actions , corrective action plans , and/or monetary 

penalties as specified in the contract . 

1 . Administrative actions e xclude monetary penalties , 

corrective acticn plans , intermediate sanctions , and termination , and 

include but are not limited to a warning through written notice or 

consultation and education regarding program policies and procedures . 

2 . The MCO may be required to submit a corrective action 

plan (CAP ) to the department within the timeframe specified by the 

department . The CAP , which is subject to approval or disapproval by 

the department , shall include : 

a . steps to be taken by the MCO to obtain compliance 

with the terms of the contract ; 

b . a timeframe for anticipated compliance ; and 

c . a date for the correction of the occurrence 

identified by the department . 

3 . The department , as specified in the contract , has the 

right to enforce monetary penalties agai nst the MCO for certain 

conduct , including but not limited to failure to meet the terms of a 

CAP . 

4 . Monetary penalties will continue until satisfactory 

correction of an occurrence of noncompliance has been made as 

determined by the department . 

D. Any and all monies collected as a result of monetary 

penalties or intermediate sanctions against a MCO or any of its 
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subcontractors , or any recoupment(s)/repayment(s) received from the 

MCO or any of its subcontractors , shall be placed into the Louisiana 

Medical Assistance Trust fund established by R. S . 46 : 2623 . 

E . Termination for Cause 

1 . Issuance of Notice Termination 

a . The department may terminate the contract with an 

MCO when it determines the MCO has failed to perform , or violates , 

substantive terms of the contract or fails to meet applicable 

requirements in §§1903(m) , 1905(t) or 1932 of the Social Security Act 

in accordance with the provisions of the contract . 

b . The department will provide the MCO with a timely 

written Notice of Intent to Terminate notice . 

federal regulations , the notice will state : 

In accordance with 

i . the nature and basis of the sanction ; 

ii . pre - termination hearing and dispute 

resolution conference rights , if applicable ; and 

iii . the time and place of the hearing . 

c . The termination will be effective no less than 30 

calendar days from the date of the notice . 

d . The MCO may , at the discretion of the department , 

be allowed to correct the deficiencies within 30 calendar days of the 

date that the notice was issued , unless other provisions in this 

Section demand otherwise , prior to the issue of a notice of 

termination . 
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f . Termination due to Serious Threat to Health of Members 

1 . The department may terminate the contract i~nediately 

if it is determined that action s by the MCO or its subcontractor(s ) 

pose a serious threat to the health of members enrolled in the MCO . 

2 . The MCO members will be enrolled i~ another MCO . 

G . Termination :or Insolvency , Bankruptcy , Instability of 

funds . The MCO' s insolvency or the filing of a bankruptcy petition by 

or against the MCO shall constitu t e grounds for termination for 

cause . 

l . Repealed . 

H. Termination for Ownership Violatio~s 

1 . The MCO is subject to termination unless the MCO can 

demonstrate changes of o wnership or control wnen a person with a 

direct or indirect ownership interest in the MCO (as defined in the 

contract and PE-50) has : 

a . been convicted of a criminal offense as cited in 

§1128 (a) , (b) (1} or (b) (3) of the Social Security Act , in accordance 

with federal regulations ; 

b . had civil mo~etary penalties or assessment 

imposed under §1128(Al of the Social Security Act ; or 

c . been excluded from participation in Medicare or 

ar.y stote health care program . 

I . MCO Requirements Prior to Termination for Cause . The MCO 

shall comply with all of the terms and conditions stipulated in the 
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contract and department issued guides during che period prior to the 

ef=ective date of terminacion . The MCO is required tc meet the 

req uirements as specified i n the contract if terminated for cause . 

1 . - 2 . t . Repealed . 

J . Termination for Failure to Accept Revised Monthly 

Capitation Rate . Should the MCO refuse to accept a revised monthly 

capitation rate as provided in the contract , the MCO may provide 

wr1tten notice to the department requesting that the contract be 

terminated effective at least 60 calendar days from the date the 

department receives the written request . Th e department shall have 

sole discretion to approve or deny the :equest :or termination , and 

to impose such conditions on t~e granting of an approval as it may 

deem appropriate , but it shall not unreasonably withhold its 

approval . 

.l . 

K . - Q . 

Repealed . 

Repealed . 

AUTHORITY NOTE: : Promulgated in accordance with R . S . 36 : 254 

and Title XIX of tne Social Security Act . 

HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals, Bureau of Health Services :inancing , LR 37 : 1596 (June 

2011) , amended LR 41 : 
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Chapter 40 . Audit Requirements 

§ 4001 . General Provisions 

A . The MCO and ~cs subcontractors shall comply with all audit 

requirements specified in the contract and department issued guides . 

B. The MCO and its subcontractors shall maintain supporting 

financial information and documents that are adequate to ensure that 

payment is made in accordance with applicable federal and state 

requirements , and are sufficient to ensure the accu~acy and validity 

of claims . 

1 . Such documents , including all original claim forms , 

shall be maintained and retained by the MCO and or its subcontractors 

for a period of six years after the contract expiration date or until 

the resolution of all _itigation , claim, financial management review , 

or audit perLaining to the contract , whichever is longer . 

2 . The MCO or its subcontractors shall provide any 

assistance that such auditors and inspecto r s reasonably may require 

to complete with such audi:s or inspections . 

c . 

D. Upon reasonable notice , the !1CO and its subcontractors 

shall provide the officials a nd entities identified in the contract 

and department issued guides with prompt , reasonable , ana adequate 

access to any records , books , documents , and papers that are related 

cc the performance o: the contract . 
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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 37 : 1597 (June 

2011) , amended LR 41 : 

I mp lementation 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 is 

required . 

In compliance with Act 1183 of the 1999 Regular Session of the 

Louisiana Legislature , the impact of this proposed Rule on the family 

has been considered . It is anticipated that this proposed Rule may 

have a positive impact on family functioning , stability or autonomy 

as described in R. S . 49 : 972 by providing families with better 

coordination of their hea lth care services and increasing the quality 

and continuity of care for the individual and the entire family . 

In compliance with Act 854 of the 2012 Regular Session of the 

Louisiana Legislature , the poverty impact of this proposed Rule has 

been considered . It is anticipated that this proposed Rule may have a 

positive impact on child, individual , or family poverty in relation 

to individual or community asset development as described in R. S . 

49 : 973 by reducing the financial burden on families through better 

coordinated health ca re services and increased continuity of care . 
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In compliance with House Concurrent Resolut ion ( HCR ) 170 of the 

2014 Regular Session cf the Louisiana Legislature , the provider 

impact of this proposed Rule has been considered . It is anticipated 

t~at this proposed Rule will have no impact on the sta~fing level 

requirements or qualifications required to provide the same level of 

service , no direct or indirect cost to the provider to provide the 

same level of service , and will have no impact on the provider ' s 

ability to p~ovide the same level of service as described in HCR 170 . 

Interested persons may submit written comments to J . Ruth 

Kennedy , Bureau of Health Services Financing , P . O. Box 91030 , Baton 

Rouge , LA 70821-9030 or by email to MedicaidPo licy@la . gov . Ms . 

Kennedy is responsible for responding tc inquiries regarding this 

proposed Rule . A public hearing on this proposed Rule is scheduled 

:or Wednesday , November 26 , 2014 at 9 : 30 a . m. in Room 118 , Bienville 

Building , 628 Nor:h Fourth Street , Baton Rouge , :A . At that time all 

interested persons will be afforded an opportunity to submit data , 

views or arguments either orally or in writing . The deadline for 

receipt of all written comments is 4: 30p . m. on the next business day 

following the public hearing . 

Kathy H. Kliebert 

Secretary 
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DHH/BHSF PUBLIC HEARING 

Toptc - Managed Care for Physical and Basic Behavioral Health 

November 26, 2014 
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urac URAC 
1220 L Street f'NY. Suite 400 

Washington, D.C., 20005 
(202) 216-9010 

www.urac.org 

Corporate Member 
Organizations 

Academy of Managed Care 
Pharmacy 

American Association of 
Preferred Provider 
Organizations 

American College of 
Physicians 

American Health Quality 
Association 

American Hospital 
Association 

American Insurance 
Association 

American Medical 
Association 

American Nurses 
Association 

American Psychiatric 
Association 

America's Health Insurance 
Plans 

Blue Cross Blue Shield 
Association 

Case Management Society 
of America 

National Association of 
Insurance Commissioners 

National Business Coalition 
on Health 

Pharmaceutical Care 
Management Association 

Kathryn Creech 
Board Chairperson 

Kylanne Green 
President and CEO 

November 12, 2014 

J. Ruth Kennedy 
Bureau of Health Services Financing 
P.O. Box 91030 
Baton Rouge, LA 70821 

Dear Director Kennedy, 

I am writing on behalf of URAC, a nationally recognized accrediting entity 
designated by CMS as an accreditor of Qualified Health Plans issuers 
participating on Health Insurance Marketplaces and as a deemed accreditor 
of issuers within Medicare Advantage. CMS has also accepted URAC as an 
accreditor for External Quality Review requirements under applicable state 
Medicaid programs. More than 40 different health insurers, including Blue 
Cross Blue Shield of Louisiana, hold URAC Health Plan Accreditation. 

These comments are in response to the Department's proposed rules 
governing managed care for physical and basic behavioral health services 
specifically Chapter 35 Section 3501 governing the criteria for MCO 
participation. 

We are concerned with the proposed requirement that a MCO must wmeet 
NCQA health plan accreditation or agree to submit an application for 
accreditation at the earliest possible date as allowed by NCQA .... " URAC 
supports the use of certification requirements from nationally recognized 
accreditors as a method of ensuring that managed care organizations 
contracted to deliver care in your state are meeting the highest industry 
standards relating to access, quality and utilization management. However, 
whenever possible, URAC believes regulators should give organizations a 
choice of accreditor. 

Over the past several years, URAC has invested in efforts to expand issuer 
choice and ease existing burdens constraining issuers. Through a recently 
announced partnership, URAC accredited health plans can now leverage 
lnovalon's data analytics and quality measure reporting platforms to meet all 
federal and state requirements. 

URAC is concerned that the Bureau of Health Financing's proposal to limit 
MCO's choice of accreditor unnecessarily restricts a managed care plan's 
options to meet regulatory goals. 

Thank you for your consideration of our request. 

Sincerj(~~ 
K~~Green 
President & CEO 



Bohhy Jind:tl 
l.C 1\ I 1:'-c II\ 

December 18. 20 I~ 

Kylanne Green 
Pn.:sident & CEO 
URAC 

iS>tate of JLoutstana 
Depanment of llcal[h and ll n:\pirals 

Burc:w of I kalth St:r.·icc.::' I :in:tncing 

I ~~0 L Stn.:et N\\'. Suite -H>O 
Washington. D.C. :WOOS 

Dear Ms. Ci reen: 

Kathy H. Kliebert 
•I • 1:1 I \In 

R E: Mana~cd Care for Phys ical and Basic Behavioral Health Notice of Intent 

This letter is in response to your correspondence regard ing. the Managed Care lo r 
Physical and Basic lkha\·iorn l l lca lth I oticc or Intent \\'hich \\'<IS publ ished in the 
October :!0. 20 I~ edition of the l.ouisiww Register. 

