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GLOSSARY

Adverse Action — Any decision by the SMO to deny a service authorization request or
to authorize a service in an amount, duration, or scope that is less than requested. 42
CFR 8438.210(c).

Adverse Determination — An admission, availability of care, continued stay, or other
healthcare service that has been reviewed by the SMO, and based upon the
information provided, does not meet the SMO’s requirements for medical necessity,
appropriateness, healthcare setting, level of care, or effectiveness, and the requested
service is therefore denied, reduced, suspended, delayed, or terminated.

Age Discrimination Act of 1975 — Prohibits discrimination on the basis of age in
programs and activities receiving federal financial assistance. The Act, which applies to
all ages, permits the use of certain age distinctions and factors other than age that meet
the Act's requirements. The Age Discrimination Act is enforced by the Civil Rights
Center.

Age of Majority — Louisiana Civil Code, Article 29, provides that majority is attained
upon reaching the age of eighteen years.

Agent — Any person or entity with delegated authority to obligate or act on behalf of
another party.

Americans with Disabilities Act of 1990 (ADA) — The Americans with Disabilities Act
prohibits discrimination against people with disabilities in employment, transportation,
public accommodation, communications, and governmental activities. The ADA also
establishes requirements for telecommunications relay services.

Appeal — A request for a review of an action pursuant to 42 CFR §438.400(b).

Appeal Procedure — A formal process whereby a member has the right to contest an
adverse determination/action rendered by the SMO, which results in the denial,
reduction, suspension, termination, or delay of healthcare benefits/services. The appeal
procedure shall be governed by federal and Louisiana Medicaid rules and regulations
and any and all applicable court orders and consent decrees.

Basic Behavioral Health Services — services provided in the member's PCP or
medical office by the member’'s (non-behavioral health specialist) physician (i.e., DO,
MD, APRN) as part of routine physician evaluation and management activities (e.g.,
screening, prevention and referral).

Bayou Health — Bayou Health is the way most of Louisiana’s Medicaid and LaCHIP
recipients receive health care services. In Bayou Health, Medicaid recipients have a
choice to enroll in one of several different health plans, each with different provider
networks, referral policies, health management programs, and extra services and
incentives offered. It is designed to improve performance and health outcomes through
the creation of a cost-effective integrated healthcare delivery system, which provides a
continuum of evidence-based, quality-driven healthcare services for Medicaid/CHIP
eligibles.
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Board Certified — An individual who has successfully completed all prerequisites of a
medical specialty board and has successfully passed the required examination for
certification.

Bureau of Health Services Financing (BHSF) — The agency within the Louisiana
Department of Health & Hospitals, Office of Management & Finance that has been
designated as Louisiana’s single state Medicaid agency to administer the Medicaid and
CHIP programs.

Business Day - Traditional workdays include Monday, Tuesday, Wednesday,
Thursday, and Friday. State holidays are excluded and traditional work hours are 8:00
a.m. —5:00 p.m.

Calendar_Days — All seven days of the week. Unless otherwise specified, the term
“days” in this document refers to calendar days.

Call Abandonment - the number of calls abandoned by callers after being placed in the
ACD call queue and before being answered by a live customer service representative.

Can - Denotes a preference but not a mandatory requirement.

Care Coordination — Deliberate organization of member care activities by a person or
entity formally designated as primarily responsible for coordinating services furnished by
providers involved in a member’s care. This coordination may include care provided by
network or non-network providers. Organizing care involves the marshaling of personnel
and other resources needed to carry out all required member care activities; it is often
facilitated by the exchange of information among participants responsible for different
aspects of the member’s care.

Care Management — Overall system of medical management encompassing utilization
management, referral, case management, care coordination, continuity of care and
transition care, chronic care management, quality care management, and independent
review.

Case Management — Refers to a collaborative process of assessment, planning,
facilitation, and advocacy for options and services to meet a member’s needs through
communication and available resources to promote high quality, cost-effective
outcomes. Case management services are defined as services provided by qualified
staff to a targeted population to assist them in gaining timely access to the full range of
needed services; these services may include medical, social, educational, and other
support services. Case management services include an individual needs and diagnostic
assessment, individual treatment plan development, establishment of treatment
objectives, and outcomes monitoring.

Centers for Medicare & Medicaid Services (CMS) — The agency within the U.S.
Department of Health & Human Services that provides administration and funding for
Medicare under Title XVIIl, Medicaid under Title XIX, and the Children’'s Health
Insurance Program under Title XXI of the Social Security Act. This agency was formerly
known as the Health Care Financing Administration (HCFA).

CHIP — The Children’s Health Insurance Program was created in 1997 by Title XXI of
the Social Security Act. This program is known in Louisiana as LaCHIP.
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Chisholm Class Members — All current and future recipients of Medicaid in the State of
Louisiana, under age 21, who are now on, or will in the future be placed on, the
Developmental Disabilities Request for Services Registry.

Claim — A request for payment for benefits received or services rendered.

Clean Claim — A claim that has no defect or impropriety (including any lack of required
substantiating documentation) or particular circumstance requiring special treatment that
prevents timely payment of the claim. It does not include a claim from a provider who is
under investigation for fraud or abuse or a claim under review for medical necessity.

CMS 1500 — A universal claim form, required by CMS, to be used by non-institutional
and institutional providers that do not use the UB-92.

Co-Occurring Disorders (COD) — The presence of mental and substance use
disorders. Clients said to have COD have one or more substance use disorders, as well
as one or more mental disorders.

Contract - A written, signed and statutorily approved agreement related to this RFP.

Contract Dispute - A circumstance whereby the Department and the contractor are
unable to arrive at a mutual interpretation of the requirements, limitations, provisions or
compensation for the performance of services under the contract.

Convicted - A judgment of conviction entered by a federal, state or local court, including
a conviction based on a plea of guilty or nolo contendere, regardless of whether an
appeal from that judgment is pending.

Coordinated System of Care (CSoC) - A component of the Louisiana Behavioral
Health Partnership that is focused on responding to the needs of young people who
have significant behavioral health challenges who are in or at imminent risk of out-of-
home placement, and their families; and is a collaborative effort among families, youth,
the Department of Children and Family Services, the Department of Education, the
Department of Health and Hospitals, and the Office of Juvenile Justice.

Coordination _of Benefits (COB) — Refers to the activities involved in determining
Medicaid benefits when a recipient has other coverage through an individual or group
insurance plan or other program that is liable to pay for the member's healthcare
services.

Corrective Action Plan (CAP) — A plan that is designed to ameliorate an identified
deficiency and prevent recurrence of that deficiency. The CAP outlines all steps/actions
and timeframes necessary to address and resolve the deficiency.

CPT® — Current Procedural Terminology, current version, is a listing of descriptive
terms and identifying codes for reporting medical services and procedures performed by
physicians. DHHS designated the CPT code set as the national coding standard for
physician and other healthcare professional services and procedures under HIPAA.

CSoC Eligible — Children and youth eligible for services under the CSoC.
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Culture - Refers to integrated patterns of human behavior that include the language,
thoughts, communications, actions, customs, beliefs, values, and institutions of racial,
ethnic, religious, or social groups.

Denied Claim — A claim for which no payment is made to the network provider by the
SMO for any of several reasons, including but not limited to, the claim is for non-covered
services, the provider or member is ineligible, the claim is a duplicate of another
transaction, or the claim has failed to pass a significant requirement (or edit) in the
claims processing system.

Department of Health and Human Services (DHHS; also HHS) — The U.S.
government’s principal agency for protecting the health of all Americans and providing
essential human services, especially for those who are least able to help themselves.
DHHS provides oversight for more than 300 programs, covering a wide spectrum of
activities, including medical and social science research; preventing outbreak of
infectious disease; assuring food and drug safety; overseeing Medicare, Medicaid and
CHIP; and providing financial assistance for low-income families.

Dispensing Fee — the fee paid by the Health Plan to reimburse the overhead and labor
expense incurred by pharmacy providers and the professional services provided by a
pharmacist when dispensing a prescription.

Duplicate Claim — A claim that is either a total or partial duplicate of services previously
paid.

Early and Periodic_Screening, Diagnosis _and Treatment (EPSDT) — A federally-
required Medicaid benefit for individuals under age 21 years that expands coverage for
children and adolescents beyond adult limits to ensure availability of: 1) screening and
diagnostic services to determine physical or mental defects and 2) healthcare, treatment,
and other measures to correct or ameliorate any defects and chronic conditions
discovered (42 CFR 8440.40(b)). EPSDT requirements help to ensure access to all
medically necessary healthcare services within the federal definition of “medical
assistance.”

Electronic Health Records (EHR) — A computer-based record containing healthcare
information. This technology, when fully developed, meets provider needs for real-time
data access and evaluation in medical care. Implementation of EHR increases the
potential for more efficient care, speedier communication among providers, and
management of SMOs.

Eligible — An individual qualified to receive services through the SMO, consistent with
any applicable eligibility requirements of DHH, DCFS, 0JJ, LDOE, and the local
education agencies.

Emergency Medical Condition — A medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain), such that a prudent layperson,
who possesses an average knowledge of health and medicine, could reasonably expect
the absence of immediate medical attention to result in: 1) placing the health of the
individual (or, with respect to a pregnant woman, the health of the woman or her unborn
child) in serious jeopardy, 2) serious impairment to bodily functions, or 3) serious
dysfunction of any bodily organ or part.
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Emergency Services — Covered inpatient and outpatient services that are furnished by
a provider who is qualified to furnish these services under 42 CFR 8438.114(a) and
81932(b)(2) of the Social Security Act and that are needed to screen, evaluate, and
stabilize an emergency medical condition.

Emergent — Serious or extreme risk of harm, such as current suicidal ideation with
expressed intentions; recent use of substances resulting in decreased inhibition of
harmful behaviors; repeated episodes of violence toward self and others; or extreme
compromise of ability to care for oneself leading to physical injury.

Encounter Data — Records or data of medically-related services rendered by a provider
to a SMO member on a specified date of service. This data is inclusive of all services for
which there is any financial liability to a provider (Medicaid or non-Medicaid).

Enrollee — A Louisiana Medicaid or CHIP eligible (recipient) who is currently enrolled in
a SMO. This definition may also include a person who is qualified for Medicaid and
whose application has been approved but who may or may not be receiving services.

Enrollment — The process conducted by DHH to enroll a Medicaid or CHIP eligible into
a SMO.

Evidence-Based Practice — Clinical interventions that have demonstrated positive
outcomes in several research studies to assist individuals in achieving their desired
goals of health and wellness.

External Quality Review — An analysis and evaluation by an EQRO, of aggregated
information on quality, timeliness, and access to health care services that an MCO or
PIHP, or their contractors, furnish to Medicaid beneficiaries.

External Quality Review Organization (EQRQO) — An organization that meets the
competence and independence requirements set forth in 42 CFR 8438.354, and
performs EQR and/or other related activities for states with Medicaid managed care
programs.

Experimental Treatment/Service — A procedure or service that requires additional
research to determine its safety, effectiveness, and benefit compared to standard
practices. The available clinical scientific date may be relatively weak or inconclusive.
The term applies only to the determination of eligibility for coverage or payment.

Family — For the purpose of the CSoC, family is defined as the primary care giving unit
and is inclusive of the wide diversity of primary care giving units in our culture. Family is
a biological, adoptive or self-created unit of people residing together consisting of
adult(s) and/or child(ren) with adult(s) performing duties of parenthood for the child(ren).
Persons within this unit share bonds, culture, practices and a significant relationship.
Biological parents, siblings and others with significant attachment to the individual living
outside the home are included in the definition of family. For the purposes of the
psycho-education service“, "family" is defined as the persons who live with or provide
care to a person served on the waiver, and may include a parent, spouse, sibling,
children, relatives, grandparents, guardians, foster parents or others with significant
attachment to the individual. Services may be provided individually or in a group setting.
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Federal Financial Participation (FFP) — Also known as federal match or the
percentage of federal matching dollars available to a state to provide Medicaid and CHIP
services. The Federal Medical Assistance Percentage (FMAP) is calculated annually
based on a formula designed to provide a higher federal matching rate to states with
lower per capita income.

Federal Poverty Level (FPL) — Poverty guidelines issued annually, typically in late
January or early February, by DHHS for the purpose of determining financial eligibility for
certain programs, including Medicaid and CHIP. The guidelines are based on household
size, and are updated from the Census Bureau’s latest published weighted average
poverty thresholds.

Federally Qualified Health Center (FOHC) — An entity that receives a grant under
Section 330 of the Public Health Service Act, as amended (Also see Section
1905(1)(2)(B) of the Social Security Act) to provide primary healthcare and related
diagnostic services to individuals on a sliding fee schedule. The FQHC may also provide
dental, optometric, podiatry, chiropractic, and behavioral health services.

Fee-for-Service (FFS) — A method of provider reimbursement based on payments for
specific services rendered to an enrollee.

FES Provider — An institution, facility, agency, person, corporation, partnership, or
association approved by DHH that accepts payment in full for providing care to a
Medicaid or CHIP eligible person. The amounts paid are specified in the state’s
approved Medicaid reimbursement provisions, regulations, and schedules.

Fiscal Intermediary for Medicaid (FI) — DHH's designee or agent currently responsible
for an array of support services, including MMIS development and support, claims
processing, pharmacy support services, provider support services, financial and
accounting systems, prior authorization and utilization management, fraud and abuse
systems, and decision support.

Fiscal Year (FY) — Refers to budget year. The federal fiscal year (FFY) is October 1
through September 30, and the state fiscal year (SFY) is July 1 through June 30.

Fraud — As it relates to the Medicaid program, an intentional deception or
misrepresentation made by a person with the knowledge that the deception could result
in some unauthorized benefit to him or some other person. It includes any act that
constitutes fraud under applicable federal or state law. Fraud may include deliberate
misrepresentation of need or eligibility, providing false information concerning costs or
conditions to obtain reimbursement or certification, or claiming payment for services
which were never delivered or received.

Full-Time Equivalent Position (FTE) — Refers to the equivalent of one individual full-
time employee who works 40 hours per week. The definition can also include a full-time
primary care physician who delivers outpatient preventive and primary (routine, urgent,
and acute) care for 32 hours or more per week (exclusive of travel time), during a
minimum of four days per week.

GEO Mapping — The process of finding associated geographic coordinates (often
expressed as latitude and longitude) from other geographic data, such as street
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addresses or ZIP codes. With geographic coordinates, the features can be mapped and
entered into Geographic Information Systems or embedded into media.

Go-Live — The date the contract becomes operational, preceded by the Division of
Administration/Office of Contractual Review approval of the contract signed between
DHH-OBH and the SMO.

Healthcare Effectiveness Data and Information Set (HEDIS) — A set of performance
measures developed by the National Committee for Quality Assurance (NCQA). The
measures were designed to help healthcare purchasers understand the value of
healthcare purchases and measure plan (e.g., SMO) performance.

Healthcare Professional — A physician or other healthcare practitioner licensed,
accredited, or certified to perform specified health services consistent with state law.

Healthcare Provider — A healthcare professional or entity that provides healthcare
services or goods.

HIPAA Privacy Rule (45 CFR Parts 160 & 164) - Federal regulations imposing
standards for the privacy of individually-identifiable health information.

HIPAA Security Rule (45 CFR Parts 160 & 164) - Federal regulations requiring
covered entities to maintain reasonable and appropriate administrative, physical, and
technical safeguards to protect the confidentiality, integrity, and availability of their
electronic protected health information against any reasonably anticipated risks.

Home and Community-Based Services Waiver (HCBS) — Under Section 1915 (c) of
the Social Security Act, states may request waivers of statewideness, comparability of
services, and community income and resource rules for the medically needy in order to
develop Medicaid-financed community-based treatment alternatives. Non-state plan
services that may be offered include case management, homemaker/home health aide
services, personal care services, adult day health, habilitation, and respite care. Current
HCBS waivers in Louisiana are New Opportunities Waiver (NOW), Children’s Choice,
Elderly and Disabled Adult Waiver, Adult Day Healthcare, Supports Waiver, Adult
Residential Options, and the pending Coordinated System of Care (CSoC) Severely
Emotionally Disturbed (SED) Children’s Waiver.

