To Whom It May Concern:
Well-Ahead Louisiana, an initiative of the Bureau of Chronic Disease Prevention and Health Promotion
within the Louisiana Office of Public Health, submits the following feedback to the Louisiana Office of
Medicaid in response to the “Paving the Way to Healthier Louisiana: Advancing Medicaid Managed
Care” white paper. We appreciate the opportunity to review and provide feedback. If there are any
questions regarding this feedback, please contact wellahead@la.gov.
Re: Response to Medicaid White Paper Section III. b. “Expect MCOs to Operate as Innovators to
Achieve the Triple Aim”
The scope of Well-Ahead Louisiana includes programs focused on several chronic diseases, including
oral health promotion, tobacco prevention and cessation, diabetes prevention and management, and
heart disease prevention and management. Well-Ahead promotes the implementation of several
evidence-based practices recommended by the Centers for Disease Prevention and Control that have
been demonstrated to improve care and health outcomes. The positive impact on patient health
outcomes, as well as the cost-effectiveness of these preventive measures, has been shown in various
settings.
Suggestions to increase MCOs ability to achieve the Triple Aim in regards to chronic disease
health outcomes:
1. Add evidence-based best practices that address chronic disease to the list of recommended
services for MCOs to cover as value-added benefits. The chart below provides additional detail
on each of these best-practices and their potential impact.
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2. Increase reimbursement rate for Diabetes Self-Management Education. Evidence shows that
people who participate in DSME programs have lowered their A1C, have fewer hospital
admissions, and fewer emergency room visits. An economic analysis reported that for every $1
spent on DSME, there was a net savings of $0.44 to $8.76. Louisiana Medicaid reimbursement
currently lags behind regional rates and Federal Medicare rates.

DSME Reimbursement Rate Comparison Table
Code
G0108
G0109

Medicare Louisiana Medicaid Mississippi Medicaid Kentucky Medicaid
$51.60
$15.20
$45.05
$50.50
$13.88
$8.55
$12.13
$13.92
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3. Request additional information related to Medication Therapy Management (MTM) programs.
Currently each MCO is required to have an MTM program, but reimbursement is negotiated
directly with pharmacists or third-party vendors, so rates and eligibility may vary. This makes it
less attractive to pharmacists, as it is difficult for them to determine which patients they can
provide MTM to and be reimbursed. MTM can lead to improved patient adherence and
utilization of medications; increased percentage of patients meeting their treatment goals (e.g.,
blood pressure, blood glucose, cholesterol); reduced drug duplication, harmful side effects, or
interactions between medications, vitamins, and supplements. MTM can lead to greater
medication cost savings, and medical resource cost savings (e.g., fewer emergency department
visits), due to more effective use of drug therapy.
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4. Include a requirement for MCOs to encourage Collaborative Practice Agreements between
providers and local pharmacies. These CPAs empower team-based, patient-centric care. A
2010 study found that patient health improves significantly when pharmacists work with doctors
and other providers to manage patient care; significant findings for improvements in medication
adherence, patient knowledge, and quality of life-general health. Patient care services provided
by pharmacists can reduce fragmentation of care, lower health care costs, and improve health
outcomes. These include: reduced hospitalizations, ER visits, reduced outpatient visits, direct
cost-savings to the patient.
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Re: Response Medicaid White Paper Section III g. What requirements should be placed on
MCOs in terms of utilizing a population health approach to care delivery? What are the key
aspects that should be included within a population health strategic plan?
Suggestions for key aspects to be included within a population health strategic plan:
Well-Ahead recommends that any Population Health plan emphasize the importance of
community-clinical linkages as a key component in the prevention and control of chronic
disease (https://www.cdc.gov/dhdsp/pubs/docs/ccl-practitioners-guide.pdf). The CDC’s National
Center for Chronic Disease Prevention and Health Promotion promotes community-clinical
linkages to help “ensure that people with or at high risk of chronic diseases have access to the
resources they need to prevent, delay, or manage chronic conditions once they occur.” Clinical
outcomes related to heart disease, diabetes, and blood pressure, among others, can benefit
from these partnerships. Similarly, positive lifestyle behavioral changes such as nutrition,
physical activity, and smoking cessation levels have been documented.
Suggestions for requirements to be placed on MCOs for utilizing a population health approach
to care delivery:
Well-Ahead recommends MCOs be required to work with their provider networks to assess
barriers to collaboration with community organizations, at a minimum establishing referrals to