The :-..:otice or lment amends the provisions govern ing the Coordinated Care el\\'Of'k in 
order to change the name in this Subpart to Managed Can: for J>h~ sica I and Basic 
Behavioral Health. and incorporates other ncccssary programmatic changes. This 1 oticc 
nr Intent also incorporates provisions to permit Medicaid cligihk children identified in 
the .\lelanit> ( 'hislwlm. et of 1·s. l\oth.1· A'liehert class action litigation (hcrea fter refcrrcd to 
as ( 'his/wlm class members) to ha"c the option or voluntaril y enrolling into a 
participating health plan under the Bayou 1-lc.:alth program. 

The Department· s previous Request f()r Proposal implementing managed care in 
Louisiana provided l leal th Plans the option of seeking ~ither NCQA or l JRAC 
accreditation: hu\\'C\'~r. onl~ one of the l lea lth Plans elected URAC act.:rcdi tation. 1\s the 
I k ath Plan accreditation process assis ts in meeting many of the l'cderal and contractual 
managcd can.: compliance requirements. the Department determined that it is 
administratively more effic ient to IHl\'e all or the managed care organizations complete 
the same accreditation progmm and process. For this reason. C()A \\'as selected as till· 
contractuall~ required progr:-~111. 

Bi,·m olk Uutltltrtj: • 621l Nunh ~,. Succ i • 1'.0. Bu' ? 1030 • fl.ttun Rtttrj:<' . l.<>ui,idlt:t 70821-90.10 
l'h•tn<' #: :lSS/3~2·f•207 • F:t,. # : lli/ J.I2·?50il • tl'lni'.J)IIIf. l -·1.(,'0! ' 

··An Equ.tl OppurHIU II~ En1plu~ .,., .. 



K~ I anne Green Response 
Decem her 18. :!0 1-1 

Page 2 

I ''ould like to thank you t{H taking the time to provide comments and hope that you \\'ill 
conti nuc to "ork wi th us as \ \'C stri vc to i mpn)\'c health care ou!l.:omcs for Louisiana 
ci ti zens. 

Should )Oll have an) questions or comments regarding Medicaid administrati \'c 
rulcmaking acti\'ity. you may contm:t Veronica Dent. Rulcmaking llnit Manager. at 2~5-
3-t:~-323X or h~ emai l to \ 'emnica.Do.:nt,a la. l!O\'. 

Si nc~:rel ~ . 

.1. Ruth Kennedy 
ivkdicaid Director 

JRK ' DAB!VYD 

c: Man ·1c Johrhon 

.kn Steele 



LSMS Medicine Louisiana 
;\ovemhcr 26. 20 I-t 

J. Ruth Kennedy 
'vkdu.:aid Dm:ctor. Bureau nr I lcalth . en'ICCS Finam:ing 
Louisiana DepartnH.:nt or I lcalth and I l~1spitals 
P.O. Uox 9 I 030 

Baton Rouge. LA 70X2 I -9030 

Re: .\ 'IJ/ice o/llllelll- .\lcmaged Care /iw Phy.,ical and Behm·iomlllealth 

Dear \~s. Kennedy. 

Thank you liH· the opportuni ty to prO\·idc comments concerning the recently published l otic~: or 
Intent lilr tvlanagcd Care lor Physical and Uchavioral l lealth. On be hal r or the over six thousund 
phy.;ician. n:sidL·nt. and ~tudcntmembers ol'thc Louisiana State Mcdit:al Sot:icty and the 
111depemknt physicians or i\1cdicincLolllsiana. we respectfully submit the following eomml!n ts. 

Sl·cti on J I OS E. 5. b 
Considering the administrative and financial burden providers have exp~:rieneed due to the 
tkpartmcnt ·~ liitlicultics in implementing aeeuratc enrollment inl(mnation tor tvkdieaid 
bl!ndieiarie~. ''~:think that it is important to clarify th~: terminology eontained in the ruk. 
S~ox:tion 3105 1:. 5. b:· Rl!eipicnts may n:quest to transfer out or tl11.: MC'O for cause and the 
elli.:cthe date of enrollment shall be no later than the fi rst day nt'the second month ti.JIIowing the 
t:akndar mo1Hh that the request for discnrollmcnt is likd." 
The ruk UOl!S not alidr~:s:-. the etl'cctin: date or ~.:nrollment fur those members transiCrring to 
another \ICO during the allocated period for selection withou t cause. Thc language in 3107 C. -t 
n:ads .. the elkt:tin: date of disl·nrollmcnt ..... Both terms should be the same. prekrabk 
cnrollnH.:nt or discnrollm~o:nt enrollment. 

Section 350 1 B. 9 
The language ddinl!ating which prO\ isions or Title 22 arc applicab le to an \II CO participating in 
the Louiswna \lcdicaid Program -;hould be removed. Lou isiana Revised Statutes arc clear as to 
which pnwi~1ons apply to this program and adding this language in rule would necessi tate a 
~.:hangc in the Admimslrati\e Procedun:s Act. creating unnecessary and poten tially confusi ng 
admini~trati' e i~sues each time statutes arc revised. 

Scct ion 3503 
We an: di!>appoimed to read that Dill I is eliminating the requirement that the MCOs participate 
in the :\dministratiH: Simplification committee. Th is committee is one of the lew remaining 
a venue' r·or eom1m1nication of signi licant problems and concems by the providers. 



St·ctjon JSUJ O.l .h. 

Thb languag~: substantial!~ chang..:s the notit:c requirements tor providers when MCOs ;titer the 
term~ or their contr:H.:ts through handbook c.:hanges. "Alkr approval has been receiv..:d l'rom the 
departm~o:nt. the i\1('0 C'C1 -P must pn)\ ide a minimum or 30 days · notice to th~; mcmber~ andtor 
pn)\ ider~ or any proposed matenal changes to the rlan through updates to thc member 
handhnoks and or pn)\ idcr handbooks." Thc languag~; ~;tlcctivcly rcnHw<.:s any notit:t: to 
prm idcr~ irtht: notice rt:qUJrement •~ to ht: provided in the update itsdl'. If' the MC'O is making a 
matt:rial chang<.: to th~;ir plan. wc belie' e that providers should have adequate notice. 

St·ctjon J5()J R2 

Tht: \1('0 pro,·ider dtn:ctory i., a critical component or patient act:ess and <.:an causc a 
tn:mendous administrati'e burtkn when not propt:rly maintain..:d. \Vc have communit:at<.:d 
nunH.:rous ~:rrors and omtssions from provider directories 0\ cr the pa~t 24 months. with little 
mm·cm<.:nt on the part of the health plans to correct the errors. \Ve suggest that tht: dcpartm<.:nt 
impkmt:nt as part or their sam:tions options. provisions to address MC'Os that ar~; delinquent in 
corrcc.:ting thctr manuals. 

S t•t·tion 3507 E.2 

Thcse provtsions direct the relinquishing MCO to be responsible tor inpatient hospital charge~ 
through th..: date or disc.:harge in the .:vent a mcmbt:r is transitioning from one MCO to another. 
llospllal based physicians struggle with the administrative burden or obtaining prior 
authonzauons from hospitals that they did not request and which were ~ranted h~ thl· 
rt:linqutshing MCO and su bmit c.:opics or c.:laims and letters ol' request simply to tile c.:la ims t{lr 
scr\' ice~ to th<: transti.:rring MC'O. To redu~.:e this burden and t:1eilitate the <.:laims payment 
prot:t:ss. \\C rcc.:ommcnd that thc sam<.: provtsions applying to hospitals tt)r inpatient s~.:rvic.:t:~ 
should appl~ 10 proti.:SStOnal SCI'\ ic.:es through the dat<.: of disc.:hargt:. 

Srs:t jon 3511 B. 2 
Thc ruk c.:h•mgt: staling "The prO\ icier must submit all c.:laims for payment no later than I XO day~ 
rrom the date ur Sl..'f\ tee" is not an acc.:cptablc practice lor providers. Considering. the numerous. 
egregious and <:otllinuing. errors r..:pktc in the implementation or the Bayou llcalth program. it is 
unrcasonabk to considcr that the health plan systems will be functioning at a kvclto accomplish 
this claims payrnt:tlt proct:s' without ultimately penalizing providers. We advoc.:atc that the 
practi<:c currently utilizt:d remain in plac.:c and establish the timely tiling requirements at 3(15 
days from the date of servi~.:c . 

St·ctjon3705B.1 
The language was altcrl·d to indud..: an :VI CO level appeal and therefore should read "or a 
rcprescntattve or provider". 

3705C. Laud I.a. 
Tht: language ttl Scctton 3705C.I . ami I.a. should include "and appeals". 



S<:s;t jvn 37 11 B. 

Th~ '~ction Sp~~.:ilietl Timeframes dm:s not inclutle any tim~ frames. 

Scs:tj on 372 1. There is not ckar distinction between a mcmhcr gn~vancc and appeal and a 
pro' ider grievance and appeal. The PrO\ ider Grieva nce and App~:als provisions arc in a Ill:\\' 
Subd1apter. It is not ch.:ar whether the dclinitions in Sulx:haptcr A apply to Subchapt~:r B. Under 
Subchapter A .. the dclinition or Action 3. ··denial in whole or in part. of payment lt)r a -;en icc for 
any reason other than admmistrati,·c denial"' would be applicable to a pn)\ ider. 
Th~ term "adll1111istrati\e tlenial"' is not delined. Considering the \ariatinn Ill ddinition~ or 
gric' artt:es. appeals and the di 11i:rcnt prm:css applicable to each and ,·ariation among plans. \\T 

suggest that thes~o: terms be clear!) tlclined by the department and applied consistently. 

E limjnatjon nf " Shan·d Sayim•s" Pro~ram 
As an additional commclll. we arc disappointed to sec that the administration has tcrmrnated till: 
"shared savings" portion ol'the !lcdieaid managed ca re program. which was <.:lcarly the prclcrrcd 
model l'nr both bcrH:Ii<.:iaries. as well as providers. AI a minimum. we would cm:ourag.~: Dil l I to 
rncorporate inw the regulatory rramework. rules that require the l'ully capitated plans to develop 
meaningful garn sharing programs for contracted providers. In addition. we urge Dill Ito address 
the loss l>f fC \ t.:nue and rnvcstrm:nt benefits ror providers with the elimination or the Icc for 
:;en it:e payment structure. Millions or dollar~ in supplemental payments and deterred 
t:ornpen~ation upponu nitic~ will he lost unless the department prO\ ides a so lution J'or pnl\"itlcr 
t:ornpen:-.at ion . 

Wt: thanJ... you for the opportun ity to provide input into the rule making process and rcrn;un read) 
to parti<.:1patc 111 m~:aningful dialogue on thest: important issues. 

Sin<.:crcly. 