ICD-9-CM codes_(International Classification _of Diseases, 9" Revision, Clinical
Modification) — Codes currently used to identify diagnoses. No earlier than October 1,
2015, the ICD-9 code sets used to report medical diagnoses and inpatient procedures
and for billing purposes will be replaced by ICD-10 code sets.

ICD-10-CM _(International _Classification _of Diseases, 10" Revision, Clinical
Modification) — No earlier than October 1, 2015, the ICD-9 code sets used to report
medical diagnoses and inpatient procedures will be replaced by ICD-10 code sets.

IEP_Services — These are specialized educational and related services-included in a
student’s Individualized Education Program (IEP); included, but not limited to are
physical therapy, occupational therapy, speech/language therapy, audiology, special
transportation, nursing services and behavioral health services. The enrolled provider
must be a public school system (LEA) and the provider certifies the state match via
CPE. The LEA bills on a fee-for-service basis through the MMIS claims payment
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system, which makes an interim payment. A cost settlement process occurs at the end
of the year.

Incurred But Not Reported (IBNR) — Services rendered for which a claim/ encounter
has not been received by the SMO.

Plan of Care (PoC) — The Plan of Care identifies the waiver services, as well as other
services and supports that a person needs in order to live successfully in the community
and, therefore, avoid institutionalization. It must reflect the full range of a participant’s
service needs and include both the Medicaid and non-Medicaid services, along with
informal supports that are necessary to address those needs. When non-waiver services
and supports are needed to meet the needs of the participant, their provision must be
monitored. The IPoC must contain, at a minimum, the services that are furnished, the
amount and frequency of each service, and the type of provider to furnish each service.
The IPoC must be revised, as necessary, to add or delete services or modify the amount
and frequency of services. The IPoC must be reviewed at least annually, or whenever
necessary, due to a change in the participant’s needs.

Information Systems (I1S) — A combination of computing hardware and software that is
used in: (a) the capture, storage, manipulation, movement, control, display, interchange,
and/or transmission of information, i.e., structured data (which may include digitized
audio and video) and documents; and/or (b) the processing of such information for the
purposes of enabling or facilitating a business process or related transaction.

Insolvency — A financial condition that exists when an entity is unable to pay its debts
as they become due in the usual course of business, or when the liabilities of the entity
exceed its assets, or as determined by the Louisiana Department of Insurance, pursuant
to Title 22 of the Louisiana Revised Statutes.

Louisiana Children’s Health Insurance Program (LaCHIP) — Louisiana’s name for the
Children’s Health Insurance Plan created by Title XXI of the Social Security Act in 1997.
Provides healthcare coverage for uninsured children up to age 19 through a Medicaid
expansion program up to and including 217% FPL and a separate state CHIP program
for the unborn prenatal option for uninsured pregnant women up to and including 214%
FPL and for children with income from 218% up to and including 255% FPL.

LaCHIP Phase 1V (Prenatal Program) — Louisiana’s separate CHIP (Title XXI) program,
which provides prenatal coverage through the Medicaid delivery system for unborn
children whose uninsured citizen/non-citizen pregnant mothers are ineligible for
Medicaid and have net family income at or below 214% FPL.

LaCHIP Phase V (Affordable Plan) — Louisiana’s separate CHIP (Title XXI) program
that provides health coverage to uninsured children in families with income from 218%
up to and including 255% FPL.

LMHP — A Licensed Mental Health Professional (LMHP) is an individual who is licensed
in the state of Louisiana to diagnose and treat mental illness or substance disorder
acting within the scope of all applicable state laws and their professional license. A
LMHP includes individuals licensed to practice independently:

= Medical Psychologists

» Licensed Psychologists

= Licensed Clinical Social Workers (LCSWSs)
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Licensed Professional Counselors (LPCs)

Licensed Marriage and Family Therapists (LMFTSs)

Licensed Addiction Counselors (LACSs)

Advanced Practice Registered Nurses (must be a nurse practitioner specialist in
Adult Psychiatric & Mental Health, and Family Psychiatric & Mental Health or a
Certified Nurse Specialists in Psychosocial, Gerontological Psychiatric Mental
Health, Adult Psychiatric and Mental Health, and Child-Adolescent Mental Health
and may practice to the extent that services are within the APRN’s scope of practice)

LOCUS (Level of Care Utilization System) — This clinical tool evaluates and
determines level of care placements for psychiatric services.

Louisiana Behavioral Health Partnership - The behavioral health program managed
by DHH-OBH that includes behavioral health services for adults with serious mental
illness (SMI); the child/adult population with specialized behavioral health needs; and a
special target population of children eligible for the Coordinated System of Care (CSoC).
The benefit package for this second population includes inpatient psychiatric care,
emergency room care, substance use services and care by psychiatrists for all adults
and children. It also includes all EPSDT behavioral healthcare services for all Medicaid
children. This population could be referred to as a traditional behavioral health carve-out
program. The Louisiana Behavioral Health Partnership is managed by DHH-OBH, which
oversees the Statewide Management Organization (SMO), the prepaid inpatient health
plan (PIHP) that implements (1) the 1915(b) waiver; (2) the 1915(i) Medicaid State Plan
Amendment for adults with serious mental illness; and (3) the CSoC — 1915(c) SED
children’s waiver. Pending CMS approval, the SMO will be at risk for adult and children’s
services. Adults are eligible under the SMO for Medicaid State Plan services including
care by psychiatrists, inpatient psychiatric care, emergency rooms, and substance use
services. Children are eligible under the SMO for those Medicaid State Plan services as
well as all medically necessary EPSDT services. The SMO will also manage prior
authorization of behavioral health services for non-Medicaid eligible populations served
by DHH-OBH, DCFS, and 0JJ, and funded through state general funds and block
grants, including services for individuals with co-occurring mental health and addictive
disorders.

Louisiana Medicaid State Plan — This is the binding written agreement between DHH
and CMS that describes how the Medicaid program is administered and determines the
covered services for which DHH will receive federal financial participation. Also referred
to as the Medicaid State Plan.

Major Mental Disorder (MMD) — A diagnosable mental disorder commonly associated
with higher levels of impairment, per the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV-TR) or the International Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM) or subsequent revisions of these documents, including
schizophrenia, delusional disorders, psychotic disorders, bipolar disorders, and major,
single, or recurrent depression.

Managed Care Organization (MCO) - An entity that has, or is seeking to qualify for, a
comprehensive risk contract under 42 CFR 8438.2, and that is a Federally qualified
HMO that meets the advance directives requirements of subpart | of 42 CFR 8439; or
any public or private entity that meets the advance directives requirements and is
determined to also meet the following conditions:
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e Makes the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
beneficiaries within the area served by the entity.

e Meets the solvency standards of 42 CFR §438.116.

Mass Media — A method of public advertising used to create SMO name recognition
among a large number of Medicaid/CHIP recipients and educate them about potential
healthcare choices. Examples of mass media are radio spots, television
advertisements, newspaper advertisements, newsletters, and videos in doctors’ waiting
rooms.

Material Change — Material changes are changes affecting the delivery of care or
services provided under the Provider Agreement. Material changes include, but are not
limited to, changes in composition of the provider or contractor network; healthcare
delivery systems, services, or expanded services; benefits; enrollment of a new
population; procedures for obtaining access to or approval for healthcare services; any
and all policies and procedures that require DHH approval prior to implementation; and
the SMO’s capacity to meet minimum enrollment levels. DHH-OBH shall make the final
determination as to whether a change is material.

May - Denotes a preference but not a mandatory requirement.

Medicaid — A means tested federal-state entitlement program enacted in 1965 by Title
XIX of the Social Security Act. Medicaid offers federal matching funds to states for costs
incurred in paying healthcare providers for serving eligible individuals.

Medicaid/CHIP Eligible — Refers to an individual determined eligible, pursuant to
federal and state law, to receive medical care, goods and services for which DHH may
make payments under the Medicaid or CHIP programs.

Medicaid/CHIP Recipient — An individual who has been determined eligible for the
Medicaid or CHIP program that may or may not be currently enrolled in the Program,
and on whose behalf payment is made.

Medicaid Eligibility Determination — The process by which an individual may be
determined eligible for Medicaid or Medicaid-expansion CHIP program.

Medicaid Eligibility Office — DHH offices located within select parishes of the state that
are responsible for making initial and ongoing Medicaid financial eligibility
determinations.

Medicaid Enrollee - Refers to an individual determined eligible, pursuant to federal and
state law, to receive medical care, goods or services for which DHH may make
payments under the Medicaid program, who is enrolled in the Medicaid program, and on
whose behalf payments may or may not have been made.

Medicaid Managed Care Plan - Denotes either a managed care organization, prepaid
inpatient health plan, prepaid ambulatory health plan, or primary care case management
as defined in this Glossary.
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Medicaid Management Information System (MMIS) — Mechanized claims processing
and information retrieval system, which all state Medicaid programs are required to have
and must be approved by the Secretary of DHHS. This system pays claims for Medicaid
services and includes information on all Medicaid providers and enrollees.

Medicaid State Plan — This is the binding written agreement between DHH and CMS
that describes how the Medicaid program is administered and determines the covered
services for which DHH will receive federal financial participation. Also, Louisiana
Medicaid State Plan.

Medical Loss Ratio — The expense ratio of administrative costs to service costs as it
relates to revenue received by the SMO for their capitated rate population.

Medical Record — A single complete record kept at the site of the member’'s
treatment(s) or care management entity, which documents all treatment plans
developed, including, but not limited to, outpatient and emergency medical healthcare
services, provided by the SMO, its contractor, or any out-of-network providers. The
records may be electronic, paper, magnetic material, film or other media. In order to
qualify for reimbursement, the records must be dated, legible and signed or otherwise
attested to, as appropriate to the media, and meet the requirements of 42 CFR 8§456.111
and 42 CFR 8456.211.

Medically Necessary Services — Healthcare services that are in accordance with
generally accepted evidence-based medical standards, or that are considered by most
physicians (or other independent licensed practitioners) within their respective
professional organizations to be the standard of care. In order to be considered
medically necessary, services must: 1) be deemed reasonably necessary to diagnose,
correct, cure, alleviate, or prevent the worsening of a condition or conditions that
endanger life; cause suffering or pain; or have resulted or will result in a handicap,
physical deformity, or malfunction; and 2) not be more costly than an alternative service
or sequence of services at least as likely to produce equivalent therapeutic or diagnostic
results as to the diagnosis or treatment of that patient’s illness, injury, or disease. Any
such services must be clinically appropriate, individualized, specific, and consistent with
symptoms or confirmed diagnosis of the illness or injury under treatment, and neither
more nor less than what the recipient requires at that specific point in time. Services that
are experimental, non-FDA approved, investigational, or cosmetic are specifically
excluded from Medicaid coverage and will be deemed “not medically necessary”. The
DHH-OBH Assistant Secretary and/or Medical Director, in consultation with the Medicaid
Director and/or Medicaid Medical Director, may consider authorizing services at his
discretion on a case-by-case basis.

Medicare — The federal medical assistance program in the United States, authorized in
1965 by Title XVIII of the Social Security Act, to address the medical needs of U.S.
citizens age 65 and older and some people with disabilities under age 65.

Member — Persons enrolled in the SMO.

Member Bill of Rights — 42 CFR 8438.100.

Mercer_(Mercer Government Human Services Consulting) - The consulting firm
with which the state has contracted to provide expertise in specific aspects of
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healthcare management such as actuarial rate development and analysis, encounter
reporting and analysis, healthcare reform and risk adjustment.

Monetary Penalties — Monetary sanctions that may be assessed whenever the SMO,
its providers, or its contractors fail to achieve certain performance measures and other
requirements defined in the terms and conditions of the provider agreement.

Must - Denotes a mandatory requirement.

National Committee for Quality Assurance (NCQA) — A not-for-profit organization that
performs quality-oriented accreditation reviews on health maintenance organizations and
other managed care plans.

Near Real Time — Denoting or relating to information systems that incur a slight delay
between automated data processing and transmission, which shall be within minutes for
the purposes of this RFP.

Network — As used in the Contract, “network” may be defined as a group of participating
providers linked through contractual arrangements to the SMO to supply a range of
behavioral healthcare services. The term “provider network” may also be used.

Network Adequacy — Refers to the network of behavioral healthcare providers for the
SMO (whether in- or out-of-network) that is sufficient in numbers and types of
providers/facilities to ensure that all services are accessible to members without
unreasonable delay. Adequacy is determined by a number of factors, including, but not
limited to, provider/patient ratios, geographic accessibility and travel distance, waiting
times for appointments, and hours of provider operations.

Notice of Action — The purpose of the Notice of Action is to advise the beneficiary of
the action as defined in Section 16 of this RFP and to provide information on the
beneficiary's right to appeal the decision.

Notice to Cure — Notice issued by DHH to inform the SMO of a deficiency or non-
compliance with the RFP or contract requirements. The Notice to Cure specifies a period
of time for the SMO to bring its performance back into compliance with the contract. If
the SMO’s compliance is not corrected within the Notice to Cure time period, the SMO
may face further remediation.

OBH- Office of Behavioral Health, Department of Health and Hospitals; created as a
result of the merger between the Offices of Mental Health and Addictive Disorders.

Original - Denotes must be signed in ink.

Out-of-Home Placements — Arrangements for children and youth that have significant
behavioral health challenges or co-occurring disorders that are in, or at imminent risk of,
placement in any of the following settings including, but not limited to: 1) detention, 2)
secure care facilities, 3) psychiatric hospitals, 4) residential treatment facilities, 5)
developmental disabilities facilities, 6) addiction facilities, 7) alternative schools, 8)
homeless, as identified by LDOE, and 9) foster care.

Ownership Interest — The possession of stock, equity in the capital, or any interest in
the profits of the SMO.
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Performance Improvement Projects (PIPs) — Projects to improve specific quality
performance measures through ongoing measurements and interventions that result in
significant improvement, and which is sustained over time, with favorable effect on
health outcomes and member satisfaction.

Per Member Per Month (PMPM) Rate — The PMPM rate paid to the SMO for the
provision of behavioral health services to SMO members. PMPM refers to the amount of
money paid or received on a monthly basis for each enrolled individual.

Performance Measure — Statement identifying an activity, input, output, outcome,
achievement, ratio, efficiency, or quality to be measured relative to a particular goal or
objective in order to assess performance.

Permanent Supportive Housing — Housing with continued occupancy for a qualified
tenant as long as the tenant’s household pays the rent and complies with the lease or
applicable landlord/tenant laws. The housing is linked with supportive services that are:
flexible and responsive to the needs of the individual; available when needed by tenants;
and accessible where the tenant lives, if necessary. Housing is located primarily in
multi-family rental housing that meets HUD Housing Quality Standards and is made
available by the Louisiana Housing Authority under an approved Housing and Urban
Development (HUD) Public Housing Authority Plan or directly with other qualified
housing organizations. Housing is affordable to the eligible target population (monthly
rent and utilities do not exceed 30% of monthly adjusted income).

Pharmacy Benefits — For the purposes of this RFP and exclusion from core benefits
and services, pharmacy benefits are defined as prescription drugs that are dispensed by
pharmacies.

Pharmacy Benefit Manager — Third party administrator of prescription drug programs.

Plan of Care — Strategies designed to guide the development of an individual-specific
plan to address the behavioral health and natural support needs of the member. Care
plans are intended to ensure optimal outcomes for individuals during the course of their
care.

Policies — The general principles which guide decisions and outcomes; high-level
overall plans embracing general goals and acceptable procedure. As used herein in
reference to DHH, policies are the general principles by which DHH is guided in its
management of the Medicaid program.

Post-stabilization _services - Covered services, related to an emergency medical
condition that are provided after a member is stabilized in order to maintain the stabilized
condition or, under the circumstances described in 42 CFR 8438.114(e), to improve or
resolve the member’s condition.

Prepaid — A method of paying the SMO in advance for the cost of predetermined
benefits for a population group, through premiums, dues, or contributions.