lifestyle behavior programs (National Diabetes Prevention Program, Diabetes Self-Management
Education Programs, Chronic Disease Self-Management Programs). Well-Ahead can provide
assistance with addressing barriers and establishment of additional programs. MCOs should
establish referral protocols with these organizations which will lead to sustainable access .
Re: Response Medicaid White Paper Section III h: Please provide your opinion on whether MCOs
should be required to employ, support, and/or utilize Community Health Workers for certain
populations and care management interventions? Please elaborate.
Well-Ahead supports a requirement for MCOs to employ Community Health Workers to support
chronic disease care. CHW’s are a key component of Population Health, as they serve a unique
role in establishing community-clinical linkages. CHWs’ effectiveness in promoting primary and
follow-up care for preventing and managing disease, have been extensively documented and
recognized for a variety of health care concerns, including asthma, hypertension, diabetes, cancer,
immunizations, maternal and child health, nutrition, tuberculosis, and HIV and AIDS. (citation:
http://www.cdc.gov/dhdsp/docs/chw_brief.pdf). The cost-saving potential of CHWs has been
demonstrated, with some settings seeing as high as 3:1 net ROI. The CHW serves as a
liaison/link/intermediary between health/social services and the community to facilitate access to
services and improve the quality and cultural competence of service delivery. (citation:
https://www.apha.org/apha-communities/member-sections/community-health-workers) CHWs can
serve as members of the primary care team, patient navigators, organizer or patient advocate, or
providing outreach and enrollment for programs or services. In any of these roles, the CHW can
provide feedback to the primary care team that enables the care plan to be more appropriately
tailored to the patient’s needs. The range of capacity allows for MCOs to tailor their CHW program
to meet the needs of their patients. Requiring the use of CHWs will therefore not be overly
restrictive. CHWs, as trusted community members, will increase the capacity of the MCO to connect
patients to community resources that can go beyond direct clinical follow-up and assist the patient
in addressing social determinants of health.
Re: Response to Medicaid White Paper Section i. Increase Focus on Health Equity and Social
Determinants of Health
The Centers for Disease Prevention and Control (CDC), defines health equity as the attainment of the
highest level of health for all people.1 Social determinants of health are conditions in the environments
in which people are born, live, learn, work, play, worship, and age that affect a wide range of health,
functioning, and quality of life outcomes and risks.1
Aside from finding more effective ways to deliver traditional medical care and instituting population
health approaches in identifying subpopulations experiencing health disparities2, research
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demonstrates that improving populations health and achieving health equity will also require
approaches that address social, economic, and environmental factors that influence health.3 These
factors that influence health can include but limited to socioeconomic status, education, neighborhood
environment, employment, social support as well as access to health care.3
Suggestions to increase MCO focus on social determinants of health and improve health equity.
 Leveraging Home & Community-Based Services (HCBS)4
o A home and community-based approach can routinely ensure providers consider an
enrollee’s living in environment, coordinate care, and provide care beyond the
office/clinic/acute care setting increasing the focus on nonmedical factors that influence
health and quality of life.
o Home and community-based approach is shown to be cost efficient with better outcomes
than institutional care.
o Care coordination and case management “hot-spotting” to bridge or improve care
coordination connecting individuals and their communities to reduce-prevent health
episodes and improve quality of life.
o Strategy: Managed Long-Term Services and Supports (MLTSS), holding providers
accountable through performance-based incentives or penalties through realignment to
support the scope of broader health and community.
o More information on Strategy:
 http://www.commonwealthfund.org/~/media/files/publications/issuebrief/2017/nov/machledt_social_determinants_medicaid_managed_care_ib_v2.p
df
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Identifying nonclinical health risks and social needs with targeted providers
o Within the LA Medicaid White Paper, an emphasis was placed on requiring MCOs to
collaborate with high volume providers to develop, promote and implement targeted
evidence-based interventions for sub-populations experiencing health disparities,2
adding nonclinical questions can help identify health risks not traditionally captured in a
standard clinical evaluation.4
o For example, routine screening for food security, screening for domestic abuse, housing
stability, etc.4
o Strategy: Placing requirement of MCOs to implement alternative payment models
(APM) for targeted providers. Alternative payment models requirement can invest in
practices that connect health with nonmedical factors such as those identified in the LA
Medicaid White Paper.
o More information on Strategy:
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Rulemaking to support MCO to cover nontraditional services, social interventions, population
health inventions4,5
o Strategy(ies):
 “In-Lieu-Of” which can count toward capitation rate-setting and services side of
medical loss ratio (MLR). Substituting for services covered in state plan because
of cost effectiveness.
 Value-added services which can count as services for purposes of MLRremoving potential disincentive for plans to cover social interventions.
 Incentivizing or withhold to encourage plan investment in social interventions and
quality metrics linked to specific population health interventions
o More information on Strategies:
 http://www.commonwealthfund.org/~/media/files/publications/issuebrief/2017/nov/machledt_social_determinants_medicaid_managed_care_ib_v2.p
df
 http://www.commonwealthfund.org/publications/fund-reports/2018/jan/socialinteventions-medicaid-managed-care-rate-setting
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