1. 
Dr. Roberto l :. ()uinta! 
Loui~iana State 7\tcdical Society. President 

Dr. Ste\·t:n 13 . Spcdalc 
Medi<.:inclouisiana. Chair 



Bobby Jindal 
<i<l\'I·H:-.<m 

~tate of 1Lout~tana 
Department of Health and Hospitals 

Bureau of Health Services f inancing 

December 18. 2014 

Berkley Durbin. JD 
Executive Director 
MedicineLouisiana, Inc . 
Baton Rouge, LA 

Dear Ms. Durbin: 

Kathy H . Kliebert 
:;hi.K.t-:1 .\KY 

RE: Managed Care for Physica l a nd Basic Behavioral Hea lth Notice of Intent 

This lener is in response to your correspondence submitted on behalf of Dr. Quintal of 
Louisiana State Medical Sociery and Dr. Spedale of Medicine Louisiana regarding the 
Managed Care for Physical and Basic Behavioral Health Notice of Intent which was 
published in the October 20, 2014 edition of the Louisiana Register. 

The Notice of Intent amends the provisions governing the Coordinated Care Network in 
order to change the name in thi s Subpart to Managed Care for Physical and Basic 
Behavioral Health, and incorporates other necessary programmatic changes. This Notice 
of Intent also incorporates provisions to permit Medicaid eligible children identified in 
the Melanie Chisholm, era/ vs. Kathy Kliebert class action litigation (hereafter referred to 
as Chisholm class members) to have the option of voluntarily enrolling into a 
participating health plan under the Bayou Health program. 

Your comments have been reviewed. We have prepared responses below to address each 
of your concerns. 

Sections 3105 E.5.b. and 3501 B.9 
Relative to these sections, the Department agrees with your concern and has amended the 
language. 

Bicm•ille Buildin,:: • 628 Nonh 4"' Stt'Cel • P.O. Box 91030 • B:uon Rouge, Luuisiana 70821-9030 
Phone#: 888/342-6207 • Fa.x #: 225/342-9508 • WWW.DHH.U .GOV 

"An Equal Opportuni ty Em ployer" 



Berkley Durbin Response 
December 18,2014 
Page 2 

Section 3503 
In the October 20, 20 14 Notice of Intent, the Department proposed to repeal the 
provisions currently in Section 3503.0. under the assumption that the Administrative 
Simpli fication Committee was being assumed as a sub-committee under the Medicaid 
Quality committee; and therefore. would be covered under N. of Section 3503. 

As the Department has reconsidered this option and is maintaining the Administrative 
Simplification Committee as a standalone committee, Section 3503. 0 will be reinstated 
in the Rule. 

Section 3503.0. l .b 
The intent of Section 3503 O. l .b. is that managed care organizations (MCO's) must 
notify members/providers at least 30 days in advance of the effective date o f the material 
change. The Department has amended this provision for clarification accordingly . 

Section 3503 R.2. 
Your letter expressed concerns regarding this section. However, our MCO contracts 
already have in place provisions (RFP Section 20. I) to impose administrative actions, 
including monetary penalties to address MCO non-compliance, including MCOs that are 
delinq uent in correcting their provider directories/registries. 

Section 3507 E.2. 
As suggested in your correspondence, the Department is willing to align the provision for 
professional inpatient services through the date o f discharge. 

Section 3511 8.2. 
Your concerns regarding this section are noted. The Department stands behind the 
decision to implement a I 80 day (or less) timely filing deadline. This policy is consistent 
\Vith national standards and practices. The department has chosen to follow this standard 
to improve provider and MCO responsiveness to claims payment issues and reduce the 
time postdate of service for final adjudication. 

Section 3705 8 .1. 
As a result o f your concern regarding this section, the Department has revised thi s 
section. 

Section 3705.C.l. - I.a. 
The language in this Section 3705.C.l. - I.a. has been revised according to your 
suggestion. 

Section 3711.8. 
The specific timeframes are incl uded Section 371 I .8. 



Section 3721 Subchapter B. 
You noted concerns regarding appeals. Please see subchapter A, which applies onl y to 
member appeals: including member appeals filed by providers on behalf of the member. 

Relative to your suggestion to change the language in Section 3705.8.1, the Department 
agrees that a definition o f "administrative denial" for provider claims could be 
standardized across MCO' s and Medicaid. This issue will be referred to the 
Administrative Simplification Committee to develop recommended language. 

Elimination of ushared Savings" Program 
Your comments regarding "shared savings" are noted. 

I would like to thank you for taking the time to provide comments and hope that you will 
continue to work with us as we strive to improve health care outcomes for Louisiana 
citizens. 

Should you have any questions or comments regarding Medicaid administrati ve 
rult:making acti vity. you may contact Veronica Dent, Rulemaking Unit Manager. at 225-
342-3238 or by email to Yeronica.Dentla{la.gov. 

Sincerely, 

~f: 
J. Ruth Kennedy 
Medicaid Director 

JRKJDAB/LLW 

c: Lesli Boudreaux 
LaVon Raymond Johnson 
Mary TC Johnson 
Lou Ann Owen 

Bienville Building • 628 Nonh 4,. Strccl • P.O. Box 91030 • Baron Rouge, Luuisiana 70821-9030 
Phone#: 888/342-6207 • Fax#: 225/342-9508 • WlVW.DIIH.J..A.GOV 

"An Equal Opportuniry Employer" 



• ( ) ADVOCACY CENTER 

\ ' ia ~ma i l onl) 

Ruth K~nncdy 
Bureau of I kalth Sen · ices Financ in ~ 
P.O. Box91030 • 
Baton Rouge. LA 70X21-lJ030 

·. ~. 

Novembcr 2~). 20 1-t 

Rl :: \!otic..: of Intent : i\ lanagcd Care fi.>r Physical and Basic Bcha' ioral llcalth. Lolll~iana 
R~gister \ '. -to. i':o. I 0. pp. 2105-2 122. October ::w. 201 4. 

Dear i\ b. K~nnc.:dy : 

The :\lh ocacy Cc.:ntcr ofTc.:rs tlw following comments regarding the a b()\ e­
n.:krcm:ed :'\otice of Intent : 

Th..: pruposctl rule prO\ tdes that members of the class in ('/iislwlm 1·. 1\/ieherlmav 
'olunwrily panicipatc in an MCO. In a letter dated June 6. 20 14. the Department assureli 
clas::. counsel in the Chisholm case that any nc\\' rule regardi ng c lass members opting in 
to Bayou I lcalth \\'nu ld make it clear that class mcmbcrs will bc allowed tn opt out of 
B<Jyou llcalth and go hack to legacy ivkdicaid at any time. l lowevcr. the proposed rule 
docs not make this clc.:ar. In l~tct. the rule keeps in place a provision that n.:quires thc 
emollm~nt hrokc.:r to inlom1 all recipient s o f their righ t to disenroll in Bayou llcalth /hr 
<·ausc at an~· tirm:. La. Admin. Code Tit. 50. Pan I. ~ 3103(C). A requirement that a 
C!tis!tolm class member show cause in ordcr to discnroll would prcvcnt them frum opting 
out "at any time:· a::. n:pn.:scnted by the Department in its June 6. 20 14 letter. 

Further. ncither the propost.:d rule nor tht.: RFP for the Bayou l lt.:a lth plans 
releas ~.:d on July 3X. 20 1-t makes spe~.:ilk provisions for the MCOs to comply wi th the 
requirements or the various ordcrs and stipulations in Chisholm 1·. Kliehen. including. but 
not li mited to . the provisions of the Th ird Stipulation and Order relating to the prior 
authorization process: the pro\'isions of the order of June: 27. 1007: or the provisions ur 
th~o: order or Junt.: 26. 20 12. 

\V~,.· ha,· ~.: repeatedly rcquestt.:d information as to what the Dcparlmcnt lws 
communicated to managed care o rganizations about the n:quircmcnt~ nf thc 

Voic•· 337-237-7380 • TOO 855-86 1-3577 • FaA 337-237-{)486• T o ll Fr<'<' 1-800-960-7705 • 
\V\V\\ • • u tJ \fo c u cyln. o rs.t 

600 J dTer .. on S treet • Suit r 8 12 • l.afuy<' ll<', Louis ionu 70501 
/ • J• •I J,, II•_ ~· ~tiii•J••I /~tit/ ull/11 



Ruth Kcnned~ 
'\o\ ember 2X. 20 1-t 
Pagl.· 2 or:; 

( "hislwlm ..;ttpulation~ and orders (including reporting prO\ isions) and hm\ it 
mtends to require the plans to comply tor Cfli,.fwfm class members who han; 
opted tn to Bayou Health. Since we han: received no concrete assurance that the 
lkpanmclll ''ill monitor and insure the plans' compliance with Cfli,·/wlm. we 
oppose including Chisholm dass members as participant~ in Bayou Hcuhh. 

Sinccrdy. 

Nell Hahn 



Bobby Jindal 
< ;()\' "R'JOR 

December 18, 20 14 

Nell Hahn 
Advocacy Center 

~tate of lLoutstana 
D epartment of Health and Hospitals 

Bureau o f Health Scn·ices Financing 

600 Jefferson Street, Suite 812 
Lafayette, LA 70501 

Dear Ms. l lahn: 

Kathy H. Kliebert 
:->"<:lti·T. \ R Y 

RE: Managed Care for Physical and Basic Behavioral Health Notice of Intent 

This letter is in response to your correspondence regarding the Managed Care for 
Physical and Basic Behavioral Health Notice of Intent which was published in the 
October 20, 2014 edition of the Louisiana Ref{ister. 

The Notice of Intent amends the provisions governing the Coordinated Care Network in 
order to change the name in this Subpart to Managed Care for Physical and Basic 
Behavioral Health, and incorporates other necessary programmatic changes. This Notice 
of Intent also incorporates provisions to permit Medicaid eligible children identified in 
the Melanie Chisholm. el a! vs. Kathy Kliebert class action litigation (hereafter referred to 
as Chisholm class members) to have the option of voluntarily enroll ing into a 
participating health plan under the Bayou Health program. Your comments have been 
reviewed and the following information is in response to your concerns. 

Your letter states that the proposed rule did not make it clear that Chisholm class 
members will be allowed to opt out of Bayou Health and go back to legacy Medicaid at 
any time but that the rule does keep in place a provision that requires the enrollment 
broker to inform all recipients of their right to disenroll in Bayou Health for cause. 
However, your concern is that the '·for cause" precludes Chisholm class members the 
ability to truly disenroll '·at any time". As a result of your concerns, the department has 
decided to revise the proposed ru le in order to clarify these provisions. 

Additionall y, your letter expressed concern that neither the proposed rule nor the Request 
for Proposal for Bayou Health plans make specific provisions for the managed care 

Bienville Build in~ • 628 Nonh 4•• Srrccr • P.O. Box 91030 • BalOn Rouge, Louis iana 70821-9030 
Phone#: 888/3-12-6207 • Fax#: 225/342-9508 • lf/lfllfi.DHH.LA.GOV 

"An Equa l Opporruni ty Employer'' 



Nell Hahn Response 
December 18. 20 14 
Page 2 

organizations to comply with the requirements of the various orders and stipulations in 
Chisholm v. Kliebert. The Department agrees that the proposed rule does not address that 
MCOs comply with the Chisholm v. Kliebert orders and stipulations as the rule remains 
silent on this issue because we typically do not include the requirements of settlements in 
the rule. Such requirements should be addressed outside of the rulemaking. 