Prepaid Ambulatory Health Plan (PAHP) — an entity contracting with the state that
meets the requirements for a PAHP contained in 42 CFR 8§438.2.
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Prepaid Inpatient Health Plan (PIHP) — an entity contracting with the state that meets
the requirements for a PIHP contained in 42 CFR 8438.2 and that: 1) provides medical
services to enrollees under contract with the state agency, on the basis of prepaid
capitation payments, or other payment arrangements that do not use Medicaid State
Plan payment rates; 2) provides, arranges for, or otherwise has responsibility for the
provision of any inpatient hospital or institutional services for its enrollees; and 3) does
not have a comprehensive risk contract.

Primary Care Case Management - A system under which a PCCM contracts with the
state to furnish case management services to Medicaid beneficiaries as outlined in 42
CFR 8438.2.

Primary Care Provider (PCP) — An individual physician or licensed nurse practitioner
responsible for the management of a member's healthcare, who is licensed and certified
in one of the following general specialties: family practice, general practice, pediatrics,
internal medicine, internal medicine and pediatrics, or obstetrics/gynecology. The
primary care provider is the patient’s point of access for preventive care of an illness and
may treat the patient directly, refer the patient to a specialist (secondary/tertiary care), or
admit the patient to a hospital.

Primary Care Services — Healthcare and laboratory services customarily furnished by,
or through, a primary care provider for diagnosis and treatment of acute and chronic
illnesses, disease prevention and screening, health maintenance, and health promotion,
either by the PCP or through appropriate referral to specialists and/or ancillary providers.

Prior Authorization (PA) — The process of determining medical necessity for specific
services before they are rendered.

Proposer — Entity or company seeking a contract to provide stated deliverables and
services identified within a Request for Proposal document.

Prospective Review — Utilization review conducted prior to an admission or a course of
treatment.

Protected Health Information (PHI) — Individually-identifiable health information that is
maintained or transmitted in any form or medium and for which conditions for disclosure
are defined in the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
and 45 CFR Parts 160 and 164.

Provider - Either (1) for the Fee-For-Service Program, any individual or entity furnishing
Medicaid services under an agreement with the Medicaid agency; or (2) for the Medicaid
managed care plan, any individual or entity that is engaged in the delivery of healthcare
services and is legally authorized to do so by the state in which it delivers services.

Provider Preventable Condition — Preventable healthcare-acquired or other provider-
preventable conditions and events, also known as never events, identified by DHH for
nonpayment, including but not limited to, bed pressure ulcers or decubitus ulcers; or
events such as surgical or invasive procedures performed on the wrong body part or
wrong patient; wrong surgical procedure performed on a patient.

Qualified Service Provider — Any individual or entity that is engaged in the delivery of
behavioral healthcare services that meets the credentialing standards of the SMO and
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all state licensing and regulatory requirements. It also applies to the delivery of Medicaid
services, if certified by the Medicaid agency to participate in the Medicaid program.

Quality — As it pertains to external quality review, the degree to which the SMO
increases the likelihood of desired health outcomes of its members through its structural
and operational characteristics and through the provision of health services that are
consistent with current professional knowledge.

Quality Assessment and Performance Improvement Program (QAPI Program) -
Program that objectively and systematically defines, monitors and evaluates the quality
and appropriateness of care and services and promotes improved patient outcomes
through performance improvement projects, medical record audits, performance
measures, surveys, and related activities.

Quality Management (QM) — The ongoing process of assuring that the delivery of
covered services is appropriate, timely, accessible, available, medically necessary, in
keeping with established guidelines and standards, and reflective of the current state of
medical and behavioral health knowledge.

Readiness Review — Refers to the process where DHH, or its contractor, assesses the
SMO'’s ability to fulfill the requirements of the provider agreement. Such review may
include, but is not limited to, review of proper licensure, operational protocols, SMO
standards, and systems. The review may be completed as a desk review, on-site review,
or combination, and may include interviews with pertinent personnel so that DHH can
make an informed assessment of the SMQO'’s ability and readiness to render services.

Recipient - An individual entitled to benefits under Medicaid of the Social Security Act,
and under the Louisiana Medicaid State Plan who is or was enrolled in Medicaid and on
whose behalf a payment has been made for medical services rendered.

Redacted Copy — The removal of confidential and/or proprietary information from one
copy of a proposal for public records purposes.

Related Party — A party that has, or may have, the ability to control or significantly
influence a contractor; or a party that is, or may be, controlled or significantly influenced
by a contractor. Related parties include, but are not limited to, agents, management
employees, persons with an ownership or controlling interest in the entity, and their
immediate families, contractors, wholly-owned subsidiaries or suppliers, parent
companies, sister companies, holding companies, and other entities controlled or
managed by any such entities or persons.

Relationship — For the purposes of any business affiliations discussed in Section 18, a
director, officer, or partner of the SMO; a person with beneficial ownership of 5% or more
of the SMO’s equity; or a person with an employment, consulting or other arrangement
(e.g., providers) with the SMO obligations under its contract with the state.

Representative — Any person who has been delegated the authority to obligate or act
on behalf of another. Also known as the authorized representative.

Risk — The chance or possibility of loss. Risk is also defined in insurance terms as the
possibility of loss associated with a given population.
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Risk Adjustment — A method for determining adjustments of the PMPM rate that
accounts for variation in health risks among participating SMOs when determining per
capita prepaid payment.

Routine — With regard to urgency of need for services, minimal to low risk of harm, such
as absence of current suicidal ideation; substance use without significant episodes of
potentially harmful behavior.

Rural Area — Refers to any geographic service area defined by the Office of
Management and Budget'’s definition of rural.

Rural Health Center (RHC) — A clinic located in an area with a healthcare provider
shortage that provides primary healthcare and related diagnostic services. It may also
provide optometric, podiatric, chiropractic, and behavioral health services. A RHC must
be reimbursed on a prospective payment basis.

Second Opinion — Subsequent to an initial medical opinion, an opportunity or
requirement to obtain a clinical evaluation by a provider other than the one originally
recommending a proposed health service, to assess the clinical necessity and
appropriateness of the initial proposed health service.

Section 1915(b)(3) — This section of the Social Security Act allows the State to share
cost savings resulting from the use of more cost-effective medical care with members by
providing them with additional services. The savings must be expended for the benefit of
the Medicaid member enrolled in the waiver.

Secure File Transfer Protocol (SFTP) — Software protocol for transferring data files
from one computer to another with added encryption.

Serious Mental lliness (SMI) — As per SAMHSA definition (according to 1915(i) HCBS
Medicaid State Plan Services), SMI is one that resulted in serious functional impairment,
which substantially interfered with or limited one or more major life activities. It requires
the person to have at least one 12-month disorder, other than a substance use disorder,
that met DSM-1V criteria (APA, 1994) and to have serious impairment.

Shall - Denotes a mandatory requirement.
Should - Denote a preference but not a mandatory requirement.

Significant — As utilized in this provider agreement, except where specifically defined,
shall mean important in effect or meaning.

Social Security Act — The Social Security Act of 1935 (42 U.S.C.A. 8§ 301 et seq.) as
amended, which encompasses the Medicaid program (Title XIX) and CHIP Program
(Title XXI).

Solvency — The minimum standard of financial health for a SMO, in which assets
exceed liabilities, and timely payment requirements can be met.

Span _of Control — Information systems and telecommunications capabilities that the
SMO itself operates, or for which it is otherwise legally responsible, according to the
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terms and conditions of the agreement with DHH. The span of control also includes
systems and telecommunications capabilities outsourced by the SMO.

Special Needs — An individual of any age with a mental disability, physical disability, or
other circumstances that place his/her health and ability to fully function in society at risk,
requiring individualized healthcare requirements.

Start Date — The date SMO providers begin providing medical care to their Medicaid
members. Also referred to as “go-live date”

State, state — The State of Louisiana
State Fair Hearing — Requirements for State Fair Hearings. DHH and the SMO shall

comply with the applicable requirements of 42 CFR §431.200(b), §431.220(5), §438.414
and 8438.10(g)(1).

State General Fund (SGF) — Refers to funding appropriated by the state of Louisiana
from non—federal sources.

Stratification — The process of partitioning data into distinct or non-overlapping groups.

Subcontractor - Means any person having a contract to perform work or render service
to contractor as a part of the contractor's agreement arising from this solicitation.

Supplemental Security Income (SSI) — A federal program, which provides a cash
benefit to people who are aged, blind or disabled and who have little or no income or
assets. Louisiana is a “Section 1634" state, and anyone determined eligible for SSI is
automatically eligible for Medicaid.

System Availability — Measured within the SMO'’s information system span of control. A
system is considered not available when a system user does not obtain the complete,
correct full-screen response to an input command within three minutes after depressing
the “Enter” or other function key.

Third Party Liability (TPL) — Refers to the legal obligation of third parties, i.e., certain
individuals, entities, or programs, to pay all or part of the expenditures for medical
assistance furnished under the Medicaid State Plan.

Timely — Existing or taking place within a designated period; or within the time required
by statue or rules and regulations, contract terms, or policy requirements.

Title XI1X — Section of the Social Security Act of 1935 that encompasses and governs the
Medicaid program.

Title XXI — Section of the Social Security Act of 1935 that encompasses and governs the
Children’s Health Insurance Program (CHIP).

TTY/TTD — Telephone typewriter and telecommunication device for the deaf, which
allows for interpreter capability for deaf callers.

Urban Area — Refers to a geographic area that meets the definition of urban area at 8
412.62(f)(1)(ii), which is a metropolitan statistical area (MSA), as defined by the Office of
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Management and Budget. A list of Louisiana parishes in MSAs can be found at
http://www.doa.louisiana.gov/census/metroareas.htm.

Urgent — Moderate risk of harm, such as suicidal ideation without intent; or binge use of
substances, resulting in potentially harmful behaviors without current evidence of such
behavior.

Utilization _Management (UM) — Refers to the process of evaluation of medical
necessity, appropriateness, and efficiency of healthcare services, procedures, and
facilities. UM is inclusive of utilization review and service authorization.

Validation — The review of information, data, and procedures to determine the extent to
which data is accurate, reliable, free from bias, and in accordance with standards for
data collection and analysis.

Will - Denotes a mandatory requirement.

Wraparound Agency (WAA) — WAAs are the locus of accountability for developing a
single plan of care and providing intensive care coordination for children within the CSoC
needing such supports, with the goal of “one family, one plan of care, and one
wraparound facilitator.”
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Glossary of Acronyms

AAHSD - Acadiana Area Human Services District

ACD - Automated Call Distribution

ACT — Assertive Community Treatment

BESE —Louisiana Board of Elementary and Secondary Education
BH — Behavioral Health

BHSF — Bureau of Health Services Financing, Department of Health and Hospitals
CAHSD - Capital Area Human Services District

CANS - Child and Adolescent Needs and Strengths assessment tool
CFR — Code of Federal Regulations

CFT- Child and Family Team

CLHSD - Central Louisiana Human Services District

CMS - Centers for Medicare & Medicaid Services

COB — Coordination of Benefits

COD - Co-occurring Disorders of Mental and Addictive Disorders
CSoC - Coordinated System of Care

DCFS — Department of Children and Family Services

DHH — Department of Health and Hospitals

DHH-OBH — Department of Health and Hospitals-Office of Behavioral Health
DHH-OPH — Department of Health and Hospitals-Office of Public Health
DOA/OCR - Division of Administration, Office of Contractual Review
EBP — Evidence-Based Practices

EPSDT- Early and Periodic Screening, Diagnosis, and Treatment
FFS — Fee-for-Service

Fl — Fiscal Intermediary

FINS — Families in Need of Services

FPHSA — Florida Parishes Human Services Authority

FSO — Family Support Organization

HEDIS — Healthcare Effectiveness Data and Information Set

HIPAA — Health Insurance Portability and Accountability Act

ImCal — Imperial Calcasieu Human Services Authority

IT — Information Technology

JLCB - Joint Legislative Committee on the Budget

JPHSA - Jefferson Parish Human Services Authority

LAN — Local Area Network

LBHP — Louisiana Behavioral Health Partnership

LDOE - Louisiana Department of Education

LEA — Local Education Agency

LGE - Local Governing Entities

MMIS —Medicaid Management Information System

LOC — Level of Care

MHBG — Mental Health Block Grant

MHSD — Metropolitan Human Services District

MST — Multisystemic Therapy

NCQA — National Committee for Quality Assurance

NEDSHA — Northeast Delta Human Services Authority

NLHSD — Northwest Louisiana Human Services District

OBH- Office of Behavioral Health

0JJ - Office of Juvenile Justice

PHI — Protected Health Information

Page 28 of 378



PIHP — Prepaid Inpatient Health Plan

PIP — Performance Improvement Plan

PRTF — Psychiatric Residential Treatment Facility

QA/QI — Quality Assurance/Quality Improvement

QM — Quality Management

RFP — Request for Proposals

RHC/FQHC — Rural Health Clinic/Federally Qualified Health Center
SAMHSA — Substance Abuse and Mental Health Services Administration
SAPT Block Grant — Substance Abuse Prevention and Treatment Block Grant
SCLHSA — South Central Louisiana Human Services Authority

SED - Serious Emotional Disturbance

SFTP - Secure File Transfer Protocol

SMI — Serious Mental lllness

SMO - Statewide Management Organization

SUD - Substance Use Disorder

TANF —Temporary Assistance for Needy Families

TFC — Therapeutic Foster Care

TGH — Therapeutic Group Home

WAA — Wraparound Agency

WF — Wraparound Facilitation
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1.0 GENERAL INFORMATION

1.1

Background

1.1.1.

1.1.2.

1.1.3.

This Request for Proposals (RFP) covers the management of behavioral
health services known as the Louisiana Behavioral Health Partnership
(LBHP) to serve: 1) adults with serious mental illness (SMI) and/or
substance use disorders (SUD); 2) the child and adult population who
have specialized behavioral health needs; 3) eligible youth that are
involved with the Department of Health and Hospitals (DHH), the Office of
Juvenile Justice (0JJ), the Department of Children and Family Services
(DCFS), and/or the Louisiana Department of Education (LDOE); and 4) a
special population of children eligible for the Coordinated System of Care
(CSo0C).

The LBHP aims to improve access to services, quality of care, and
efficiency in the delivery system for all children, youth, and adults eligible
for behavioral healthcare services.

Participating state agencies in the LBHP include:

1.1.3.1. The Department of Health and Hospitals. DHH’s mission is to

protect and promote health and to ensure access to medical,
preventive, and rehabilitative services for all citizens of the State
of Louisiana. DHH is dedicated to fulfilling its mission through
direct provision of quality services, protecting and promoting
health, the development and stimulation of services, and the
utilization of available resources in the most effective manner.
DHH’s responsibilities include administering the state’s Medicaid
program; ensuring and promoting public health through
monitoring, coordination and outreach; maintaining a system for
those with behavioral health needs, including both mental health
and substance use disorders; and providing services for aging
populations and people with developmental disabilities.

1.1.3.1.1. DHH, in addition to encompassing the program offices, has
an administrative office known as the Office of the Secretary
(0S), a financial office known as the Office of Management
and Finance (OMF), and various bureaus and boards. The
Office of the Secretary is responsible for establishing policy
and administering operations, programs, and affairs.

1.1.3.1.2. DHH has designated the DHH-Office of Behavioral Health
(DHH-OBH) as the issuing agency for this RFP. DHH has
also designated DHH-OBH as the agency responsible for
policy direction and oversight of the LBHP. The mission of
DHH-OBH is to lead the effort to build and provide a
comprehensive, integrated, person-centered system of
prevention and treatment services that promote recovery
and resiliency for all citizens of Louisiana. DHH-OBH
assures public behavioral health services are accessible,
have a positive impact, are culturally and clinically
competent and are delivered in partnership with all
stakeholders. DHH-OBH serves adults with a severe mental
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illness, children and adolescents with  serious
emotional/behavioral disorders, and all people experiencing
an acute mental iliness, as well as individuals of all ages with
substance use disorders (SUDs). DHH-OBH is responsible
for planning, developing, operating, and evaluating public
mental health (MH) and substance use disorder (SUD)
services for the citizens of the state.

1.1.3.1.3. DHH-OBH works closely with a system of independent
healthcare districts or authorities (also referred to as local
governing entities or LGEs, which are listed in Table 1
below).