I would like to thank you for taking the time to provide comments and hope that you wi ll 
continue to work with us as we strive to improve health care outcomes for Louisiana 
citizens. 

Should you have any questions or comments regarding Medicaid administrative 
rulemaking activity, you may contact Veronica Dent. Rulemaking Unit Manager, at 225-
342-3238 or by email to Veronica.Dent@la.gov. 

Sincerely, 

~~ 
J. Ruth Kennedy 
Medicaid Director 

JRK/DAB/VYD 

c: Mary TC Johnson 
Jen Steele 



POTPOURRI 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Substantive Changes and Public Hearing Notification 
Managed Care for Physical and Basic Behavioral Health 

(LAC SO:I.Chapters 31-40) 

In accordance with the provisions of the Administrative 

Procedures Act , R. S . 4 9 : 950 et seq ., the Department of Health a nd 

Hospitals , Bureau of Healt h Services Financing published a Notice of 

Intent in the October 20 , 2014 edition of the Louisiana Register (LR 

40 : 2105 - 2122) to amend LAC SO : I . Chapters 31 - 40 . This Notice of Intent 

proposed to amend the provisions govern i ng t he coordinated care 

network in order to change the name in this Subpart to Managed Care 

for Ph ysical and Basic Behavioral Health and to incorporate other 

necessary programmatic changes . This Notice of Intent also 

incorporated provisions to permit Medicaid eligible children 

identified in the Melanie Chisholm , et al vs . Kathy Kliebert class 

action litigation (hereafter referred to as Chisholm class members) 

to have the option of voluntarily e n rol ling i nto a participating 

health plan under the Bayou Health program . 

The department conducted a public hearing on this Notice of 

Intent on November 26 , 2014 to solicit comments and testimony o n the 

proposed Rule . As a result of the comments received , the departme n t 

proposes to amend t he provisions in the following Sections of the 

proposed Rule : 1) §3103 . Recipient Participation, Paragraph C, which 
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had no changes will now clarify that participants will be notified at 

enrollment of their rights to disenroll from a health plan ; 2) §3105 . 

Enrollment Process, Subparagraph E . 5 . b shall be amended to provide 

further clarification of the provisions for transferring out of a 

managed care o rganization (MCO) for cause ; 3) §3501 . Participation 

Requirements , Subparagraph 8 . 9 shall be amended to remove t he last 

sentence in the Subparagraph relative to the HIPPA and Fraud 

Assessments ; 4) §3503 . Managed Care Organization Responsibilities , 

Paragraph 0 shall be amended to add MCO committee participation 

requirements ; Paragraph P (formerly Paragraph 0) and Subparagraphs 1 

- l . a shall be amended only to ensure proper formatting ; Subparagraph 

l . b shall be amended to clarify the recipient notice provisions ; 

Paragraphs and Subparagraphs Q. - T . l shall be amended only to ensure 

proper formatting ; and the provisions , "2 . - T . l . Repealedu is being 

removed for proper formatting ; 5) §3507 . Benefits and Services , 

Subparagraph E . 2 shall be amended to clarify the provisions for 

transferring between MCOs ; and 6) §3705 . General Provisions , 

Subparagraph B. l shall be amended to clarify the f iling requirements 

for member grievances ; and Subparagraphs C . l . -la shall be a mended to 

clarify the grie vance notice and appeal procedures . 

Taken together, all of these proposed revisions will closely 

align the proposed Rule with the Department ' s original intent and the 

concerns brought forth during the comment period for the Notice of 
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Intent as originally published . No fiscal or economic impact will 

result from the amendments proposed in this notice . 

Title 50 

PUBLIC HEALTH-MEDICAL ASSISTANCE 
Part I. Administration 

Subpart 3. Managed Care for Physical and Basic Behavioral Health 

Chapter 31. General Provisions 

§ 3103. Recipient Participation 

A . - B . 2 .... 

C . The enrollment broker will ensure that all participants are 

notified at the time of enrollment that they may request 

disenrollment from the CCN at any time for cause . All voluntary opt -

in populations can disenroll from the CCN and return to legacy 

Medicaid at any time without cause . 

D. - E. 

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 37 : 1573 (June 

2011) , amended LR 40 : 310 (February 2014), LR 40 : 1096 (June 2014) , LR 

41 : 

§ 3105 . Enrollment Process 

A. - E . 5a . 
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b . Recipients may request to transfer out of the MCO 

for cause and the effective date of enrollment into the new plan 

shall be no later than the first day of the second month following 

the calendar month that the request for disenrollment is filed . 

f . - I . 3 . ... 

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 37 : 1574 (June 

2011) , amended LR 40 : 310 (february 2014) , LR 40 : 1097 (June 2014) , LR 

41 : 

Chapter 35. Managed Care Organization Participation Criteria 

§ 3501 . Participation Requirements 

A . - B . 8 . 

9 . Except for licensure and financial solvency 

requirements , no other provisions of Title 22 of the Revised Statutes 

shall apply to an MCO participating in the Louisiana Medicaid 

Program; 

C . - I . 4 .... 

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 37 : 1583 (June 

2011) , amended LR 41 : 
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§ 3503. Managed Care Organizati on Responsibilities 

A. - N. 

0 . A MCO shall participate on the department ' s established 

committees for administrative simplification and quality improvement , 

which will include physicians , hospitals , pharmacists , other 

healthcare providers as appropriate , and at least one member of the 

Senate and House Health and Welfare Committees or their designees . 

P . The MCO shall provide both member and provider services in 

accordance with the terms of the contract and department issued 

guides . 

1 . The MCO shall submit member handbooks , provider 

handbooks , and templates for the provider directory to t he department 

for approval prior to distribution and subsequent to any material 

revisions . 

a . The MCO must submit all proposed changes to the 

member handbooks a nd/or provider manuals to the department for review 

and approval in accordance with the terms of the contract and the 

department issued guides . 

b . After approval has been received from the 

department , the MCO must provide not i ce to the members and/or 

providers at least 30 days prior to the effective date of any 

proposed material changes to the plan through updates to the member 

handbooks and/or provider handbooks . 

Q. The member handbook shall include , but not be limited to : 
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1 . a table of contents ; 

a . - b . Repealed . 

2 . a general description regarding : 

a . how the MCO operates ; 

b . member rights and responsibilities ; 

c . appropriate utilization of services including 

emergency room visits for non - emergent conditions ; 

d . the PCP selection process ; and 

e . the PCP ' s role as coordinator of services ; 

3 . member rights and protections as specif i ed in 42 CFR 

§438 . 100 and the MCO' s contract with the department includir.g , but 

no~ limited to : 

a . a member ' s r.~ght to disenroll from the MCO ; 

b . a member ' s righ~ to change providers within the 

MCO ; 

c . any restrictions on the member ' s f r eedom of 

choice among MCO providers ; and 

d . a member ' s right to refuse to undergo any medical 

service, diagnoses , or treatment , or to accept any health service 

provided by the MCO i f the membe r objeCLS (or in the case of a child , 

if the parent or guardian objects)on religious grounds ; 

4 . member responsibilities, appropriate and inappropriate 

behavior , and any other information deemed essential by the MCO or 

the department , including but not limited to : 
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a . immediately notifying the MCO if he or she has a 

Worker ' s Compensation claim, a pending personal injury or medical 

malpractice law suit , or has been involved in an auto accident ; 

b . reporting to the department if the member has or 

obtains another health insurance policy , including employer sponsored 

insurance ; and 

c . a statement that the member is responsible for 

protecting his/her identification card and that misuse of the card , 

including loaning , selling or giving it to others could result in 

loss of the member ' s Medicaid eligibility and/or legal action ; 

5 . the amount , duration , and scope of benefits available 

under the MCO ' s contract with the department in sufficient detail to 

ensure that members have i nformation needed to aid in understanding 

the benefits to which they are entitled including , but not limited 

to : 

a . information about health education and promotion 

programs , including chronic care management ; 

b . the procedures for obtaining benefits , including 

prior authorization requirements and benefit limits ; 

c . how members may obtain benefits , including family 

planning services and specialized behavioral health services , from 

out-of- network providers ; 

7 



d . how and where to access any benefits that are 

available under the Louisiana Medicaid State Plan , but are not 

covered under the MCO ' s contract with the department ; 

e . information about Early and Periodic Screening , 

Diagnosis and Treatment (EPSDT) services ; 

f . how transportation is provided , including how to 

obtain emergency and non - emergency medical transportation ; 

g . the post-stabilization care services rules set 

forth in 42 CFR 422 . 113(c) ; 

h . the policy on referrals for specialty care , 

including behavioral health services and other benefits not furnished 

by the member ' s primary care provider ; 

i . for counseling or referral services that the MCO 

does not cover because of moral or religious objections , the MCO is 

required to furnish information on how or where t o obtain the 

service ; 

j . how to make, change , and cancel medical 

appointments and the importance of canceling and/or rescheduling 

rather than being a "no shown; 

k . the extent to which and how after-hour services 

are provided ; and 

1 . information about the MCO ' s formulary and/or 

preferred drug list (POL) , including where the member can access the 

most current information regarding pharmacy benefits ; 
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6 . instructions to the member to call the Medicaid 

Customer Service Unit toll free telephone number or access the 

Medicaid member website to report changes in parish of residence , 

mailing address or family size changes ; 

7 . a description of the MCO ' s member services and the 

toll-free telephone number , fax number , e-mail address and mailing 

address to contact the MCO' s Member Services Unit ; 

8 . instructions on how to request multi-lingual 

interpretation and translation services v1hen needed at no cost to the 

member . This information shall be included in all versions of the 

handbook in English and Spanish ; and 

9 . grievance , appeal , and state fair hearing procedures 

and time frames as described in 42 CFR §438 . 400 through §438 . 424 and 

the MCO ' s contract with the department . 

R. The provider manual shall include , but not be limited to : 

1 . billing guidelines ; 

2 . medical management/utilization review guidelines ; 

a . - e . Repealed . 

3 . case management guidelines ; 

a . - d . Repealed . 

4 . claims processing guidelines and edits ; 

a . - c . Repealed . 

5 . grievance and appeals procedures and process ; and 

a . - 1 . Repealed . 
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6 . other policies , procedures , guidelines , or manuals 

containing pertinent information related to operations and pre­

processing claims . 

7 . - 9 . Repealed . 

S . The provider directory for members shall be developed in 

three formats : 

1 . a hard copy directory to be made available to members 

and potential members upon request ; 

2 . an accurate electronic file refreshed weekly o f the 

directory i n a format to be specified by the department and used to 

populate a web- based online directory f or members and the public ; and 

3 . an accurate electronic file r efreshed weekly of the 

directory for use by the enrollment broker . 

4 . - 6 . Repealed . 

T . The department shall require all MCOs to utilize the 

standard form designated by the department for the prior 

authorization of prescription drugs , in addition to any other 

currenLly accepted facsimile and electronic prior authorization 

forms . 