Table 1: LGE Districts/Authorities

Region 1 Metropolitan Human Services District (MHSD)

Region 2 Capital Area Human Services District (CAHSD)

Region 3 South Central Louisiana Human Services Authority (SCLHSA)

Region 4 Acadiana Area Human Services District (AAHSD)

Region 5 Imperial Calcasieu Human Services Authority (ImCal)

Region 6 Central Louisiana Human Services District (CLHSD)

Region 7 Northwest Louisiana Human Services District (NWLHSD)

Region 8 Northeast Delta Human Services Authority (NEDHSA)

Region 9 Florida Parish Human Services Authority (FPHSA)

Region 10 | Jefferson Parish Human Services Authority (JPHSA)

1.1.3.1.4. Within LGEs, services are provided through various
arrangements including state operated, state contracted
services, private comprehensive providers, rehabilitation
agencies, community addiction and mental health clinics,
Licensed Mental Health Professionals (LMHPs), and certified
peer support specialists.

1.1.3.1.5. DHH-OBH advocates that services be delivered in a manner
that is person-centered and which incorporates the person’s
needs and individual goals. The instillation of hope and the
belief that persons can recover from mental health and
substance use disorders is critical in the service planning
process for individuals with behavioral health needs.
Behavioral health supports and services should be rendered
in the least restrictive manner, allowing the person to work
toward increasing levels of independence.

1.1.3.1.6. DHH-OBH is responsible for monitoring, establishing
standards for the operation, contracting, establishing
expectations for service utilization and outcomes, and
measuring outcomes for the LBHP.

1.1.3.1.7. DHH-OBH operates two intermediate/long-term inpatient
care psychiatric hospitals: Eastern Louisiana Mental Health
System in Jackson, Louisiana and Central Louisiana State
Hospital in Pineville, Louisiana. In addition, DHH-OBH has
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1.1.3.2.

1.1.3.38.

1.1.3.4.

Cooperative Endeavor Agreements with four private
hospitals to provide 32 acute beds for adults, 30 acute beds
for children and adolescents, and 20 beds for the adolescent
Developmental Neuropsych Unit.

The Bureau of Health Services Financing (DHH-BHSF) has
oversight responsibilities for all Medicaid programs. DHH-
OBH, as the designated purchaser of managed behavioral
health services for the Louisiana Behavioral Health
Partnership, will work under the oversight of BHSF to assure
compliance with federal rules and regulations.

The Department of Children and Family Services (DCFS) is one of
the administrative departments within the Executive Branch of
state government in Louisiana. The administrative head of the
Department is the Secretary, who is appointed by the Governor.
DCFS provides for the public child welfare functions of the state,
delivering services through a state-administered system of nine
regional offices and 64 parishes. The vision of DCFS is to work to
keep children safe, help individuals and families become self-
sufficient, and provide safe refuge during disasters. The DCFS
population of focus for the LBHP includes children and youth in
custody of the state due to abuse and neglect or at risk of removal
from their families.

The Louisiana Department of Education (LDOE) operates under
the administrative lead of the state Superintendent of Education,
whose function is to execute and implement public educational
policy in accordance with the Louisiana Constitution, legislation,
and regulations under the control and supervision of the state
Board of Elementary and Secondary Education (BESE). LDOE's
mission is maintained through Louisiana Believes, which is the
state’'s comprehensive plan to ensure every Louisiana student is
on track to a college degree or a professional career. Students
learn best when their academic, emotional, physical, and social
needs are met. The LDOE population of focus for the LBHP
includes children and youth who have been identified as having a
disability according to the Individuals with Disabilities Education
Act (IDEA) and have an Individual Education Plan (IEP)
that requires behavioral health services, and children and youth
with behavioral health challenges who are in, or at risk of,
alternative school placement or homelessness, as defined by
LDOE. A strong comprehensive system of learning supports that
addresses barriers to learning and teaching must be at the center
of the state’s education strategy. The successful implementation
of the LBHP will help to eliminate many barriers for these children
and assist LDOE in providing an equal opportunity for success in
local schools.

The Office of Juvenile Justice (0OJJ) is a cabinet-level agency
under the direction of the Deputy Secretary that reports to the
Governor and has policy oversight and support responsibilities for
state programs for youth who are adjudicated delinquent, as well
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as any youth adjudicated of a status offense. OJJ is responsible
for youth assigned to care by the court system, either for
supervision in the community or custody in residential placement
or secure care. 0JJ also provides services to youth under local
court supervision. The Community Services program provides
probation and parole supervision, and coordinates both residential
and non-residential treatment services for adjudicated youth. OJJ
behavioral health services consist of residential services, including
secure care, contracted residential services, community treatment,
and prevention/diversion services. The OJJ population of focus for
the LBHP is youth with serious behavioral health challenges
and/or: 1) on probation or parole supervision; 2) with a status
offense; or 3) at risk of residential placement or those leaving
residential placements.

1.2. Purpose of RFP

1.2.1.

1.2.2.

1.2.3.

1.2.4,

1.2.5.

1.2.6.

The purpose of this RFP is to solicit proposals from qualified behavioral
health managed care entities with a minimum of five years’ experience
and demonstrated success in the provision of statewide managed
behavioral healthcare services with complex, publicly-funded behavioral
health programs, to operate as a pre-paid inpatient health plan (PIHP)
under a capitated payment rate that implements the Medicaid State Plan,
its amendments, and the waivers as detailed in the Scope of Work in
Section 3 of this RFP.

The entity that is awarded the contract under this RFP will be referred to
as the Statewide Management Organization (SMO).

This RFP solicits proposals, defines DHH's minimum service
requirements, details proposal requirements, and outlines the state’s
process for evaluating proposals and selecting the SMO.

Through this RFP, DHH seeks to contract for the needed services and to
give all qualified businesses, including those that are owned by minorities,
women, persons with disabilities, and small business enterprises an
opportunity to do business with the state as the SMO.

Federal authority for DHH to implement the SMO program is contained in
Section 1932(a)(1)(A) of the Social Security Act and 42 CFR Part 438, as
those requirements apply to Medicaid PIHPs.

According to the Centers for Medicare & Medicaid Services (CMS)
approved 1915(b) and (c) waivers and the 1915(i) Medicaid State Plan
Amendment (SPA) for Medicaid members, the SMO shall:

1.2.6.1. Mandatorily assign all eligible Medicaid enrollees as members of

the SMO for services through the LBHP as per the 1915(b)
waiver,;

1.2.6.2. Manage care for eligible children/youth in need of mental health

and substance use disorder services, including children/youth
eligible for CSoC services under the 1915(c) waiver or
functionally eligible through the 1915(b)3 waiver; and
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1.2.7.

1.2.8.

1.2.6.3. Manage behavioral health services for Medicaid adults with

substance use disorders as well as adults with functional
behavioral health needs, including: persons with acute
stabilization needs; persons with SMI (federal definition of
Serious Mental lliness); persons with Major Mental Disorder
(MMD); and adults who have previously met the above criteria
and need subsequent medically necessary services for
stabilization and maintenance on a risk basis through the 1915(i)
SPA. Persons eligible for 1915(i) services may be eligible for
other specialized programs (e.g., Permanent Supportive Housing,
Assertive Community Treatment, etc.).

For non-Medicaid members, the SMO shall be responsible for making
prior authorization determinations based on medical necessity.

This program will seek to continue the work already begun by DHH-OBH
to increase accountability through expanded oversight and utilization
management (UM) by the SMO. Statewide uniformity of services across
programs will be achieved by use of standardized practice guidelines,
including well-defined service definitions and staff qualifications,
evidence-based and informed practices, treatment planning, and outcome
measurement.

1.3. Invitation to Propose

1.3.1.

DHH-OBH invites qualified entities to submit proposals to provide SMO
services in accordance with the specifications and conditions set forth
herein.

1.4. RFP Addenda

1.4.1.

1.4.2.

In the event it becomes necessary to revise any portion of the RFP for
any reason, DHH shall post addenda, supplements, and/or amendments
to the following web addresses:

http://wwwprdl.doa.louisiana.qov/OSP/LaPAC/pubMain.cfm
May also be posted at:
http://new.dhh.louisiana.gov/index.cfm/newsroom/cateqgory/47

It is the responsibility of the proposer to check the websites for addenda
to the RFP, if any.

INTENTIONALLY LEFT BLANK
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2.0 ADMINISTRATIVE INFORMATION

2.1. RFP Coordinator

2.1.1.

2.1.2.

Requests for copies of the RFP and written questions or inquiries must be
directed to the RFP Coordinator listed below:

Mary Fuentes

Title: Contracts/Grants Review Manager
Louisiana Department of Health and Hospitals
628 North 4th Street, Baton Rouge, LA 70802
Telephone Number: (225) 342-5266
Facsimile Number: (225) 342-9046

E-mail: Mary.Fuentes@Ia.gov

This RFP is available at the following web links:
http://wwwprdl.doa.louisiana.qov/OSP/LaPAC/pubMain.cfm
http://new.dhh.louisiana.gov/index.cfm/newsroom/cateqgory/47

All communications relating to this RFP must be directed to the RFP
Coordinator named above. All communications between proposers and
other DHH, DCFS, LDOE, or OJJ staff members concerning this RFP
shall be strictly prohibited. Failure to comply with these requirements shall
result in proposal disqualification.

2.2. Proposer Inquiries

2.2.1.

2.2.2.

2.2.3.

2.24.

DHH will consider written inquiries regarding the requirements of the RFP
or Scope of Services to be provided before the date specified in the
Schedule of Events. To be considered, written inquiries and requests for
clarification of the content of this RFP must be received at the above
address or via email address by the date specified in the Schedule of
Events. Any and all questions directed to the RFP coordinator will be
deemed to require an official response and a copy of all questions and
answers will be posted by the date specified in the Schedule of Events to
the following web link:

http://wwwprdl.doa.louisiana.qov/OSP/LaPAC/pubMain.cfm
May also be posted at:
http://new.dhh.louisiana.gov/index.cfm/newsroom/cateqgory/47

DHH reserves the right to determine, at its sole discretion, the appropriate
and adequate responses to written comments, questions, and requests
for clarification. DHH’s official responses and other official
communications pursuant to this RFP shall constitute an addendum to
this RFP.

Action taken as a result of verbal discussion shall not be binding on DHH.
Only written communication and clarification from the RFP Coordinator
shall be considered binding.

Each proposer should carefully review this RFP, including but not limited
to the pro forma contract, all applicable waivers and State Plan
Amendments, and all Department issued Companion Guides for
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guestions, defects, objections, or any other matter requiring clarification
or correction.

2.2.5. Proposers must notify DHH of any ambiguity, conflict, discrepancy,
exclusionary specification, omission or other error in the RFP by the
deadline for submitting questions. If a proposer fails to notify DHH of
these issues, it will submit a proposal at its own risk, and if awarded a

contract:
2.25.1. Has waived any claim of error or ambiguity in the RFP or
resulting contract;
2.2.5.2. Cannot contest DHH'’s interpretation of such provision(s); and
2.2.5.3. Will not be entitled to additional compensation, relief or time
under the contract by reason of the ambiguity, error, or its later
correction.

2.3. Pre-Proposal Conference
2.3.1. Not required for this RFP.

2.4, Schedule of Events

2.4.1. DHH reserves the right to deviate from the Schedule of Events.
Table 2: RFP Schedule of Events
Schedule of Events
Public Notice of RFP 8/15/2014
Deadline for Receipt of Written Questions 8/22/2014
Deadline for Receipt of Letter of Intent to Propose 8/25/2014
Deadline for DHH Responses to Written Questions 9/1/2014
Deadline for Receipt of follow-Up Written Questions 9/5/2014
Deadline for DHH Response to Follow-Up Written Questions 9/12/2014
Deadline for Receipt of Written Proposals 10/8/2014
4:00 p.m. CT

Initial Proposal Evaluation Begins 10/13/2014
On-Site Proposer Presentations 10/23/2014
Final Proposal Scoring 10/24/2014
Contract Award Announced 10/31/2014
Contract Negotiations Begin 10/31/2014
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Contract Go-Live Date 3/1/2015

2.4.2. DHH will provide the SMO sixty (60) days advance notice of any change
in date that may be required in the SMO readiness review.

INTENTIONALLY LEFT BLANK
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3.0 SCOPE OF WORK

3.1

SMO Project Overview

3.1.1. The SMO will operate as a Prepaid Inpatient Health Plan (PIHP)
healthcare delivery system responsible for providing specified Medicaid
behavioral health core benefits and services included in the Louisiana
Medicaid State Plan and CMS approved waivers to Medicaid recipients.
The intent of this RFP is for DHH-OBH to contract with an SMO to
administer and support behavioral health managed care services for
children and adults. Louisiana’s system reform efforts in support of
effective management of behavioral health services focus on the following
strategies:

3.1.1.1.

3.1.1.2.

3.1.1.3.

3.1.1.4.

3.1.1.5.

3.1.1.6.
3.1.1.7.

3.1.1.8.

3.1.1.9.

3.1.1.10.
3.1.1.11.
3.1.1.12.

3.1.1.13.

Improving access, quality, and efficiency of behavioral health
services for children and youth with specialized behavioral health
needs and adults with SMI and SUD, through management of
these services by the SMO.

Seamlessly coordinating behavioral health services with the
comprehensive healthcare system without losing attention to the
special skills of behavioral health professionals.

Advancing a resiliency, recovery, and consumer-focused system
of person-centered care.

Implementing best, evidence-based and informed practices that
are effective and efficient as supported by the data from
measuring outcomes, quality, and accountability.

Increasing patient quality of care;
Providing outreach and education to promote healthier behaviors;

Achieving better outcomes for behavioral and physical health and
improving quality by measuring these outcomes;

Emphasizing prevention and management of behavioral health
diagnoses;

Increasing patient personal responsibility and self-management;
Reducing the rate of avoidable hospital stays and readmissions;
Decreasing fraud, abuse, and wasteful spending;

Maintaining the CSoC for children/youth and their
families/caregivers, utilizing a family and youth-driven practice
model, providing wraparound facilitation by child and family
teams, that also utilize family and youth supports, and overall
management of these services by the SMO;

Leveraging State General Funds (SGF) to appropriately obtain
Medicaid financing; and
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3.1.2.

3.1.3.

3.1.4.

3.1.5.

3.1.6.

3.1.1.14. Effectively using state, federal, and local resources thereby

creating a more sustainable system with greater accountability for
dollars spent.

Pending CMS approval, DHH shall establish a Per Member Per Month
(PMPM) actuarially sound risk-adjusted rate to be paid to the SMO for all
Medicaid populations. The rates shall not be subject to negotiation or
dispute resolution. The rate is intended to cover all benefits and
management services outlined in the contract.
The SMO assumes full risk for the cost of services for the capitated
populations under the contract and incurs loss if the cost of furnishing
these services exceeds the payment received for providing these
services.
The SMO shall operate a prepaid inpatient health plan (PIHP), as defined
in 42 CFR 8438.2, to provide management of the following criteria and
functions, including but not limited to:

3.1.4.1. 24 hour, 7 days a week toll-free telephone access line for

providers and members;

3.1.4.2. Member services;

3.1.4.3. Care management (CM);

3.1.4.4. Utilization management (UM);

3.1.4.5. Quality management (QM);

3.1.4.6. Grievances and appeals;

3.1.4.7. Provider network management;

3.1.4.8. Member protections, rights and responsibilities;

3.1.4.9. Reporting and monitoring;

3.1.4.10. Implementation planning;

3.1.4.11. Administrative organization;

3.1.4.12. Primary care coordination;

3.1.4.13. Transition planning requirements;

3.1.4.14. Fraud and abuse monitoring and compliance;

3.1.4.15. Technical requirements; and

3.1.4.16. Pharmacy Benefit Management.
The SMO is responsible for coordination and cooperation with DHH-OBH
in the implementation of any court-mandated initiatives.
It is the State’s intent to enter a managed care contract which shall offer

holistic healthcare to its members requiring long-term care, including
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3.1.7.

behavioral health services. The SMO shall be responsible for
coordinating with the new contractor(s) for any records or service
management data required for the transition of members and services to
and from the new contractors’ systems and care management. This will
result in the loss of Per Member Per Month (PMPM) payments to the
SMO for members whom DHH determines to be eligible that are
transitioning out of the LBHP into the new long-term supports and
services system of care and may result in adjustments to the monthly
capitated rate in order to maintain an actuarially sound rate range. The
SMO shall adhere to all transition requirements provided by DHH upon
implementation of the new managed care contract.