1 . An MCO may submit the prior authorization form 

electronically if it has the capabilities to submit the form in this 

manner . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health and 

Hospitals , Bureau of Health Services financing , LR 37 : 1583 (June 

2011) , amended LR 39 : 92 (January 2013), LR 40 : 66 (January 2014), LR 

41 : 

§ 3507. Benefits and Services 

A . - E . l. 

2 . In the event a member is transitioning from one MCO to 

anot her and is hospitalized at 12 : 01 a . m. on the effective date of 

the transfer , the relinquishing MCO shall be responsible for both the 

inpatient hospital charges and the charges for professional services 

provided through the date of discharge . Se£vices other than inpatient 

hospital will be the financial responsibility of the receiving MCO. 

F . - H . 5 . ... 

AUTHORITY NOTE : Promulgated in accordance with R. S . 36 : 254 

and Title XIX of the Social Security Act . 

HISTORICAL NOTE : P£omulgated by the Department o f Health and 

Hospitals , Bureau of Health Services Financing, LR 37 : 185 (June 

2011) , amended LR 39 : 92 (January 2C13), LR 39 : 318 (February 2013) , LR 

41 : 

Chapter 37. Grievance and Appeal Process 

Subchapter A. Member Grievances and Appeals 

§ 3705. General Prov isions 

A. 
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B. Filing Requirements 

1 . Authority to file . A member , or a representative of 

his/her choice , including a network provider act ing on behalf of the 

member and with the member ' s consent , may file a grievance and an MCO 

level appeal . Once the MCO ' s appeals process has been exhausted , a 

member or his/her represen tative may request a state fair hearing . 

B. 1 . a . - 3 . b . 

C. Grievance Notice and Appeal Procedures 

1 . The MCO shall ensure that all members are informed of 

the state fair hearing process and of the MCO ' s grievance a nd appeal 

procedures . 

a . The MCO shall provide a member handbook to each 

member that shall include descriptions of the MCO ' s grievance and 

appeal procedures . 

C. 1 . b . - J . 

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 37 : 1590 (June 

2011) , amended LR 41 : 

Implementation of these amendments to the proposed 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 
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it is determined that submission to CMS for review and approva l is 

required . 

Interested persons may submit written comments to J . Ruth 

Kennedy , Bureau of Health Services Financing , P . O. Box 91030 , Baton 

Rouge , LA 70821-9030 or by email to MedicaidPolicy@la . gov . Ms . 

Kennedy is responsible for responding to inquiries regarding these 

substantive amendment s to the proposed Rule . A public hearing on 

these substantive changes to the proposed Rule is scheduled for 

Tuesday , March 31 , 2015 at 9 : 30 a . m. in Room 118 , Bienville Building , 

628 North Fourth Street , Baton Rouge , LA . At that time all 

interested persons will be afforded an opportunity to submit data , 

views or arguments either orally or in writing . The deadline for 

receipt of all written comments is 4 : 30p . m. on the next business day 

following the public hearing . 

Kathy H. Kliebert 

Secretary 
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DHH/BHSF PUBLIC HEARING 

topic- Managed Care for Physical and Basic Behavioral Health 

Date - March 31, 2015 

PERSONS IN ATTENDANCE 

Name Address Telephone Number AGENCY or GROUP you represent 

1. 
fol& N. 4-rhS tye&f Cornette ~tt CJ,9-5 -3t.f-;;2.- 3g8, J)ft'+f-
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3. 
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6. 
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Bobby Jindal 
GOVERNOR 

April 6, 2015 

MEMORANDUM 

f6>tatt of 1Loui£)iana 
D epartment of Health and Hospitals 

Office of the Secretary 

TO: The Honorable John A. AJario, President, Louisiana Senate 
The Honorable Chuck Kleckley, Speaker of the House 

Kathy H. Kliebert 
SECRETARY 

The Honorable David Heitmeir, Chair, Senate Committee on Health and Welfare 
The Honorable Scott Simon, Chair, House Committee on Health and Welfare 
The Honorable Jack Donahue, Chair, Senate Finance Committee 
The Honorable James R. "Jim" Fannin, Chairman, House Appropriations Committee 

FROM: Kathy H~~} 
Secreta~~ 

RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking 

ln accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended, we are 
submitting the attached documents for the proposed Rule for Medicaid Eligibility - Chi ldren 
Supplemental Security Income (SSI). 

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of 
the Louisiana Register (Volume 41 , Number 2). A public hearing was held on March 31 , 2015 at 
which only the Department of Health and Hospitals staff were present. No oral testimony was given, 
nor written correspondence received, regarding this proposed Rule. 

The Department anticipates adopting the Notice of Intent as a final Rule in the May 20, 2015 issue 
of the Louisiana Register. 

The following documents are attached: 
1. a copy of the Notice of Intent; 
2. the public hearing certification; and 
3. the public hearing attendance roster. 

KHKJW JRJKAH 

Attachments (3) 
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NOTICE OF INTENT 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Medicaid Eligibility 
Children Supplemental Security Income (SSI) 

The Department of Health and Hospitals, Bureau of Health 

Services Fi nancing proposes to repeal the October 20, 1998 Rule 

governing the Medicaid e ligibility of children receiving 

Supplemental Security Income (SSI) in the Medical Assistance 

Program as authorized by R. S . 46 : 153 and pursuant to Title XIX 

of the Social Security Act . This proposed Rule is in accordance 

with the p r ovisions of the Administrative Procedure Act , R. S . 

49 : 950 et seq . 

The Department of Health and Hospitals, Office of the 

Secretary, Bureau of Health Se r vices Financing promulgated a 

Rule to adopt the provisions of Section 4913 of the Balanced 

Budget Act of 1997 to establish a new mandatory eligibility 

group for eligible children whom on August 22 , 1996 were 

receiving Supplemental Security Income (SSI) but who effective 

July 1,1997, or later, lost SSI payment because of a disability 

determination under the rules enacted by the Personal 

Responsibil i ty and Work opportunity Reconciliation Act of 1996 

(P . L . 104-193). Medicaid benefits for children whose 

eligibility was reinstated under this provision applied to 
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medical assistance furnished on or after July 1 , 1997 . 

(Louisiana Register, Volume 24 , Number 10). 

The Department of Health and Hospitals, Bureau of Health 

Services Financing now proposes to repea l the October 20 , 1998 

Rule governing the provisions for Medicaid eligibility o f 

children receiving Supplemental Security Income (SSI) since 

children born August 22, 1996 or prior would have reached age 18 

by August 22 , 2014 and are no longer eligible under this 

provision . Due to the provisions governing coverage of the 

Section 4913 children , there cannot be any new children to 

qualify for this coverage group as these children have aged out . 

In compliance with Act 1183 of the 1999 Regular Session of 

the Louisiana Legislature , the impact of this proposed Rule on 

the family has been considered . It is ant icipated that this 

proposed Rule will have no impact on family functioning , 

stability and autonomy as descr i bed in R. S . 49:972. 

In compliance with Act 854 of the 2012 Regular Session of 

the Louisiana Legislature , the poverty impact of this proposed 

Rule has been considered . It is anticipated that this proposed 

Rule will have no impact on chi ld, individual , or family poverty 

in relation to individual or community asset development as 

described in R.S. 49:973. 

In compliance with House Concurrent Resolution (HCR) 170 of 

the 2014 Regular Session of the Louisiana Legislature , the 
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provider impact of this proposed Rule has been considered . It is 

anticipated that this proposed Rule will have no impact on the 

staffing level requirements or qualifications required to 

provide the same level of service , no direct or indirect cost to 

the provider to provide the same level of service , and will have 

no impact on the provider ' s ability to p r ovide the same level of 

service as described in HCR 170 . 

Interested persons may submit written comments to J . Ruth 

Kennedy , Bureau of Health Services Financing , P . O. Box 91030 , 

Baton Rouge , LA 70821- 9030 or by email to MedicaidPolicy@la . gov . 

Ms. Kennedy is responsible for responding to inquiries regarding 

this proposed Rule . A public hearing on this proposed Rule is 

scheduled for Tuesday , March 31 , 2015 at 9 : 30 a . m. in Room 118, 

Bienville Building , 628 North Fourth Street , Baton Rouge , LA. 

At that time all interested persons will be afforded an 

opportunity to submit data , views or arguments either orally or 

in writing . The deadline for receipt of all written comments is 

4 : 30 p . m. on the next business day following the public hearing . 

Kathy H. Kliebert 

Secretary 
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NOTICE OF INTENT 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Medicaid Eligibility 
Modified Adjusted Gross Income 

(LAC 50:III.2327 ,2529, 10307 , a.nd 10705) 

The Department of Health and Hospitals , Bureau of Health 

Services Financing proposes to amend LAC 50 : III . 10705 and adopt 

§2327 , §2529 and §10307 in the Medical Assistance Program as 

authorized by R. S . 36 : 254 and pursuant to Title XIX of the 

Social Security Act . This proposed Rule is promulgated in 

accordance with the provisions of the Administrative Procedure 

Act , R. S . 49 : 950 et seq . 

Section 1004 (a) (2) of the Patient Protection and Affordable 

Care Act (ACA) of 2010 and Section 36B(d) (2) (8) of the Internal 

Revenue Code mandate that Medicaid eligibility use the Modified 

Adjusted Gross Income (MAGI) methodology for eligibility 

determinations for certain eligibility groups . In compliance 

with the ACA and Internal Revenue Code , the Department of Health 

and Hospitals , Bureau of Health Services Financing promulgated 

an Emergency Rule to amend the provisions governing Medicaid 

eligibility to adopt the MAGI eligibility methodology (Louisiana 

Register, Volume 40 , Number 1) . The department also adopted 

provisions which allow qualified hospitals to make 

determinations of presumptive eligibility for individuals who 

are not currently enrolled in Medicaid . 
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The department promulgated an Emergency Rule which amended 

the provisions of the December 31 , 2013 Emergency Rule in order 

to make technical revisions to ensure that these provisions are 

appropriately promulgated in a clear and concise manner 

(Louisiana Register , Volume 40 , Number 4) . The provisions 

governing the MAGI eligibility changes for the State Children ' s 

Health Insurance Program were removed from this Emergency Rule 

and repromulgated independently . This proposed Rule is being 

promulgated in order to continue the provisions of the April 20 , 

2014 Emergency Rule . 

Title 50 
PUBLIC HEALTH-MEDICAL ASSISTANCE 

Part I I I. Eligibility 

Subpart 3. Eligibility Groups and Factors 

Chapter 23. Eligibility Groups and Medicaid Programs 

§2327. Modified Adjusted Gross Income (MAGI) Groups 

A. For eligibili ty determinations effective December 31 , 

2013 eligibility shall be determined by Modified Adjusted Gr oss 

I ncome (MAGI) methodology in accordance with Section 1004(a) (2) 

of the Patient Protection and Affordable Care Act (ACA) of 2010 

a nd Section 36B(d) (2) (B) of the Internal Revenue Code , for the 

following groups : 

1 . parents and caretaker relatives group which 

includes adult individuals formerly considered for Low Income 

Families with Children as parents or caretaker relatives ; 

2 . pregnant women ; 
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3 . child related groups ; and 

4 . other adult related groups including breast and 

cervical cancer , tuberculosis (TB} and family planning . 

B. A MAGI determination will be necessary for each 

individual in the home for whom coverage is being requested . 

The MAGI household resembles the tax household . 

1 . MAGI Household . The individual ' s relationship to 

the tax filer and every other household member must be 

established for budgeting purposes . The MAGI household is 

constructed based on whether an individual is a : 

a . tax filer ; 

b . tax dependent ; or 

c . non-filer (neither tax filer or tax 

dependent . 

2 . For the tax filer the MAGI household includes the 

tax filer and all claimed tax dependents . 

a . Whether claimed or not , the tax filer ' s 

spouse , who lives in the home , must be included . 

b . If a child files taxes and is counted as a 

tax dependent on his/her parent ' s tax return , the child is 

classified as a tax dependent not a tax filer . 

3 . When taxes are filed for the tax dependent the 

MAGI household consists of the tax filer and all other tax 

dependents unless one of the following exceptions is met : 
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a . being claimed as a tax dependent by a tax 

filer other than a parent or spouse (for example , a grandchild , 

niece , or tax filer ' s parent) ; 

b . children living with two parents who do not 

expect to file a joint tax return (including step-parents) ; or 

c . c hildren claimed as a tax dependent by a 

non- custodial parent . 

4 . For individuals who do not file taxes nor expect 

to be claimed as a tax dependent (non- filer) , the MAGI household 

consists of the following when they all live together : 

a . for an adult : 

i . the individual ' s spouse ; and 

ii . the individual ' s natural , adopted , and 

step-children under age 19 ; and 

b . for a minor : 

i . the individual's natural , adoptive , or 

step-parents ; and 

ii . the individual ' s natural , adopted , and 

step-siblings under age 19 . 

C. Parents and Caretaker Relatives Group 

1 . A caretaker relative is a relative of a dependent 

child by blood , adoption , or marriage with whom the child is 

living , and who assumes primary responsibility for the child ' s 

care . A caretaker relative must be one of the following : 

a . parent ; 

4 



b . grandparent ; 

c . sibling ; 

d . brother- i n-law ; 

e . sister- in- law ; 

f. step- parent ; 

g . step- sibling ; 

h . aunt ; 

i . uncle ; 

j . first cousin ; 

k . niece ; or 

1. nephew . 

2 . The spouse of such parents or caretaker relatives 

may be considered a caretaker relative even after the marriage 

is terminated by death or divorce . 

3 . The assistance/benefit unit consists of the 

parent and/or caretaker relative and the spouse of the parent 

and/or caretaker relative , if living together , of child(ren) 

under age 18 , or age 18 and a full-time student in high school 

or vocational/technical training . Children are considered 

deprived if income eligibility is met for the Parents and 

Caretaker Relatives Group . Children shall be certified in the 

appropriate children ' s category . 

D. Pregnant Women Group 

1 . Eligibility for the pregnant women group may 

begin : 
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a . at any time during a pregnancy ; and 

b . as early as three months prior to the month 

of application . 

2 . Eligibility cannot begin before the first month 

of pregnancy . The pregnant women group certification may extend 

through the calendar month in which the 60-day postpartum period 

ends . 

3 . An applicant/enrollee whose pregnancy terminated 

in the month of application or in one of the three months prior 

without a surviving child shall be considered a pregnant woman 

for the purpose of determining eligibility in the pregnant women 

group . 

4 . Certification shall be from the earliest possible 

month of eligibility (up to three months prior to application) 

through the month in which the 60-day postpartum period ends . 

5 . Retroactive eligibility shall be explored 

regardless of current eligibility status . 

a . If the applicant/enrollee is eligible for 

any of the three prior months , she remains eligible throughout 

the pregnancy and 60-day postpartum period . When determining 

retroactive eligibility actual income received in the month of 

determination shall be used . 

b . If application is made after the month the 

postpartum period ends , the period of eligibility will be 

retroactive but shall not start more than three months prior to 
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the month of application . The start date of retroactive 

eligibility is determined by counting back three months prior to 

the date of application . The start date will be the first day 

of that month . 

6 . Eligibility may not extend past the month in 

which the postpartum period ends . 

7 . The applicant/enrollee must be income eligible 

during the initial month of eligibility only . Changes in income 

after the initial month will not affect eligibility . 

E . Child Related Groups 

1 . Children Under Age 19- CHAMP . CHAMP children are 

under age 19 and meet i ncome and non-financial eligibility 

criteria . ACA expands mandatory coverage to all children under 

age 19 with household income at or below 133 percent Federal 

Poverty Level (FPL) . Such children are considered CHAMP 

Children . 

2 . Children Under Age 19-LaCHIP . A c hi ld covered 

under the Louisiana State Children ' s Health Insurance Program 

(LaCHIP) shall : 

a . be under age 19 ; 

b . not be eligible for Medicaid under any other 

optional or mandatory eligibility group or eligible a s medically 

needy (without spend-down liability) ; 

7 



c . not be eligible for Medicaid under the 

policies in the state ' s Medicaid plan in effect on April 15 , 

1997 ; 

d . not have health insurance ; and 

e . have MAGI-based income at or below 212 

percent (217 percent FPL with 5 percent disregard) of the 

federal poverty level . 

3 . Children Under Age 19-LaCHIP Affordable Plan . A 

child covered under the Louisiana State Children ' s Health 

Insurance Program (LaCHIP) Affordable Plan shall : 

a . be under age 19 ; 

b . not be income eligible for regular LaCHIP ; 

c . have MAGI-based income that does not exceed 

250 percent FPL ; 

d . not have other insurance or access to the 

state employees health plan ; 

e . have been determined eligible for child 

health assistance under the State Child Health Insurance Plan ; 

and 

f . be a child whose custodial parent has not 

voluntarily dropped the child(ren) from employer sponsored 

insurance within the last three months without good cause . Good 

cause exceptions to the three month period for dropping employer 

sponsored insurance are : 
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death of parent ; 

months} ; 

business closure ; 

i . lost insurance due to divorce or 

ii. 

iii. 

lifetime maximum reached ; 

COBRA coverage ends (up to 18 

iv . insurance ended due to lay-off or 

v . changed jobs and new employer does 

not offer dependent coverage ; 

vi . employer no longer provides 

dependent coverage ; 

vii . monthly family premium exceeds 9 . 5 

percent of household income ; or 

viii . monthly premium for coverage of 

the child exceeds 5 percent of household income . 

4 . Children Under Age 19-Phase IV LaCHIP (SCHIP) . 

The State Child Health Insurance Program (SCHIP) provides 

prenatal care services , from conception to birth , for low income 

uninsured mothers who are not otherwise eligible for other 

Medicaid programs , including CHAMP pregnant women benefits . 

This program, Phase IV LaCHIP , also covers non-citizen women who 

are not qualified for other Medicaid programs due to citizenship 

status only . 
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F . Regular and Spend Down Medically Needy MAGI . Regular 

and spend down medically needy shall use the MAGI determination 

methodology . 

G. Former Foster Care Children . Former foster care 

children are applicants/enrollees under 26 years of age , who 

were in foster care under the responsibility of the state at the 

time of their eighteenth birthday , and are not eligible or 

enrolled in another mandatory coverage category . 

1 . Former foster care children may also be 

applicants/enrollees who : 

a . have lost eligibility due to moving out of 

state , but re- established Louisiana residency prior to reaching 

age 26 ; or 

b . currently reside in Louisiana , but were in 

foster care in another state ' s custody upon reaching age 18 . 

2 . Former foster care children must : 

a . be at least age 18 , but unde r age 26 ; 

b . currently live in Louisiana ; 

c . have been a child in foster care in any 

state ' s custody upon reaching age 18 ; and 

d . not be eligible for coverage in another 

mandatory group . 

AUTHORITY NOTE : Promulgated in accordance with R. S . 

36 : 254 and Title XIX of the Social Security Act . 
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HISTORICAL NOTE : Promulgated by the Department of Health 

and Hospitals , Bureau of Health Services Financing , LR 41 : 

Chapter 25. Eligibility Factors 

§2529 . Hospital Presumptive Eligibility 

A. Effective December 31 , 2013 any hospital designated by 

Louisiana Medicaid as a Hospital Presumptive Eligibility 

Qualified Provider (HPEQP) may obtain information and determine 

Hospital Presumptive Eligibility (HPE) for individuals who are 

not currently enrolled in Medicaid and who are in need of 

medical services covered under the State Plan . 

1 . Coverage groups eligible to be considered for 

Hospital Presumptive Eligibility include : 

a . parents and caretaker relatives ; 

b . pregnant women ; 

c . children under age 19 ; 

d . former foster care children ; 

e . family planning; and 

f . certain individuals needing treatment for 

breast or cervical cancer . 

B. Qualified Hospitals . Qualified hospitals shall be 

designated by the department as entities qualified to make 

presumptive Medicaid eligibility determinations based on 

preliminary , self-attested information obtained from individuals 

seeking medical assistance . 

1 . A qualified hospital shall : 
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a . be enrolled as a Louisiana Medicaid provider 

under the Medicaid state plan or a Medicaid 1115 Demonstration ; 

b . not be suspended or excluded from 

participating in the Medicaid Program; 

c . have submitted a statement of interest in 

making presumptive eligibility determinations to the department ; 

and 

d . agree to make presumptive eligibility 

determinations consistent with the state policies and 

procedures . 

C . The qualified hospital shall educate the individuals 

on the need to complete an application for full Medicaid and 

shall assist individuals with : 

1 . completing and submitting the full Medicaid 

application ; and 

2 . understanding any document requirements as part 

of the full Medicaid application process . 

D. Eligibility Determinations 

1 . Household composition and countable income for 

HPE coverage groups are based on Modified Adjusted Gross Income 

{MAGI) Methodology . 

2 . The presumptive eligibility period shall begin on 

the date the presumptive eligibility determination is made by 

the qualified provider . 
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3 . The end of the presumptive eligibility period is 

the earlier of : 

a . the date the eligibility determination for 

regular Medicaid is made , if an application for regular Medicaid 

is filed by the last day of the month following the month in 

which the determination for presumptive eligibility is made ; or 

b . the last day of the month following the 

month in which the determination of presumptive eligibility is 

made , if no application for regular Medicaid is filed by that 

date . 

4 . Those determined eligible for presumptive 

eligibility shall be limited to no more than one period of 

eligibility in a 12-month period , starting with the effective 

date of the initial presumptive eligibility period . 

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 41 : 

Chapter 103. 

§ 10307. 

Subpart 5. Financial Eligibility 

Income 

Modified Adjusted Gross Income - (MAGI) Groups 

A. MAGI Related Types of Income 

1 . Alimony shall be counted as unearned income 

payments made directly to the household from non - household 

members . 
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2 . Alien sponsor ' s income shall be counted against 

the flat grant needs of the alien ' s household . If the income of 

the sponsor is equal to or greater than the flat grant amount 

for the number of people in the alien parent ' s family , the alien 

parent(s) is not eligible for inclusion in his children ' s 

Medicaid certification . 