Specific scope of work requirements are detailed in the following sections
of this RFP:
3.1.7.1. Section 4 - Health Care Integration
3.1.7.2. Section 5 - Eligibility
3.1.7.3. Section 6 - Staff Requirements and Support Services
3.1.7.4. Section 7 - SMO Reimbursement (i.e., Payment Terms)
3.1.7.5. Section 8 - Covered Benefits and Services
3.1.7.6. Section 9 - Pharmacy Benefit Management
3.1.7.7. Section 10 - Provider Network Requirements
3.1.7.8. Section 11 - Care and Utilization Management
3.1.7.9. Section 12 - Provider Payments
3.1.7.10. Section 13 - Provider Services
3.1.7.11. Section 14 - Enrollment
3.1.7.12. Section 15 - Member Education and Communications
3.1.7.13. Section 16 - Grievance and Appeals Procedures
3.1.7.14. Section 17 - Quality Management
3.1.7.15. Section 18 - Program Integrity
3.1.7.16. Section 19 - Systems and Technical Requirements
3.1.7.17. Section 20 - Claims Management
3.1.7.18. Section 21 - Contract Compliance and Monitoring
3.1.7.19. Section 22 — Remediation
3.1.7.20. Section 25 — Transition Requirements
3.1.7.21. Section 26 — Terms and Conditions
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3.2.

General SMO Requirements

3.2.1.

3.2.2.

In order to participate as the SMO, an entity must:

3.2.1.1.

3.2.1.2.

3.2.1.3.

3.2.1.4.

3.2.15.

3.2.1.6.

3.2.1.7.

3.2.1.8.

Meet the federal definition of a Medicaid PIHP as defined in 42
CFR 8438.2;

Possess an appropriate license or certificate of authority from the
Louisiana Department of Insurance to conduct business in the
state as an insurer, and shall submit this documentation to DHH-
OBH by the date the contract is signed. The SMO shall also meet
all requirements of RS 40:2242;

Meet solvency standards as specified in federal regulations and
Title 22 of the Louisiana Revised Statutes. The SMO shall, at all
times, maintain capitalization and surplus requirements set forth
in La.R.S. 22:254. In addition, the SMO'’s financial solvency shall
be evaluated by the Louisiana Department of Insurance. DHH-
OBH shall review the SMO'’s solvency and financial condition
during the SMO procurement process, quarterly (upon
submission of quarterly financial reports), annually (upon
submission of annual audited financial statements), and upon any
suspicion or findings of possible financial inadequacy for
performance of the contract. The SMO’s ability to demonstrate
adequate financial resources for performance of the contract or
the ability to obtain such resources as required during
performance under the contract shall be given special emphasis;

Meet National Committee for Quality Assurance (NCQA) Health
Plan or Managed Behavioral Healthcare Organization
accreditation requirements, or if not accredited agree to achieve
full accreditation status within nine (9) months of the contract go-
live date unless otherwise approved by DHH-OBH, and once
achieved, maintain accreditation through the life of this contract;

Have a sufficient provider network to meet member needs (See
Section 10 of the RFP for access requirements);

Not have an actual or perceived conflict of interest that would
interfere or give the appearance of possibly interfering with its
duties and obligations under this contract or any other contract
with DHH;

Be a successful proposer, be awarded a contract with DHH,
successfully complete the readiness review prior to the start date
of operations; and

Demonstrate ability to provide core benefits and services to all
assigned members upon completion of the SMO implementation
plan.

The SMO shall be responsible for the administration and management of
the requirements and responsibilities under the contract with DHH and
any and all DHH issued policy manuals and guides. This is also
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3.2.3.

3.2.4.

3.2.5.

3.2.6.

3.2.7.

3.2.8.

3.2.9.

applicable to all subcontractors, employees, agents and anyone acting for
or on behalf of the SMO.

The SMO’s administrative office shall maintain normal business hours of
8:00 a.m. to 5:00 p.m. CT Monday through Friday, excluding recognized
Louisiana state holidays, and be operational on all DHH regularly
scheduled business days. A listing of state holidays may be found at:

http://doa.louisiana.gov/osp/aboutus/2014holidays.htm

The SMO shall maintain appropriate personnel as required in Section 6 of
this RFP.

The SMO shall coordinate with any entity contracted by the state as
directed by DHH-OBH relative to the scope of work of this contract.

The SMO shall comply with all current state and federal statutes,
regulations, and administrative procedures that are or become effective
during the term of this contract. Federal standards governing contracts
with risk-based managed care plans are specified in section 1903(m) of
the Social Security Act and 42 CFR Part 438 and will govern this contract.
DHH-OBH is not precluded from implementing any changes in state or
federal statutes, rules or administrative procedures that become effective
during the term of this contract.

The SMO must maintain policy and procedures concerning advance
directives with respect to all adult individuals receiving services by or
through the SMO in accordance with 42 CFR Part 489 and 42 CFR
8438.6(i)(1) and submit them to DHH-OBH thirty (30) days prior to the
contract go-live date. The written information provided by the SMO must
reflect any changes in Louisiana law as soon as possible, but no later
than ninety (90) days after the effective date of the change.

The Louisiana Department of Insurance (DOI) regulates risk-bearing
entities providing Louisiana Medicaid services as to their solvency.
Therefore, the SMO must comply with all DOI applicable standards,
including adherence to RS 22:842 relative to the state premium tax,
adherence to R.S. 22:571 relative to filing a statement with DOI along
with additional filings as prescribed by the commissioner for the preceding
year, adherence to R.S. 22:572 relative to filing a written catastrophe
plan, and adherence to R.S. 22:673 relative to filing an audited financial
report each year with DOI. In addition, a prepaid entity that participates in
Louisiana Medicaid is required to obtain an insurer license or certificate of
authority from the Louisiana DOI and is regulated by DOI with respect to
licensure and financial solvency. However, with respect to the prepaid
entity’s products and services offered pursuant to the Medicaid program,
it is regulated by DHH, subject to 42 USCA 81396 et seq. and all
applicable federal and state laws, rules, and regulations relating to the
Louisiana Medicaid program.

The CMS Regional Office must approve the SMO contract. If CMS does
not approve the contract entered into under the Terms & Conditions
described herein, the contract will be considered null and void.
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3.2.10. The SMO shall protect confidential information and documents in
accordance with 42 USC 8671(a)(8), 42 USC 85106a, 42 USC §290dd-2,
45 CFR 81355.21, 45 CFR 8205.50, 45 CFR 8§1355.30, 42 CFR Part 2,
La.R.S. 46:56, and 45 CFR Parts 160 and 164, as applicable.

3.2.11. The SMO is required to have the following experience:

3.2.11.1. Five (5) or more years of behavioral health managed care
experience and demonstrated success in its contracts for the
provision of managed behavioral healthcare services with
complex, publicly-funded behavioral health programs, including
the following experience:

3.2.11.1.1. Management of Medicaid and other funding sources not
part of the Medicaid program such as State General Funds
and grant funds; and
3.2.11.1.2. Management of statewide (or substantial portions of a
state) Medicaid managed behavioral healthcare programs.
3.2.11.2. Proven track record in providing services to other governmental

clients and populations similar to the members covered under
this contract as demonstrated by:

3.2.11.2.1.
3.2.11.2.2.

3.2.11.2.3.

3.2.11.2.4.

3.2.11.2.5.

3.2.11.2.6.

3.2.11.2.7.

3.2.11.2.8.

Experience managing care for adults with SMI;

Experience managing care for adults with substance use
disorders;

Experience managing care for children and youth with
specialized behavioral health needs and severe behavioral
health challenges involved with the child welfare and
juvenile justice systems, particularly those at risk of, or
already in, restrictive settings outside their home

Experience in managing care under CMS authorities;

Success in establishing partnerships with governmental
clients representing multiple child-serving agencies, and
engaging community leaders, stakeholders, advocacy
organizations, and providers in the delivery of behavioral
health services;

Success in implementing complex public sector managed
care programs consistent with the time frames listed in the
Schedule of Events of this RFP;

A cohesive, integrated management structure that allows
for timely decision at the local level, within a corporate
framework that provides access to industry-leading tools,
technology, expertise, and oversight; and

A proven reputation for being responsible and reliable in
executing decisions based on values consistent with the
principles and goals defined in this RFP.
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3.2.11.3. Experience successfully collaborating with providers inclusive of:

3.2.11.3.1.

3.2.11.3.2.

3.2.11.3.3.

3.2.11.3.4.

Wraparound Agencies (WAAs), or similar entities that
provide an intensive, individualized care planning and
management process for children and their families;

Consumer and/or family services, such as peer and Family
Support Organizations (FSOs);

Community-integrated, preferably scattered-site, “housing
with supports,” supportive housing, and/or permanent
supportive housing for individuals with behavioral health or
other disabilities; and

Nursing facilities and providers of long-term supports and
services.

3.2.11.4. Experience and demonstrated success in creative approaches to
implementing a coordinated and comprehensive system of
behavioral health services for children, youth, and adults that:

3.2.11.4.1.

3.2.11.4.2.

3.2.11.4.3.

3.2.11.4.4.

3.2.11.4.5.

3.2.11.4.6.

Identifies and implements the preferences of members and
their families in the design of services and supports;

Facilitates the development of consumer and family-led
services, use of peer support, child and family teams for
children and youth, and emphasizes inclusion of natural
supports for people of all ages;

Facilitates the use of self-management and relapse
prevention skills;

Promotes communication and plan of care development
between medical and behavioral health providers;

Addresses the development and maintenance of healthy
social networks, skills, school attendance and
performance, and employment; and

Assists the member with obtaining a stable, safe, and
permanent home.

3.2.11.5. A flexible, responsible member services approach that is
respectful and responsive to callers representing diverse
cultures, and provides clear information on member eligibility and
service access to:

3.2.11.5.1.

3.2.11.5.2.

3.2.11.5.3.

Members with SMI and severe mental health challenges
and/or substance use disorders;

Families that negotiate multiple systems to obtain
appropriate services for their children;

Medicaid eligible youth under age 21 requiring applied
behavior analysis services or with Intellectual or
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Developmental Disabilities (including Chisholm Class
Members); and

3.2.11.5.4. Providers, schools, community organizations, advocates,

3.2.11.6.

3.2.11.7.

3.2.11.8.

3.2.11.9.

members of the general public and others that contact the
SMO.

Experience and demonstrated success in operating a Care
Management/Utilization Management (CM/UM) program that
successfully reduces utilization of inappropriate inpatient
psychiatric hospital care for adults and children and reduction in
the unnecessary use of out-of-home placements for children and
youth.

Experience and demonstrated success in implementing practice
guidelines that promote an evidence-based and informed culture
through provider training and fidelity monitoring.

Experience and demonstrated success in providing a trauma-
informed delivery system through workforce development of staff
and providers.

Experience and demonstrated success in operating a Quality
Management program that focuses on continuous quality
improvement with strategies that:

3.2.11.9.1. Drive accountability and performance;

3.2.11.9.2. Contain valid, reliable metrics for outcome measurement;

3.2.11.9.3. Monitor the impact of clinical and other service decisions

on member and provider satisfaction and outcomes;

3.2.11.9.4. Utilize performance improvement plans and/or corrective

action plans to improve performance; and

3.2.11.9.5. Provide adequate oversight of staff making clinical

3.2.11.10.

decisions through initial orientation, ongoing training, and
formal clinical supervision to ensure that the skills of
clinical staff are consistent with best practices while
continuously improving.

Experience and demonstrated commitment to developing and
managing qualified culturally-competent provider networks that
emphasize expansion of evidence-informed, evidence-based,
and best practices, including community and family-based
services and natural supports, including strategies that:

3.2.11.10.1. Emphasize provider orientation and ongoing training;

3.2.11.10.2. Pay subcontracted providers including incentivizing

specialist providers to join the network, and provide timely
responses to provider questions and concerns; and
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3.2.11.10.3.

Ensure the qualifications of providers meet required
credentialing and certification, including state and federal
requirements.

3.2.11.11.  Administrative efficiency through technology, including:

3.2.11.11.1.

3.2.11.11.2.

3.2.11.11.3.

3.2.11.11.4.

3.2.11.11.5.

3.2.11.11.6.

3.2.11.11.7.

3.2.11.11.8.

A Behavioral Health Management Information System
(MIS) that will electronically and securely interface with the
DHH Medicaid Management Information System (MMIS),
the WAA, and the DHH-OBH data warehouse. The
behavioral health MIS must be capable of interagency
electronic transfer to and from the participating state
agencies (DHH, DCFS, LDOE, and 0JJ) as needed to
support the operations as outlined in the RFP;

A supportive and responsive Behavioral Health
Management MIS and staff;

Automated systems for detection of suspected fraud and
abuse in keeping with state and federal standards and
procedures;

Knowledge and operability of Electronic Health Records
(EHR) systems;

Data-driven approaches to monitor contract requirements
including individualized Plan of Care (POC), treatment
plans, crisis plans, advance directives, network adequacy,
UM and outcomes monitoring;

A Louisiana-based SMO Data Warehouse that supports
guerying and table-creation by DHH-OBH authorized
users;

A secure online web-based portal that allows providers and
state agencies (DCFS, LDOE, DHH, and 0JJ) to
submit and receive responses to referrals and prior
authorizations for services;

Experience and demonstrated success in automated
linkages to online information for transmission of large data
files, such as timely, accurate transmission of encounter
files. The behavioral health MIS will regularly (e.g., bi-
weekly)  electronically  transfer  client/episode-level
recipient, assessment, service, and provider data to the
DHH-OBH data warehouse / business intelligence system
operated by the state for purposes of state and federal
reporting (e.g., SAMHSA National Outcome Measures
(NOMS), Treatment Episode Data Sets (TEDS),
Government Performance Reporting Act (GPRA)), and for
ad hoc reporting as needed by the state for service quality
monitoring and performance accountability;
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3.2.11.11.9. Safeguards to protect the confidentiality of protected health

information in keeping with contemporary HIPAA standards
for privacy, security, and data integrity;

3.2.11.11.10. Experience and demonstrated success in integrating,

analyzing/ reporting, transferring, and managing large
complex data sets;

3.2.11.11.11. Technology supports that drive accurate, timely claims

management and administration operations; and

3.2.11.11.12. Industry-leading reporting capabilities as needed by the

3.2.11.12.

state for effective and efficient management and oversight
of the SMO operations.

A proven track record of being accountable to performance
requirements under large, complex contracts, including:

3.2.11.12.1. Examples of successful achievement of performance

thresholds or guarantees that embody the children/youth
and adults and addiction and mental health system
principles outlined in this contract;

3.2.11.12.2. Acceptance of performance measures, thresholds, and

other requirements described in this contract; and

3.2.11.12.3. Capability to update performance measures as industry

standards and program requirements change.

3.3. CMS Waiver Authorities

3.3.1.

DHH submitted concurrent Medicaid State Plan Amendments and waiver
applications to CMS in March of 2011, and was approved for the
administration of the LBHP. The SMO must manage the LBHP as per the
Medicaid State Plan and amendments and CMS approved waivers. The
currently approved CMS authorities include:

3.3.1.1.

3.3.1.2.

3.3.1.3.

3.3.1.4.

3.3.1.5.

1915(b) prepaid inpatient health plan (PIHP) with mandatory
enrollment and selective services contracting.

1915(c) children’s CSoC Severely Emotionally Disturbed (SED)
Home and Community-Based Waiver.

1915(i) Medicaid State Plan Amendment (SPA) for Adult Mental
Health Rehabilitation services for individuals with Serious Mental
lliness (SMI).

CMS approved DHH amendments for various Medicaid State
Plan service categories.

These concurrent authorities are administered through the
1915(b) authority. The CMS authorities are included in the
Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877 and the
services are detailed in Section 8 of this RFP.
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3.4.

3.3.2. It is the intent of DHH to submit to CMS additional State Plan
Amendments and waiver amendments relative to transforming the
children’s service model no later than December 31, 2015. Pending CMS
approval, the SMO shall be responsible for implementing the enhanced
children’s service array as outlined in Section 8.6 of this RFP. If approval
by CMS is not granted, the SMO shall operate under the current CMS
approved authorities.