3 Business income or loss shall be countable net 

profit or loss from partnerships , corporations , etc . 

4 . Capital gain or loss shall be countable income . 

5 . A child ' s earned income is counted , except for 

the tax filer ' s budget when earnings are below the tax filing 

threshold . 

6 . Annual income received under an implied , verbal , 

or written contract in less than 12 months shall be averaged 

over the 12 month period it is intended to cover unless the 

income is received on an hourly or piecework basis . 

7 . Disability insurance benefits shall count as 

unearned income . If federal and/or state taxes are deducted , 

disability insurance benefits shall count as earned income . 

8 . Dividends shall count as unearned income . 

Dividends shall be averaged for the period they are intended to 

cover . 

9 . Interest , including tax-exempt interest , shall 

count as unearned income . Interest shall be averaged for the 

period it is intended to cover . 
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10 . Irregular and unpredictable income shall count as 

income in the month of receipt . Annual income received under an 

implied , verbal , or written contract in less than 12 months 

shall be averaged over the 12 month period it is intended to 

cover unless the income is received on an hourly or piecework 

basis . 

11 . Income received from employment through the Job 

Training Partnership Act of 1982 (JTPA) program shall be counted 

as earned income . JTPA income received for training through 

JTPA program shall be counted as unearned income . 

12 . A non-recurring cash payment (lump sum) shall 

count as income only in the calendar month of receipt . This 

includes insurance settlements , back pay , state tax refunds , 

inheritance , IRA or other retirement distributions , and 

retroactive benefit payments . 

13 . Regular recurring income from oil and land leases 

shall be counted over the period it is intended to cover and 

counted as unearned income . Payments received in the first year 

of an oil lease , which are above the regular recurring rental 

and payments received when an oil lease is written for only one 

year , are treated as non - recurring lump sum payments . 

14 . Pensions and annuities shall count as unearned 

income . 

15 . Income is potentially available when the 

applicant/enrollee has a legal interest in a liquidated sum and 
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has the legal ability to make this sum available for the support 

and maintenance of the assistance unit . Potential income shall 

be counted when it is actually available as well as when it is 

potentially available but the applicant/enrollee chooses not to 

receive the income . If the agency representative is unable to 

determine the amount of benefits available , the application 

shall be rejected for failure to establish need . 

16 . Railroad retirement shall count as unearned 

income the amount of the entitlement including the amount 

deducted from the check for the Medicare premiums , less any 

amount that is being recouped for a prior overpayment . 

17 . Ownership of rental property is considered a 

self-employment enterprise . Income received from rental 

property may be earned or unearned . To be counted as earned 

income , the applicant/enrollee must perform some work related 

activity . If the applicant/enrollee does not perform work 

related activity , the money received shall be counted as 

unearned income . Only allowable expenses associated with 

producing the income may be deducted . If the income is earned , 

any other earned income deductions are allowed . 

18 . The gross amount of retirement benefits , 

including military retirement benefits , counts as unearned 

income . 
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19 . Royalties shall count as unearned income . 

Royalties shall be prorated for the period they are intended to 

cover . 

20 . Scholarships , awards , or fellowship grants shall 

count as unearned income if used for living expenses such as 

room and board . 

21 . Seasonal earnings shall count as earned income in 

the month received . If contractual , such as a bus driver or 

teacher , the income shall be prorated over the period it is 

intended to cover . If earnings are self-employment seasonal 

income , they shall be treated as self-employment income as below 

in Paragraph 22 . 

22 . Self-employment income is counted as earned 

income . Self-employment income is income received from an 

applicant/enrollee ' s own business , trade , or profession if no 

federal or state withholding tax or Social Security tax is 

deducted from his job payment . This may include earnings as a 

result of participation in Delta Service Corps and farm income . 

a . Allowable expenses are those allowed when 

filing taxes on a Schedule C or farm income Schedule F . 

23 . Social Security Retirement , Survivors and 

Disability Insurance Benefits {RSDI) shall count as unearned 

income . The amount counted shall be that of the entitlement 

including the amount deducted from the check for the Medicare 
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premium , less any amount that is being recouped for a prior 

overpaymen t . 

24 . Income from taxable refunds , c redi ts , or offsets 

of state and local income taxes if claimed on Form 1040 shall 

count as unearned income . 

25 . Income from income trust withdrawals , dividends , 

or interest which are or could be received by the 

applicant/enrollee shall count as unearned income . 

26 . Tutorship funds are any money released by the 

court to the applicant/enrollee and shall be counted as unearned 

income . 

27 . Unemployment compensation benefits (UCB) shall be 

counted as unearned income in the month of receipt . 

28 . Taxable gross wages , salaries , tips , and 

commissions , including paid sick and vacation leave , shall count 

as earned income . Included as earned income are : 

a . vendor payments made by the employer instead 

of all or part of the salary ; 

b . the cash value of an in-kind item received 

from an employer instead of all or part of the salary ; and 

c . foreign earnings . 

29 . The following types of income shall not be 

counted for MAGI budgeting : 

a . adoption assistance ; 

b . Agent Orange Settlement payments ; 
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c . American Indian and Native American Claims 

and Lands and income distributed from such ownership ; 

d . Census Bureau earnings ; 

e . child support payments received for anyone 

in the home ; 

f . contributions from tax-exempt organizations ; 

g . disaster payments ; 

h . Domestic Volunteer Service Act ; 

i . earned income credits ; 

j . educational loans ; 

k . energy assistance ; 

1 . foster care payments ; 

m. Housing and Urban Development (HUD) block 

grant funds , payments , or subsides ; 

n . in-kind support and maintenance ; 

o . loans ; 

p . income from nutritional programs ; 

q . income from radiation exposure ; 

r . relocation assistance ; 

s . scholarships , awards or fellowship grants 

used for education purposes and not for living expenses ; 

t . Supplemental Security Income (SSI) ; 

u . vendor payments ; 

v . veterans ' benefits ; 
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w. Women , Infants and Children Program (WIC) 

benefits ; 

x . work-study program income ; 

y . worker ' s compensation benefits ; and 

z . cash contributions . Money which is 

contributed by the absent parent of a child in the assistance 

unit is considered child support and not counted . Small, non ­

recurring monetary gifts (e . g ., Christmas , birthday , or 

graduation gifts) are not counted . Cash contributions include 

any money other than loans received by or for a member of the 

income unit if : 

i . the use is left to the discretion of 

the member of the income unit ; or 

ii . the contribution is provided for the 

specific purpose of meeting the maintenance needs of a membe r of 

the assistance unit . 

B. financial eligibility for the MAGI groups shall be 

made using income received in the calendar month prior to the 

month of application or renewal as an indicator of anticipated 

income . The taxable gross income of each member of the MAGI 

household shall be used . Income eligibility of the household 

shall be based on anticipated income and circumstances unless it 

is discovered that there are factors that will affect income 

currently or in future months . 
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1 . Income eligibility is determined by prospective 

income budgeting or actual income budgeting . 

a . Prospective income budgeting invo lves 

looking at past income to determine anticipated future income . 

Income earned in the calendar month prior to the month of 

application or renewal which the applicant/enrolle e earned shall 

be used to determine expected income in the current and f u ture 

months . 

b . Actual income budgeting involves looking at 

income actually received within a specific month to determine 

income eligibility for that month . Actual income shall be used 

for all retroactive coverage . Actual income or the best 

estimate of anticipated actual income shall be used if : 

month . 

i . the income terminates during the month ; 

ii . the income begins during the month ; or 

iii . the income is interrupted during the 

2 . Income of a Tax Dependent . The earned income of 

a tax dependent including a child s hall be counted when 

calculating the financial eligibility of a tax filer when the 

earned income meets the tax filing threshold . The unearned 

income of a tax dependent , including a child , shall be used when 

calculating MAGI based financial eligibility regardless of tax 

filing status (e . g ., RSDI) . 
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a . Cash contribut ions t o a dependent shall be 

counted towards the dependent . 

3 . Allowable Tax Deductions for MAGI . The following 

deductions from an individual ' s income shall be used to 

determine the individual ' s adjusted gross income : 

a . educator expenses ; 

b . certain business expenses of reservists, 

performing artists and fee basis government offices ; 

c . health savings account deductions ; 

d . moving expenses ; 

e . the deductible part of self-employment tax ; 

f . self - employed SEP , SIMPLE and qualified 

plans ; 

g . self- employed health insurance deduction ; 

h . the penalty on early withdrawa l of savings ; 

i . alimony paid outside the home ; 

j . IRA deductions ; 

k . student loan interest deduction ; 

l. tuition and fees ; and 

m. domestic production activities deductions . 

4 . A 5 percent disregard shall be allowed on MAGI 

budgets when it is the difference between eligibility or 

ineligibility for the individual in a child related program . 
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5 . The net countable income for the individual ' s 

household shall be compared to the applicable income standard 

for the household size to determine eligibility . 

a . If the countable income is below the income 

standard for the applicable MAGI group , the individual is income 

eligible . 

b . If the countable income is above the income 

standard for the applicable MAGI group , the individual is income 

ineligible . 

c . Federal Poverty Income Guidelines (FPIG) . Eligibility 

shall be based upon the following guidelines using the Federal 

Poverty Income Guidelines and adjusted to account for the 5 

percent disregard : 

1 . parents/caretakers , income is less or equal to 24 

percent FPIG ; 

2 . pregnant women , income is less or equal to 138 

percent FPIG ; 

3 . CHAMP (Children 0-18) , income is less or equal to 

147 percent FPIG ; 

4 . LaCHIP , income is less or equal to 217 percent 

FPIG ; 

5 . LaCHIP IV (Unborn Option) , income is less or 

equal to 214 percent FPIG ; and 

6 . LaCHIP Affordable Plan , income does not exceed 

255 percent FPIG . 
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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 41 : 

Chapter 107. Resources 

§ 10705. Resource Disregards 

A. - C . 2 . 

D. Modified Adjusted Gross Income (MAGI) Groups . 

Resources will be disregarded for those groups using the MAGI 

determinations methodology . 

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 and the 

Office of Aging and Adult Serv ices , LR 35 : 1899 (September 2009) , 

amended by the Department of Health and Hospitals , Bureau of 

Health Services Finance , LR 36 : 2867 (December 2010) , LR 41 : 

In compliance with Act 1183 of the 1999 Regular Session of 

the Louisiana Legislature , the impact of this proposed Rule on 

the family has been considered . It is anticipated that this 

proposed Rule may have a positive impact on family functioning , 

stability o r autonomy as described in R. S . 49 : 972 by reducing 

the financial b urden for health care costs for certain families 

who will now meet the new income standards . 
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In compliance with Act 854 of the 2012 Regular Session of 

the Louisiana Legislature , the poverty impact of this proposed 

Rule has been considered . It is anticipated that this proposed 

Rule may have a positive impact on child , individual , or family 

poverty in relation to individual or community asset development 

as described in R. S . 49 : 973 by reducing the financial burden for 

health care costs for certain families who will now meet the new 

income standards . 