3.3.3. The SMO must comply with any changes/amendments to current SPAs or
waivers and shall conform to any new services adopted by an approved
SPA or waiver.

3.3.4. The currently approved 1915(b) waiver had the following number of
eligible children and adults as of February 28, 2014, and includes all
inpatient and outpatient behavioral healthcare for Medicaid eligibles
except for limited basic behavioral healthcare for Bayou Health members:

Table 3: 1915(b) Eligible Children and Adults (Actuals)
Year 1 Year 2
: 3/1/12-2/28/13 3/1/13-2/28/14

Population

Non-Disabled — Child* 679,328 680,578

Non-Disabled — Adult* 144,335 140,537

Foster Care & Disabled Child 57,137 56,723

Disabled Adult 127,295 129,035

CSoC SED 1915(c) Waiver 469 928

Total Annualized Enrollment 1,008,564 1,007,801

*Non-disabled indicates person is not receiving Social Security Income (SSI)

Management of Services for Medicaid Members

3.4.1.

3.4.2.

3.4.3.

The RFP seeks an SMO to manage Medicaid behavioral health services
for children with specialized behavioral health needs, and for adults with
SMI and/or substance use disorders, to promote utilization of best,
evidence-based and informed practices and to improve access and
deliver efficient, high quality services.

The SMO shall be responsible for contracting with providers for the
provision of behavioral health services for this population. In the first two
years of the LBHP, there is a reported caseload of over 85,000 children
served and 106,000 adults.

DHH-OBH recognizes the continued need for development of crisis
intervention and stabilization services through the potential development
of Medicaid State Plan amendments and local collaborations to expand
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3.4.4.

3.4.5.

3.4.6.

3.4.7.

3.4.8.

3.4.9.

3.4.10.

3.4.11.

3.4.12.

and better manage behavioral health issues in the community. The SMO
shall maintain an active role in managing the process to ensure resolution
of behavioral health crises in the community and referral to and
assistance with placement in behavioral health services required by the
individual in need. Regional crisis community collaborations consist of an
array of public and private partners such as law enforcement, emergency
department directors, psychiatric acute wunit directors, coroners,
behavioral health advocates, and peer supports. The SMO shall
familiarize itself with the local crisis collaborative and work with it to
facilitate crisis resolution.

DHH-OBH continues to move toward decreased reliance on institutional
and inpatient level of care for children. The overall goal continues to be
focused on the development of an effective service array for children in
the community and avoiding out-of-home placement whenever possible.
LBHP children/youth with specialized behavioral health needs must be
able to access effective and coordinated services.

The SMO will be responsible for managing Medicaid State Plan services
to the child and adult population for specialized behavioral health needs.
For example, the SMO will implement evidence-based practices for
children including, but not limited to, Multi-Systemic Therapy (MST) and
Functional Family Therapy (FFT), Homebuilders, Trauma Focused
Cognitive Behavioral Therapy (TF-CBA), and other critical evidence-
based and informed services available for children and their families as
provided in the Service Definitions Manual (see Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877).

The SMO shall manage treatment for substance use disorders for
Medicaid members. Substance use services include the American
Society of Addiction Medicine (ASAM) levels of care.

The SMO shall screen members to determine level of need for the
purpose of service authorization based on medical necessity. Based on
this medical necessity determination, the SMO shall authorize Medicaid
State Plan and waiver services as appropriate.

The SMO shall finalize a sustainable treatment plan that is consistent with
the needs of the adult or child and medical necessity guidelines.

The SMO shall contract with providers (including the LGES), and partner
with 0JJ, DCFS, LDOE, and other local stakeholder agencies for intake
of eligible adults and youth.

The SMO shall track and monitor individual members, including but not
limited to the services provided, outcomes, and costs of services.

The SMO shall provide quality assurance (QA) at the local level to
monitor and support development of local provider capacity for the
purpose of filling gaps in service availability.

Management of Services for Children Eligible for the Coordinated System
of Care
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3.4.12.1.

3.4.12.2.

DHH-OBH intends to contract for management of children’'s
behavioral health services for children/youth in or at risk of out-of-
home placement and involved with the state’s child-serving
agencies (DCFS, LDOE, DHH-OBH, and 0JJ) through a
Coordinated System of Care (CSoC).

The goals of CSoC include:

3.4.12.2.1. Reduction in the number of children and youth in detention

and residential settings;

3.4.12.2.2. Reduction of the state’s cost of providing services by

leveraging Medicaid and other funding sources for
previously unallowable services; and

3.4.12.2.3. Improving the overall outcomes of these children and their
caregivers.
3.4.12.3. The CSoC is a research-based model that is part of a national

3.4.12.4.

movement to develop family and youth-driven care and keep
children with severe behavioral health needs at home, in school,
and out of the child welfare and juvenile justice system. The
CSoC also creates partnerships with public and private providers
to form a multi-agency, multi-disciplinary system of care. The
system of care model involves collaboration among agencies,
families, and youth for the purpose of improving access and
expanding the array of coordinated community-based, culturally
and linguistically competent services for CSoC youth and
families.

CSoC is currently organized by the following regions with the
intent to implement the program statewide, pending CMS
approval:

3.4.12.4.1. Region 1 (Orleans Area) including: Jefferson, Orleans,

Plaguemines and St. Bernard parishes.

3.4.12.4.2. Region 2 (Capital area) including: Ascension, East Baton

Rouge (includes Zachary, City of Baker and Central
Community school systems), West Baton Rouge, East
Feliciana, West Feliciana, Iberville, and Pointe Coupee
parishes.

3.4.12.4.3. Region 7 (Alexandria area) including: Avoyelles, Grant,

LaSalle, Vernon, Rapides, Catahoula, Concordia, and
Winn parishes.

3.4.12.4.4. Region 8 (Shreveport area) including: Caddo, DeSoto,

Natchitoches, Red River, Sabine, Bienville, Bossier,
Claiborne, Jackson, and Webster parishes.

3.4.12.4.5. Region 9 (Monroe area) including: Morehouse, Ouachita

(includes the City of Monroe School System), East Carroll,
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3.4.12.5.

3.4.12.6.

3.4.12.7.

Franklin, Jackson, Lincoln, Madison, Richland, Tensas,
Union and West Carroll parishes.

During the first two years of implementation of the LBHP,
approximately 2,250 children and youth were served through
CSoC in the five implemented regions utilizing 1,200 available
slots.

Wraparound facilitation is an intensive, individualized care
planning and management process that addresses the needs of
the youth within the context of the broader family unit. The
organizations providing wraparound facilitation in Louisiana’'s
CSoC are WAAs. WAAs are responsible for developing a single
plan of care and providing intensive care coordination for children
within CSoC.

There is capacity through the 1915(c) waiver to cover up to 2,400
children and youth through CSoC statewide at any given point in
time. The SMO shall reallocate CSoC capacity based on
demand/need.

3.4.12.7.1. The SMO shall be responsible for contracting with WAAs

to provide Wraparound Facilitation (WF) for CSoC eligible
children/youth and their families. WAAs will provide
intensive, individualized care planning and management
through Child and Family Teams (CFT). The SMO shall be
responsible for monitoring and ensuring that the WAAs
adhere to the responsibilities and requirements outlined in
the 1915(c) waiver.

3.4.12.7.2. The SMO will be responsible for training wraparound

3.4.12.8.

facilitators and coaches within the WAAs. The SMO shall
submit its WAA training plan, which shall be consistent with
National Wraparound Initiative (NWI) training standards, to
DHH-OBH for approval within 30 days of the Division of
Administration/Office of Contractual Review (DOA/OCR)
approval of the signed contract.

Families enrolled in CSoC will have access to family and youth
support in accordance with the approved waivers.

3.5.  Management of Services for Uninsured/Non-Medicaid Members

3.5.1.

3.5.2.

This RFP identifies different requirements for management of Medicaid
and uninsured or non-Medicaid populations (hereinafter referred to as
“non-Medicaid”), including payment methods depending on the state
departments providing funding for non-Medicaid members. Payment
terms for services provided to non-Medicaid members is outlined in
Section 7.8 of this RFP.

Non-Medicaid behavioral health services shall be managed for adults with
SMI and/or AD and children not eligible for the CSoC. The SMO shall
promote utilization of evidence-based and best practices and improve
access and deliver efficient, high quality services.
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3.5.3.

3.5.4.

3.5.5.

3.5.6.

3.5.7.

3.5.8.

3.5.9.

Monitoring mechanisms relative to this population shall be in a format and
frequency to be determined by DHH-OBH.

The SMO shall contract with providers (including the LGES), and partner
with OJJ, DCFS, LDOE, and other local stakeholder agencies for intake
of non-Medicaid adults and youth.

The SMO will be responsible for the application of service authorization
criteria based on medical necessity for all behavioral health services
provided to non-Medicaid members, including the state’s contracted
inpatient psychiatric beds.

The SMO shall track and monitor services provided to individual non-
Medicaid members including, but not limited to, the type and duration of
services provided, outcomes, and costs of services.

The SMO shall provide quality assurance (QA) at the local level to
monitor and support development of local provider capacity for the
purpose of filling gaps in service availability for this population.

The SMO shall work with DHH-OBH to establish the framework for
managing care and provider enrollment necessary for the delivery of prior
authorization, screening, assessment, treatment plan development,
concurrent review and referral for non-Medicaid eligible members and
non-Medicaid services.

The SMO will provide the following administrative services to qualified
and enrolled non-Medicaid eligible members, including but not limited to:

3.5.9.1. 24/7 telephonic availability for screening and referral to

emergency services and service providers.

3.5.9.2. Referral to a provider (within the non-Medicaid provider network)

for a comprehensive assessment for clients who are eligible for
further assessment of need for services utilizing approved OBH
instruments, such as the Addiction Severity Index (ASI), the Level
of Care Utilization System (LOCUS) or other DHH-OBH approved
methods (based on DHH-OBH set criteria) as indicated and track
treatment effectiveness before the reauthorization of additional
services.

3.5.9.3. Based on assessment recommendations, authorize the

development of a treatment plan and prior authorize the
appropriate services (service package) available within the
LBHP.

3.5.9.4. Provide client level data on services provided and service

providers including, but not limited to, summary reporting and
trend analysis of services and outcomes.

3.5.9.5. Provide concurrent review and level of care decisions based on

assessments and treatment planning.

3.5.9.6. Enroll into the SMO network existing LGE providers and clinics.
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3.5.10. The SMO shall work with the state to accomplish the comprehensive
management of services to the non-Medicaid SMI and AD populations
throughout the duration of the contract by:

3.5.10.1.

3.5.10.2.

Establishing with DHH-OBH the procedures for enroliment of
existing and future qualified (non-Medicaid eligible), persons as
members. This procedure and qualification/eligibility standards
should parallel enrollment procedures/processes for the LBHP
Medicaid program.

Design credentialing standards for the non-Medicaid providers
that adhere to criteria established by DHH-OBH.

3.5.11. The SMO shall further develop, implement and maintain policies and
procedures and obtain appropriate staffing and resources to ensure the
following requirements are met relative to the non-Medicaid population as
members of the LBHP:

3.5.11.1.

Provider network development as outlined in Section 10 of this
RFP, including but not limited to:

3.5.11.1.1. Education and training to non-Medicaid providers relative

to managed care (e.g., billing and payment practices and
required reporting).

3.5.11.1.2. Incorporation of non-Medicaid providers and services into

3.5.11.2.

3.5.11.3.

3.5.11.4.

3.5.11.5.

3.5.11.6.

the Network Development and Management Plan.

Care and utilization management including, but not limited to,
service authorization, care coordination and transition, and
provider utilization as outlined in Section 11 of this RFP for LBHP
members.

Member Services as outlined in Section 15 of the RFP including,
but not limited to required member education and materials,
provision of a member call center and interpretive services,
maintaining and supplying a provider registry for both Medicaid
and non-Medicaid providers on its website, and notice of provider
termination.

Development of a grievance process for members and providers
similar to the required grievance process outlined in Section 16 of
this RFP. The non-Medicaid grievance process shall be
submitted to DHH-OBH for approval within thirty (30) days of
DOA/OCR approval of the signed contract.

Quality management as detailed in Section 17 of this RFP
relative to LBHP members and providers.

Maintain system functionality for tracking non-Medicaid members
and services including, but not limited to encounter data (referrals
and denials) and other data as requested by DHH-OBH for
monitoring and auditing. Technical requirements for this
population are detailed in Section 19 of this RFP.
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3.6.

Permanent Supportive Housing (PSH)

3.6.1.

3.6.2.

DHH partners with the Louisiana Housing Authority to co-manage the
Permanent Supportive Housing (PSH), a cross-disability program that
provides access to approximately 3,300 affordable housing units and
subsidies statewide, depending upon new programs/voucher availability.
The SMO will be responsible for outreach to potential and current PSH
recipients with behavioral health needs, managing the prior authorization
and referral process for adults and children who qualify for this service as
defined in PSH program policy, assuring service delivery in accordance
with the member's care plan, services authorization as applicable,
specialized care management including responding to tenant-property
manager issues as identified by the PSH program policy, reporting
services utilization data, assuring an adequate network of qualified
service providers are certified to deliver services. The SMO shall:

3.6.1.1. Assist with targeted outreach for the PSH program statewide to

LBHP members, as well as to entities who provide services or
outreach to individuals and households who could benefit from
PSH. This may include, but is not limited to, the nine Continua of
Care throughout the state and their member agencies serving
individuals with SMI, inpatient and residential treatment
providers, discharge planners, the SMO provider network, legal
services organizations, district offices, behavioral health
advocacy organizations, and the criminal justice community.

3.6.1.2. Provide specialized care management to assure certified PSH

providers are assisting members in need of PSH to meet PSH
eligibility requirements, apply for PSH, take the necessary steps
to enter into a lease agreement, move into housing, and assuring
providers deliver post tenancy supports in accordance with the
member’s plan of care including assisting members to meet their
obligations as a tenant.

Maintain regular contact with the PSH program as required by DHH and
the Louisiana Housing Authority (LHA) to meet the terms of the
Cooperative Endeavor Agreement (CEA) (see Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877) and the Interagency
Partnership Agreement between DHH and LHA. SMO duties include
targeted outreach, member referrals, assistance to members in
completing an application for PSH, processing PSH applications, service
authorization and payment, network management, PSH provider
credentialing, eligibility, tracking, reporting, quality management and, if
needed, responding to requests from tenant services management. The
SMO will assign a lead staff member to have overall responsibility for
assuring performance of these tasks, including monitoring to assure the
SMO meets expectations as set forth in the CEA and Interagency
Partnership Agreement, providing feedback to and participating with the
PSH Program in program coordination and the dissemination of
information.
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3.7.

Deliverables

3.7.1.

General Requirements

3.7.1.1.

3.7.1.2.

3.7.1.3.

3.7.1.4.

3.7.1.5.

3.7.1.6.

3.7.1.7.

3.7.1.8.

The SMO shall comply with all the reporting requirements
established by this contract. As per 42 CFR §438.242(a)(b)(1)(2)
and (3), the SMO shall maintain an information system that
collects, analyzes, integrates and reports data that complies with
DHH-OBH, federal reporting requirements, and the requirements
of this RFP.

As specified in Section 19, the SMO shall maintain a SMO Data
Warehouse for reporting purposes which will be accessible by
DHH-OBH approved users for analytics purposes. In addition, the
SMO shall provide the necessary data extracts to the DHH-OBH
Data Warehouse and MMIS as required by this RFP and outlined
in Section 19.

The SMO shall create reports or files (known as Deliverables)
using the electronic formats, instructions, and timeframes as
specified by DHH-OBH and at no cost to DHH-OBH. Any
changes to the formats must be approved by DHH-OBH.

All deliverables should be accompanied with a standard title page
which shall include only the SMO name, name of deliverable as
listed in the RFP, date, date of any subsequent revision, indicate
draft or final version, and the SMO owner/contact person.

In the event that there are no data to report, the SMO shall
submit the standard report title page and a report so stating.

Data submitted by the SMO including, but not limited to, all
documents specified by DHH-OBH, encounter and claims data
and other information required as a deliverable in the contract,
shall be certified. The certification shall attest, based on best
knowledge, information, and belief as to the accuracy,
completeness, and truthfulness of the documents and data. The
SMO shall submit the certification concurrently with the certified
data and documents. This certification shall be in a format
approved by DHH-OBH.