In compliance with House Concurrent Resolution (HCR) 170 of 

the 2014 Regular Session of the Louisiana Legislature , the 

provider impact of this proposed Rule has been considered . It is 

anticipated that this proposed Rule will have no impact on the 

staffing level requirements or qualifications required to 

provide the same level of service , no direct or indirect cost to 

the provider to provide the same level of service , and will have 

no impact on the provider ' s ability to provide the same level of 

service as described in HCR 170 . 

Interested persons may submit written comments to J . Ruth 

Kennedy , Bureau of Health Services Financing , P . O. Box 91030 , 

Baton Rouge, LA 70821-9030 or by email to MedicaidPolicy@la . gov . 

Ms . Kennedy is responsible for responding to inquiries regarding 

this proposed Rule . A public hearing on this proposed Rule is 

scheduled for Tuesday , March 31 , 2015 at 9 : 30 a . m. in Room 118 , 

Bienville Building , 628 North Fourth Street , Baton Rouge , LA . 

At that time all interested persons will be afforded an 
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opportunity to submit data , views or arguments either orally or 

in writing . The deadline for receipt of all written comments is 

4 : 30p . m. on the next business day following the public hearing . 

Kathy H. Kliebert 

Secretary 
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Bobby Jindal 
C< )\'ERN< >R 

~tatt of 'lout~iana 
Department of I Icalth and Hospitals 

Bureau of Hea lth Services Financing 

PUBLIC HEARING CERTIFICATION 
March 31, 2015 

9:30a.m. 

RE: Medicaid Eligibility 
Modified Adjusted Gross Income 
Docket # 033 I 2015-5 
Department of Health and Hospitals 
State of Louisiana 

CERTIFICATION 

Kathy H. Kliebert 
:'ECRI·:T. \RY 

In accordance with LA R.S. 49:950 et seq., the attached public hearing agenda, together 
with one digital recording of the public hearing conducted on March 31, 2015 in Baton 
Rouge, Louisiana constitute the official record of the above-referenced public hearing. 

obert'K. ·Andrepont 
Medicaid Policy and 
Compliance Section 

03-31-15 
Date 

Bienville Building • 628 North 4'" Strccl • P.O. Box ?1030 • Bacon Rouge, Louis iana 70821-9030 
Phone#: 225/342-3891 or #225/342-4072 • Fax#: 225/ 342-9508 • \fi\1'1\.V.DHH.LA.COV 

"An Equa l Opporcunicy Employer'' 



DHH/BHSF PUBLIC HEARING 

topic -Medicaid Eligibility Modified Adjusted Gross Income 

Dat• - March 31, 2015 

PERSONS IN A TIENDANCE 

Name Address Telephone Number ACiENCV or CROUP you represent 

1. fa:J.g N. 4f11 S t-r-€A2X 
~1 n~+-r~ ~c.Dtr B::Lron f<DoJe;, Lft I Cf!i1;;. B66 ,3~-3gg 1 DJ+$' 

2. 

3. 

4. 

5. 

6. 

-
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Bobby Jindal 
GOVERNOR 

~tatt of lLoui~iana 
Department of Health and Hospitals 

Office of the Secretary 

April 6, 20 15 

MEMORANDUM 

TO: The Honorable John A. Alario, President, Louisiana Senate 
The Honorable Chuck Kleckley, Speaker of the House 

Kathy H. Kliebert 
SECRETARY 

The Honorable David Heitmeir, Chair, Senate Committee on Health and Welfare 
The Honorable Scott Simon, Chair, House Committee on Health and Welfare 
The Honorable Jack Donahue, Chair, Senate Finance Committee 
The Honorable James R. "Jim" Fannin, Chairman, House Appropriations Committee 

FROM: Kathy Hr¥ rt(.) 
SecretarY7' ~(6 

RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking 

ln accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended, we are 
submitting the attached documents for the proposed Rule for Nursing Facilities - Per Diem Rate 
Reduction. 

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of 
the Louisiana Register (Volume 41, Number 2). A public hearing was held on March 31 , 2015 at 
which only the Department ofHealth and Hospitals staff were present. No oral testimony was given, 
nor written correspondence received, regarding this proposed Rule. 

The Department anticipates adopting the Notice of intent as a final Rule in the May 20, 2015 issue 
of the Louisiana Register. 

The following documents are attached: 
1. a copy of the Notice oflntent; 
2. the public hearing certification; and 
3. the public hearing attendance roster. 

KHKJWJR!KAH 

Attachments (3) 

Bienville: Building • 628 North 4"' Succt • P.O. Box 629 • Baton Rouge, Louisiana 70821-0629 
Phone:#: 225/342-9509 • Fax#: 225/342-5568 • WWW.DHH.LA.GOV 

"An Equal Opportunity Employer" 



NOTICE OF INTENT 

Department of Health and Hospitals 
Bureau of Health Services Financing 

Nursing Facilities 
Per Diem Rate Reduction 

(LAC 50:II.20005) 

The Department of Health and Hospitals, Bureau of Health 

Services Financing proposes to amend LAC 50 : !! . 20005 in the 

Medical Assistance Program as authorized by R.S. 36 : 254 and 

pursuant to Title XIX of the Social Security Act . This proposed 

Rule is promulgated in accordance with the provisions of the 

Administrative Procedure Act , R.S. 49:950 et seq . 

For state fiscal year 2014-15 , state general funds are 

required to continue nursing facility rates at the rebased 

level. Because of the fiscal const ra ints on the state's budget , 

the state general funds will not be available to sustain the 

increased rate . Consequently , the Department of Health and 

Hospitals, Bureau of Health Services Financing promulgated an 

Emergency Rule which amended the provisions governing the 

reimbursement methodology for nursing facilities in order to 

reduce the per diem rates paid to non-state nursing facilities 

(Louisiana Register, Volume 40, Number 5) . This proposed Rule is 

being promulgated to continue the provisions of the July 1 , 2014 

Emergency Rule . 
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Chapter 200 . 

Title 50 

PUBLIC HEALTH-MEDICAL ASSISTANCE 
Part II. Nursing Facilities 

Subpart 5 . Reimbursement 

Reimbursement Methodology 

§ 20005 . Rate Determination [Formerly LAC SO:VII.1305] 

A . - P .... 

Q. Effective for dat es of service on or afte r July 1 , 

20 14 , the per diem rate paid to non- state nursing facilities , 

shall be reduced by $90 . 26 of the rate in effect on June 30 , 

2014 until such time t hat t he rate is rebased . 

AUTHORITY NOTE : Promu l gated in accordance with R.S . 

36 : 2 54 and Ti tle XIX 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 28 : 1791 (Augus t 2002) , amende d LR 31 : 1 596 

(July 2005) , LR 32 : 2263 (Decembe r 2006) , LR 33 : 2203 (October 

2007) , amended by the Department of Health and Hospitals , Bureau 

of Health Services Financing , LR 36 : 325 (February 201 0) , 

repromulgated LR 36 : 520 (March 2010) , amended LR 36 : 1556 (July 

2010) , LR 36 : 1782 (August 2010) , LR 36 : 2566 (Novembe r 2010) , LR 

37 : 092 (March 2011) , LR 37 : 1174 (April 2011) , LR 37 : 2631 

(September 2011 ) , LR 38 : 1241 (May 2012), LR 39 : 1286 (May 2013) , 

LR 39 : 3097 (November 20 13) , LR 41 : 
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In compliance with Act 1183 o f the 1999 Regular Session of 

the Louisiana Legislature , the impact of this proposed Rule on 

the family has been considered . It is anticipated that this 

proposed Rule will have no impact on family functioning , 

stabil i ty and autonomy as described in R. S . 49 : 972. 

In compliance with Act 854 of the 2012 Regular Session of 

the Louisiana Legi slature , the pover ty i mpact of this proposed 

Rule has been considered . It is anticipated that this proposed 

Rule will have no impact on child , individual , or family poverty 

in relation to individual or community asset development as 

described in R. S. 49 : 973 . 

In compliance with House Concurrent Resolution 170 of the 

2014 Regular Session of the Louisiana Legislature, the provider 

impact of this proposed Rule has been considered . It is 

anticipated that this proposed Ru le will have no impact on the 

staff i ng level requ i rements or qualificat ions required to 

provide the same leve l of service , but may increase the total 

direct and indirect cost of t he provider to provide the same 

level of service due to the decrease in payments . The proposed 

Rule may also have a negative impact on the provider ' s ability 

to provide the same level of service as described in HCR 170 if 

the reduction in payments adversely impacts the provider ' s 

financial standing . 

Interested persons may submit written comments to J . Ruth 
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Kennedy , Bureau of Health Services Financing , P . O. Box 91030 , 

Baton Rouge , LA 70821- 9030 or by email to MedicaidPolicy@la . gov . 

Ms . Kennedy is responsible fo r r esponding to inquiries regarding 

this proposed Rule . A public hearing on this proposed Rule is 

scheduled for Tuesday , March 31 , 2015 at 9 : 30 a . m. in Room 118 , 

Bienville Building , 628 North Fourth Street, Baton Rouge , LA . 

At that time all int erested persons will be afforded an 

opportunity to submit data , views or arguments either orally or 

in writing . The deadline for receipt of all written comments is 

4:30p . m. on the next business day following the public hearing . 

Kathy H. Kliebert 

Secretary 
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Bobby Jindal 
( ;( l\ I It'( lit 

~tate of l.oui,iana 
Department of Heal th and Hospitals 

Bureau of Health Scn·iccs Financing 

PUBLIC HEARI NG CERTIFICATION 
March 31,2015 

9:30a.m. 

RE: Nursing Facilities 
Per Diem Rate Reduction 
Docket # 033 12015-6 
Department of Health and Hospitals 
State of Louisiana 

CERT IFICATION 

Kathy H. KJiebcrt 
:;n lti·T\In 

In accordance wi th LA R.S. 49:950 et seq .. the attached public hearing agenda. together 
with one d igital recording of the public hearing conducted on March 31, 2015 in Baton 
Rouge. Louis iana constitute the official record of the above-referenced public hearing. 

/;?k-
' Robert K. Andrepont 

Medicaid Policy and 
Compl iance Section 

03-3 1-15 
Date 

Tl i~n\'illc Build in~ • 628 Nonh -1'" Street • P.O. llox 91030 • B2ton Rouge, Louc•iana 70821-9030 
J>hnnc #: 2.25/ J-12-3891 or #2.25/ J-12-1072 • F:o.., #: 2.25/ J-12-9508 • WW\LDHH.L.JI .GO' ' 
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DHH/BHSF PUBLIC HEARING 

topic- Nursing Facilities Per Diem Rate Reduction 

Date - March 31, 2015 

PERSONS IN A TIENDANCE 

Name Address Telephone Number AGENCY or CROUP you represent 

1.UJ'(Yt£tre..~ 0:1g JJ. 4& Srr-ee:t 
futon 1<ou8e_, LA 7~ ~:3Jfd.-c38gt :DtPtr 

2. 

P{N/5 ~t!l~!l 1/ '39-~ - ~61 -3 II 

3. 

4. 

5. 

6. 

- ----· - ---
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