All data and documents requiring certification the SMO submits to
DHH-OBH shall be certified by one of the following: SMQO’s Chief
Executive Officer; SMO’s Chief Financial Officer; or an individual
who has delegated authority to sign for, and who reports directly
to, the SMO'’s Chief Executive Officer or Chief Financial Officer.

The SMO shall prepare and submit any other reports as required
and requested by DHH-OBH, LBHP partners, and/or CMS that is
related to the SMO’s duties and obligations under this contract.
Information considered to be of a proprietary nature shall be
clearly identified as such by the SMO at the time of submission.
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3.7.1.9.

3.7.1.10.

3.7.1.11.

3.7.1.12.

3.7.1.13.

3.7.1.14.

3.7.1.15.

3.7.2. Errors
3.7.2.1.

3.7.2.2.

3.7.2.3.

The SMO shall provide DHH-OBH with a sample of all reports
upon request of DHH-OBH prior to submission of the deliverable.

DHH-OBH reserves the right to request ad hoc reports and/or
deliverables. Due dates will be determined by DHH-OBH in
consultation with the SMO and consideration for the need or
urgency of the ad hoc report/deliverable.

DHH-OBH reserves the right to require additional regularly
scheduled (annually, monthly, weekly, etc.) deliverables beyond
the deliverables outlined in this contract.

Failure to submit deliverables (including ad hoc reports) on or
before the due date and in the correct format may result in
remediation as per Section 22 of this RFP.

The SMO shall submit deliverables as specified in this RFP.
DHH-OBH shall have the right to approve, disapprove or require
modification of these documents.

DHH-OBH reserves the right to request follow-up to any
deliverable. Follow-up may include, but not be limited to,
providing additional information, DHH-OBH on-site monitoring,
tracking of issues identfied in the deliverable, request for
corrective action plan and DHH-OBH monitoring of corrective
action plan, and/or requiring changes to the deliverable.

DHH-OBH reserves the right, at its discretion, to discontinue any
report or deliverable outlined in this RFP.

The SMO agrees to prepare complete and accurate reports for
submission to DHH-OBH. If after preparation and submission, an
SMO error is discovered either by the SMO or DHH-OBH; the
SMO shall correct the error(s) and submit accurate reports for
encounters and all other reports (including ad hoc) within fifteen
(15) calendar days from the date of discovery by the SMO or date
of written notification by DHH-OBH (whichever is earlier).

DHH-OBH may, at its discretion, extend the due date of the
correction if an acceptable corrective action plan has been
submitted and the SMO can demonstrate to DHH-OBH’s
satisfaction the problem cannot be corrected within fifteen (15)
calendar days.

Failure of the SMO to respond within the above specified
timeframes for correction may result in remediation as per
Section 22 of this RFP.

3.7.3. Software Reporting Requirement

3.7.3.1.

All reports submitted to DHH by the SMO must be in format
accessible and modifiable by the standard Microsoft Office Suite
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3.7.4.

3.7.5.

of products, Version 2007 or later, or in a format accepted and
approved by DHH.

3.7.3.2. The system shall make reports available in Microsoft Excel 2007

or later as requested by DHH-OBH when appropriate to report in
Excel format.

Report Submission Timeframes

3.74.1. Appropriate reporting timeframes for quarterly reports will be

established by DHH-OBH or in accordance with the federal
authorities associated with this contract.

3.7.4.2. The SMO shall ensure that all required reports or files, as stated

in this RFP, are submitted to DHH-OBH according to the time
frames as set forth in this RFP or the associated federal
authorities for review and approval unless changed by mutual
agreement of the parties. The SMO'’s failure to submit the
deliverables, reports, or files as specified may result in
remediation as per Section 22 of this RFP.

3.7.4.3. Ad hoc reports shall be submitted upon the agreed date of

delivery.

Deliverable Submissions Table

3.7.5.1. The Deliverable Submissions Table in Appendix C (see

Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877) contains a
summarized list of deliverables, reports, and/or files to be
submitted by the SMO.

3.7.5.2. In the event that a deliverable is not listed in Appendix C but is

included in this RFP or the federal authorities associated with this
contract, the required deliverables in the RFP and federal
authorities override the appendix, and the SMO is not exempt
from the deliverable requirement.

3.8. Term of Contract

3.8.1.

3.8.2.

The term of the contract is anticipated to be March 1, 2015, through
December 31, 2016. DHH reserves the right to revise the anticipated
effective date and/or dates of the enrollment phases to a later date. DHH
will provide the SMO sixty (60) days prior notice of such change to
provide the SMO the opportunity to prepare for the on-site Readiness
Review. The term of this contract is anticipated for a period of twenty-two
(22) months. With all proper approvals and concurrence with the
successful proposer, DHH-OBH may also exercise an option to extend for
up to twelve (12) additional months at the same terms and conditions of
the initial contract term. Adjustments to rates shall be actuarially sound.

Beyond a thirty-six (36) month term, prior approval by the Joint Legislative
Committee on the Budget (JLCB) or other approval authorized by law
shall be obtained. Such written evidence of JLCB approval shall be
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3.8.3.

submitted, along with the contract amendment to the Office of Contractual
Review (OCR) to extend contract terms beyond a thirty-six (36) month
term.

No contract/amendment shall be valid, nor shall the state be bound by the
contract/amendment, until it has first been executed by the head of DHH,
or his designee, and the SMO and has been approved in writing by the
director of the Office of Contractual Review. Total contract term, with
extensions, shall not exceed five (5) years. The continuation of this
contract is contingent upon the appropriation of funds by the legislature to
fulfill the requirements of the contract.

3.9. Subcontracting Information

3.9.1.

3.9.2.

3.9.3.

3.9.4.

The state shall have a single prime contractor, the SMO, as the result of
any contract negotiation, and the SMO shall be responsible for all
deliverables specified in the RFP and proposal. This general requirement
notwithstanding, proposers may enter into subcontractor arrangements;
however, it should be acknowledged in their proposals that total
responsibility for the entire contract lies with the proposer.

If the SMO intends to subcontract for portions of the work, the SMO
should identify any subcontractor relationships and include specific
designations of the tasks to be performed by the subcontractor.
Information required of the SMO under the terms of this RFP shall also be
required for each subcontractor. The SMO shall be the single point of
contact for all subcontract work.

Unless provided for in the contract with the state, the SMO shall not
contract with any other party for any of the services herein contracted
without the express prior written approval of the state.

For subcontractor(s), before commencing work, the SMO will provide
letters of agreement, contracts or other forms of commitment which
demonstrate that all requirements pertaining to the SMO will be satisfied
by all subcontractors through the following:

3.9.4.1. The subcontractor(s) will provide a written commitment to accept

all contract provisions.

3.9.4.2. The subcontractor(s) will provide a written commitment to adhere

to an established system of accounting and financial controls
adequate to permit the effective administration of the contract.

LEFT BLANK INTENTIONALLY
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4.0 HEALTHCARE INTEGRATION

4.1.

Background and Purpose

4.1.1. The SMO shall support the integration of both physical and behavioral
health services through screening and strengthening prevention/early
intervention at the Primary Care Practitioner (PCP) level of care. It is
anticipated that the SMO will work in conjunction with Bayou Health. The
SMO shall develop methods to incentivize PCPs to collaborate with
behavioral health specialists (public or private) to ensure the provision of
services to members as specified in the Medicaid State Plan and
applicable waivers.

4.1.2. Core Concepts of Care Integration

4.1.2.1.

41.2.2.

4.1.2.3.

4.1.2.4.

Enhanced detection and treatment of behavioral health disorders
in primary care settings;

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

Assist members without a diagnosed behavioral health disorder,
who would benefit from psychosocial guidance in adapting to a
newly diagnosed chronic medical disorder, and

Approved communication and consultation by behavioral health
providers with primary care practitioners (PCPs) of co-enrolled
members with co-existing medical and behavioral health
disorders requiring co-management.

4.1.3. Principles that guide operations are as follows:

4.1.3.1.

4.1.3.2.

4.1.3.3.

4.1.3.4.

Mental illness and addiction are healthcare issues and must be
integrated into a comprehensive physical and behavioral
healthcare system that includes primary care settings;

Many people suffer from both mental illness and addiction. As
care is provided, both illnesses must be understood, identified,
and treated as primary conditions;

The system of care will be accessible and comprehensive, and
will fully integrate an array of prevention and treatment services
for all age groups. It will be designed to be evidence-informed,
responsive to changing needs, and built on a foundation of
continuous quality improvement;

It is important that relevant clinical information is accessible to
both the primary care and behavioral health providers consistent
with federal and state laws and other applicable standards of
medical record confidentiality and the protection of patient
privacy.
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4.2. Scope of Work

42.1. The SMO shall strongly support the integration of both physical and
behavioral health services through:

4.2.1.1.

4.2.1.2.

4.2.1.3.

4.2.1.4.

4.2.1.5.

4.2.1.6.

4.2.1.7.

4.2.1.8.

4.2.1.9.

4.2.1.10.

Encouraging screening and strengthening prevention/early
intervention at the PCP level of care;

Educating LBHP members and providers regarding appropriate
utilization of emergency room (ER) services, including referral to
community behavioral health specialists for behavioral health
emergencies, when available and appropriate;

Identifying shared members (i.e., those members receiving both
Bayou Health managed primary medical care and SMO-managed
specialty behavioral healthcare) who use emergency department
(ED) services to assist in scheduling follow-up care with PCP
and/or appropriate SMO-contracted behavioral health specialists;

Tracking names of shared members who visit ED/ER, generate
and distribute monthly reports to Bayou Health that include
names of members and dates of service;

Ensuring referral, continuity and coordination of care for
members who have been screened positive or determined as
having need of specialized medical health services or who may
require inpatient/outpatient medical health services. These
activities must include referral and follow-up for member(s)
requiring medical services. An approved “SMO and Bayou
Healthcare Plan Coordination of Care” referral form should be
used;

Utilization of a Pharmacy Benefit Management program by the
SMO for members of the LBHP when ordered by a covered
prescriber including psychiatrists, medical psychologists and
Advanced Practice Registered Nurses (APRNSs) with a psychiatric
specialty as defined under LMHP;

SMO Care Managers utilization of secure email to provide notice
to referring Bayou Health Plan Care Manager that a Coordination
of Care Referral Form was received, and will contact Bayou
Health Plan Care Manager within 3 business days of receipt of
referral for routine referrals and within one business day, if
referral is marked “urgent;”

Documenting authorized referrals in the SMO’'s clinical
management system;

Developing capacity for enhanced rates or incentives for
integrated care by providers;

Documenting the member’'s PCP in the Care Management record
or, if none, follow up on the PCP referral as part of the ongoing
care management process, thus ensuring that each member has
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4.2.1.11.

4.2.1.12.

4.2.1.13.

4.2.1.14.

4.2.1.15.

4.2.1.16.

4.2.1.17.

4.2.1.18.

an ongoing source of primary care appropriate to his or her
needs, and a person or entity formally designated as primarily
responsible for coordinating the healthcare services furnished to
the member;

Providing or arranging for training of SMO providers and Care
Managers on identification and screening of medical/physical
health conditions and referral procedures;

Distributing Release of Information forms as per 42 CFR
8431.306, and provide training to SMO providers on its use;

Dedicating two (2) full time SMO Care Coordinators to Bayou
Health matters;

Implementing rounds with behavioral health-pregnancy specialist
at least twice monthly;

Conducting Case Management rounds at least monthly with each
Bayou Health plan;

Developing and implementing a case management program
through a process which provides that appropriate and cost-
effective medical services, social services, and behavioral health
services are identified, planned, obtained and monitored for
identified members who are high risk or have unique, chronic, or
complex needs; and

Participating in regular collaborative meetings yearly, which
include Bayou Health, DHH-OBH, and other DHH representatives
for the purpose of coordination and communication.

Behavioral health consultation services:

4.2.1.18.1. The SMO shall use dedicated Masters level clinicians as

integrated care managers. The role of the care manager
will be to provide concise clinical summaries to consulting
behavioral health physicians, provide oversight to ensure
consultation activities are recorded in the medical record,
provide information to patients, and provide support to
primary care staff.

4.2.1.18.2. Using a team approach, the SMO shall deploy

“navigators,” such as certified peer specialists, to help
members navigate the healthcare system. Navigators
could be  clinical social workers, nurses or
paraprofessionals. A navigator’s functionality can range
from simply helping individuals to seek care, to interacting
with their healthcare providers on their behalf, and/or to
improving home and community-based support for their
clients. Navigators also foster patient engagement.
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4.3.

4.4,

Federal Authorities

4.3.1.

4.3.2.

In developing an integrated care model, DHH may amend or apply for any
federal authority in order to implement integration efforts, including but not
limited to waivers and/or Medicaid State Plan amendments.

The SMO shall comply with all applicable federal, state and local laws,
rules and regulations, which are incorporated, as amended or revised
from time to time, in connection with the performance of its obligations
under the contract.

Contract Amendments

4.4.1.

4.4.2.

4.4.3.

DHH-OBH reserves the right to amend this contract at any time for the
purpose of further enhancing primary and behavioral healthcare
integration within the intent of this section.

Upon CMS approval of new Medicaid authorities, or changes to the
waivers or Medicaid State Plan for the purpose of integrating physical
and behavioral healthcare, the contract shall be amended in order for the
State to come into compliance with federal requirements.

Payment for integrated healthcare services shall be in accordance with
appropriate CMS approved authorities.

LEFT INTENTIONALLY BLANK
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5.0 ELIGIBILITY

5.1.

5.2.

5.3.

5.4.

Eligibility Determinations

5.1.1.

5.1.2.

5.1.3.

5.1.4.

DHH determines eligibility for Medicaid and CHIP for all coverage groups.
DHH does not determine eligibility needed for Supplemental Security
Income (SSI), Temporary Assistance for Needy Families (TANF) (which is
known in Louisiana as the Family Independence Temporary Assistance
Program (FITAP)), and Foster Care/children in out-of-home placement.

The Social Security Administration (SSA) determines eligibility for SSI
and the Louisiana Department of Children and Family Services (DCFS)
determines eligibility for TANF/FITAP and Foster Care.

Once an applicant is determined eligible for Medicaid or CHIP by DHH,
SSA or DCFS, the pertinent eligibility information is entered in the
Medicaid Eligibility Determination System (MEDS).

DHH may add, delete, or otherwise change mandatory, voluntary opt-out,
voluntary opt-in, and excluded populations. If changed, the contract shall
be amended and the SMO given sixty (60) days advance notice when
possible. The SMO shall adhere to all transition requirements provided
by DHH upon implementation of such changes, including coordination of
any data or records exchanges.

Duration of Medicaid Eligibility

5.2.1.

5.2.2.

5.2.3.

Children under age 19 enrolled in Medicaid or CHIP receive 12 months
continuous eligibility, regardless of changes in income or household size.

Individuals who attain eligibility due to a pregnancy are guaranteed
eligibility for comprehensive services through two months post-partum or
post-loss of pregnancy.

Renewals of Medicaid and CHIP eligibility are conducted annually and do
not require a face-to-face interview or signed application as DHH may
conduct ex parte renewals, Express Lane Eligibility (ELE) renewals for
children under age 19 receiving Supplemental Nutrition Assistance
Program (SNAP) benefits, and telephone renewals.

Eligibility Criteria

5.3.1.

Eligibility criteria for enrollment in the Louisiana Behavioral Health
Program are the same as the eligibility criteria for the Louisiana Medicaid
and Louisiana CHIP Programs.

Included LBHP Populations

5.4.1.

Medicaid groups participating in the LBHP include the following children
who are:

54.1.1. Non-Disabled ages 0-20;
5.4.1.2. Disabled or in foster care ages 0-20;

5.4.1.3. Persons dually enrolled in Medicare and full Medicaid;
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Note: Medicaid-unique behavioral health services shall be paid by
the SMO for dually eligible child populations with full Medicaid
benefits. For dually eligible individuals, Medicare “crossover”
claims (claims that include primary payment from Medicare) for
Inpatient, Outpatient, Emergency Room and Professional services
are excluded from coverage under the capitation rates. These
services will be administered separately by the Medicaid Fiscal
Intermediary from the services covered under the capitation rates
effective under this contract.

54.1.4. In LaCHIP Phases I-lll — Title XIX Medicaid Expansion CHIP
Program covering children under age 19;

5.4.1.5. In LaCHIP Phase IV - Separate Title XXI CHIP program covering
pregnant women under age 21;

5.4.1.6. In the LaCHIP Phase V — Separate Title XXI CHIP program
covering children under age 19; and

5.4.1.7. Age 0-20 and meet a hospital or nursing facility level of care but
are receiving home and community-based services through the
1915(c) waiver and are not otherwise eligible for Medicaid.

5.4.2. Medicaid groups participating in the LBHP include the following adults
who are:

5.4.2.1. Non-disabled ages 21-64;

5.4.2.2. Over age 65;

5.4.2.3. Disabled ages 21-64; and

5.4.2.4. Age 19 or older, not otherwise eligible for Medicaid, who meet
1915(i) level of need and Medically Needy financial criteria.

5.4.2.5. Persons dually enrolled in Medicare and full Medicaid;
Note: Medicaid-unique behavioral health services shall be paid by
the SMO for dually eligible child populations with full Medicaid
benefits. For dually eligible individuals, Medicare “crossover”
claims (claims that include primary payment from Medicare) for
Inpatient, Outpatient, Emergency Room and Professional services
are excluded from coverage under the capitation rates. These
services will be administered separately by the Medicaid Fiscal
Intermediary from the services covered under the capitation rates
effective under this contract.

5.4.3. Permanent Supportive Housing eligibility within the LBHP is based on the
following criteria:
5.4.3.1. Member is in need of PSH as defined in PSH program policy.
5.4.3.2. Medicaid adult and child members are eligible for 1915(i) SPA

services or other behavioral health service managed by the SMO
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that includes long term supportive services necessary for
successful tenancy.

5.4.4. Non-Medicaid child and adult populations are eligible for services through
the LBHP, but shall be excluded from Medicaid payment. Additional
details and revisions regarding this population shall be provided by DHH-
OBH, 0JJ, DCFS, and LDOE as needed.

5.5. Excluded LBHP Populations

5.5.1. Medicaid groups excluded from participating in the LBHP include the
following child/youth populations:

5.5.1.1. Eligible under the Refugee Cash/Medical Assistance program;

5.5.1.2. Eligible for Tuberculosis-related services only program;

5.5.1.3. Eligible under the Medicare Savings Program (Qualified Medicare
Beneficiary, Specified Low-Income Medicare Beneficiary,
Qualified Individuals, and Qualified Disabled Working
Individuals);

5.5.1.4. Eligible under the Emergency Services Only program (aliens who
do not meet Medicaid citizenship/ 5-year residency
requirements);

5.5.1.5. Eligible under the Long-Term Care Medicare Co-insurance
program;

5.5.1.6. Eligible under the Section 1115 Greater New Orleans Community
Health Connection Waiver;

5.5.1.7. Medically Needy Spend-down individuals;

5.5.1.8. Eligible under the Family Planning Eligibility Option (FPEO) that
provides family-planning-services; and

5.5.1.9. Any Medicaid eligible person during a period of incarceration.

5.5.2. Medicaid groups excluded from participating in the LBHP include the
following adult populations:

5.5.2.1. Eligible under the Refugee Cash/Medical Assistance program;

5.5.2.2. Eligible for Tuberculosis-related services only program;

5.5.2.3. Eligible under the Medicare Savings Program (Qualified Medicare
Beneficiary, Specified Low-Income Medicare Beneficiary,
Qualified Individuals, and Qualified Disabled Working
Individuals);

5.5.2.4. Eligible under the Emergency Services Only program (aliens who
do not meet Medicaid citizenship/5-year residency requirements);

5.5.2.5. Eligible under the Long-Term Care Medicare Co-insurance

program;
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5.5.2.6.

55.2.7.

5.5.2.8.
5.5.2.9.

5.5.2.10.

5.5.2.11.

5.5.2.12.

Eligible under the Program of All-Inclusive Care for the Elderly
(PACE), a community-based alternative to placement in a nursing
facility that includes a complete “managed care” type benefit
combining medical, social and long-term care services;

Eligible under the Section 1115 Greater New Orleans Community
Health Connection Waiver;

Medically Needy Spend-down individuals;

Eligible under the Family Planning Eligibility Option (FPEO) that
provides family-planning-services;

Adults residing in Intermediate Care Facilities for People with
Developmental Disabilities (ICF/DD);

Non-Medicaid adult on the eligibility file who is eligible for a Low-
Income Subsidy program administered by the Social Security
Administration; and

Any Medicaid eligible person during a period of incarceration.

LEFT INTENTIONALLY BLANK
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6.0 STAFF REQUIREMENTS AND SUPPORT SERVICES

6.1.

General Requirements

6.1.1.

6.1.2.

6.1.3.

6.1.4.

6.1.5.

6.1.6.

6.1.7.

Sixty (60) days prior to contract go-live, the SMO shall have in place the
organizational, operational, managerial, and administrative systems
capable of fulfilling all contract requirements. The SMO shall be staffed by
gualified persons in numbers appropriate to the SMO'’s size of enroliment.

The SMO shall provide a listing of LBHP dedicated corporate resources
to DHH-OBH upon request.

The SMO shall require and provide documentation that all staff have the
training, education, experience, orientation, and credentialing, as
applicable, to perform assigned job duties. The SMO shall maintain
current organization charts, resumes, and written job descriptions for both
key staff and consultants. All information shall be made available to DHH-
OBH upon request.

The SMO shall operate the program through an entity authorized to do
business in Louisiana. DHH believes maintaining a presence in Louisiana
is vital to the successful fulfilment of the terms of the contract and
essential that the proposer have offices within close proximity to DHH's
headquarters in order to facilitate oversight of the SMO with face to face
meetings, on site record and system reviews, audits, SMO staff trainings
and monitoring of operations such as the Louisiana-based call
center. DHH-OBH shall approve the location of the SMO headquarters
based on travel time and distance from the DHH headquarters. This site
shall be a smoke-free environment. The SMO shall employ and contract
with individuals in accordance with requirements outlined in Section 18:
Program Integrity of this RFP, including employee screens for exclusion
and criminal background checks.

The SMO must employ sufficient staffing and utilize appropriate
resources to achieve contractual compliance. The SMO’s resource
allocation must be adequate to achieve outcomes in all functional areas
within the organization. Adequacy will be evaluated based on outcomes
and compliance with contractual and DHH policy requirements, including
the requirement for providing culturally competent services. If the SMO
does not achieve the desired outcomes or maintain compliance with
contractual obligations and DHH-OBH determines this is due to lack of
resources, additional monitoring of resource allocation may be employed
by DHH-OBH, including but not limited to requiring the SMO to hire
additional staff.

The SMO shall be responsible for any additional costs associated with
on-site audits or other oversight activities as determined by DHH that
result when required systems are located outside of the state of
Louisiana.

The SMO shall remove or reassign, upon written request from DHH, any
SMO employee or subcontractor employee that DHH deems to be
unacceptable.

Page 67 of 378



6.2.

6.1.8.

6.1.9.

6.1.10.

The SMO may terminate any of its employees designated to perform work
or services under this contract, as permitted by applicable law.

The SMO shall attest that they shall not employ or contract with or have a
financial relationship with any employee or former employee of the state
who participated in discussions regarding or assisted in the drafting of this
RFP within the prior two (2) years from the date the signed contract is
approved by DOA/OCR.

The SMO shall provide details on support functions domiciled and
managed outside of Louisiana, including corporate functions as
applicable. Details shall include the percentage of support services
allocated outside of Louisiana compared to services provided in state,
and staff time allocated with the associated out-of-state tasks.

Key Staff Positions

6.2.1.

6.2.2.

6.2.3.

6.2.4.

6.2.5.

6.2.6.

6.2.7.

6.2.8.

The SMO shall employ key staff to work full-time (full-time equivalent per
position) at a location approved by DHH-OBH.

An individual staff member is limited to occupying a maximum of two of
the key staff positions listed below for a period up to six (6) months unless
prior approval is obtained by DHH-OBH or otherwise stated below.

The SMO shall provide DHH-OBH, upon request, with the opportunity to
pre-approve key staff prior to hire.

The SMO shall inform DHH-OBH in writing when an employee leaves one
of the key staff positions listed below (this requirement does not apply to
additional required staff, also listed below). The name of the interim
contact person should be included with the notification. This notification
shall take place within five (5) business days of the
resignation/termination.

Replacement of key staff positions shall require prior written approval
from DHH-OBH which will not be unreasonably withheld provided a
suitable candidate is proposed. The SMO shall replace any of the key
staff with a person of equivalent experience, knowledge, and talent.

If key staff are not available for work under this contract for a continuous
period exceeding thirty (30) days, or are no longer working full-time in the
key position, the SMO shall notify DHH-OBH within five (5) days after the
date of notification by the key staff of the change in availability or change
in full-time employment status to the SMO.

The SMO shall fill the vacant positions within ninety (90) days of the
notification or shall be penalized as per the provisions of Section 22 of
this RFP.

Thirty (30) days prior to contract go-live, the SMO must provide the
organization chart of key staff and consultants, including the name of the
staff members performing the duties of the key staff. The organizational
chart shall be updated upon employment of new key staff and supplied to
DHH-OBH upon request and at least annually.
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6.2.9.

Key staff positions are as follows:

6.2.9.1.

6.2.9.2.

The Chief Executive Officer (CEO) must serve in a full time (40
hours weekly) position available during DHH working hours to
fulfill the responsibilities of the position and to oversee the entire
operation of the SMO. The CEO shall devote sufficient time to the
SMO's operations to ensure adherence to program requirements
and timely responses to DHH. The Chief Executive Officer shall
have at least ten (10) years’ experience with management of
behavioral health services of organizations similar in size and
scope to the requirements of this RFP.

The Chief Medical Officer (CMO) must be a physician with a
current, unencumbered Louisiana-license as a physician, board-
certified in psychiatry with at least three (3) years of training in a
medical specialty. The Chief Medical Officer shall devote full time
(minimum 32 hours weekly) to the SMO’s operations to ensure
timely medical decisions, including after-hours consultation as
needed. During periods when the CMO is not available, the SMO
shall have physician staff to provide competent medical direction.
When the CMO is board certified in general psychiatry, the
Medical Administrator (see below) shall be board certified in child
and adolescent psychiatry, or vice versa. Similarly, either the
CMO or the Medical Administrator must be board certified in
Addiction Psychiatry or the SMO must contract with an
Addictionologist for at least ten (10) hours per week. These
positions shall have the responsibility for effective implementation
of the Quality Management (QM) program and the Utilization
Management (UM) of services and associated appeals as these
functions relate to children and youth, and adults with SMI and/or
substance use disorders. The CMO will share responsibility to
manage the SMO's behavioral health services delivery system
with the Chief Operations Officer, and shall be actively involved in
all major clinical and quality management components of the
SMO. The CMO shall be responsible for:

6.2.9.2.1. Development, implementation, and medical interpretation

of medical policies and procedures including, but not
limited to, service authorization, claims review, discharge
planning, credentialing and referral management, and
medical review included in the SMO Grievance System;

6.2.9.2.2. Physician recruitment and supervision;

6.2.9.2.3. The decision making process for approval and denial of
provider credentialing;

6.2.9.2.4. Administration of all medical management activities of the
SMO;

6.2.9.2.5. Provider profile design and interpretation;

6.2.9.2.6. Provider education, in-service training and orientation;
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6.2.9.2.7. Attendance at regular (at least quarterly) DHH-OBH

designated medical director meetings, including linkage
with the Bayou Health CMOs/Medical Directors for primary

care;

6.2.9.2.8. Administration of all medical management activities of the
SMO;

6.2.9.2.9. Serve as director of the UM committee and chairman or

co-chairman of the Quality Assessment and Performance
Improvement (QAPI) committee;

6.2.9.2.10. Ensuring adoption and consistent application of

appropriate inpatient and outpatient medical necessity
criteria;

6.2.9.2.11. Ensuring appropriate concurrent review and discharge

planning of inpatient stays is conducted; and,

6.2.9.2.12. Development, implementation, and monitoring the

6.2.9.3.

6.2.9.4.

6.2.9.5.

provision of care coordination, disease management, and
case management functions.

The Medical Administrator must have a Louisiana license as a
physician, board-certified in either general psychiatry or child
psychiatry, in complement to the Chief Medical Officer's board
certification in either general or child psychiatry, and shall have
the responsibility for the design of clinical-medical programs in
compliance with federal and state laws and the requirements set
forth in this contract, including all documents incorporated by
reference. A board certified child and adolescent psychiatrist
may be substituted with a board certified psychiatrist in general
psychiatry having at least seven (7) years’ experience providing
services to children and youth. The Medical Administrator may be
board certified in Addiction Psychiatry in place of the CMO (or, as
stated 5.2.8.2, the SMO must contract with an Addictionologist for
at least ten (10) hours per week).

The Chief Financial Officer (CFO) shall be a certified public
accountant with experience and demonstrated success in
managed behavioral healthcare responsible for effective
implementation and oversight of the budget, accounting systems,
and all financial and financial reporting operations of the SMO in
compliance with federal and state laws and the requirements set
forth in this contract, including all documents incorporated by
reference.

The Chief Operations Officer (COO) shall meet the
requirements for a LMHP and have at least seven (7) years’
experience in managing behavioral healthcare operations. The
COO shall have responsibility for clinical program development
and oversight of staff and services related to the delivery of
covered mental health and addiction services to children/youth,
adults with serious mental illness and/or with substance use
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6.2.9.6.

disorders in compliance with federal and state laws and the
requirements set forth in this contract, including all documents
incorporated by reference. The COO will share responsibility to
manage the SMO'’s behavioral health services delivery system
with the CMO.

The Corporate Compliance Administrator must be qualified by
training and experience in healthcare or risk management to
oversee a fraud and abuse program to prevent and detect
potential fraud and abuse activities pursuant to state and federal
rules and regulations. The Corporate Compliance Administrator
will carry out the provisions of the SMO’s compliance plan,
including fraud and abuse policies and procedures, investigating
unusual incidents and implementing any corrective action plans.
The Corporate Compliance Administrator shall have access to all
persons employed within the behavioral health delivery system
managed under this contract and shall have designated and
recognized authority to access provider records and make
independent referrals to the DHH Program Integrity Unit (DHH-
PIU) or other duly authorized enforcement agencies. The
Compliance Administrator shall have significant experience and
expertise in operating compliance programs and shall report
directly to the CEO. The Corporate Compliance Administrator
shall have on staff at least one investigator, located in Louisiana,
dedicated to program integrity fraud, waste, and abuse,
investigations. The Corporate Compliance Administrator is
responsible for the following:

6.2.9.6.1. Oversight, administration, and implementation of the

SMOQO'’s Compliance Program;

6.2.9.6.2. Overseeing all audits related to the contract;

6.2.9.6.3. Ensuring SMO compliance with policy and procedure; and,

6.2.9.6.4. Collaborating with the DHH Fraud and Abuse program,

6.2.9.7.

6.2.9.8.

Medicaid Fraud Control Units (MFCU), and the Louisiana
Attorney General’'s Office.

The Contract Compliance Officer will serve as the primary
point-of-contact for all SMO operational issues. The primary
functions of the Contract Compliance Officer may include but are
not limited to coordinating the tracking and submission of all
contract deliverables; fielding and coordinating responses to
DHH/DCFS/OJJ/LDOE inquiries, coordinating the preparation
and execution of contract requirements, random and periodic
audits and ad hoc visits and deliverables.

The Grievance and Appeals Administrator will manage and
adjudicate member and provider disputes arising under the
Grievance System including member grievances, appeals, and
requests for hearings and provider claim disputes in compliance
with federal and state laws and the requirements in the contract,
including all documents incorporated by reference. The
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6.2.9.9.

6.2.9.10.

Grievances and Appeals Administrator advocates for member
rights within the organization, assuring grievance and appeal
trends are reported to and addressed within the QAPI committee.
The SMO shall not permit its in-house legal counsel, corporate
attorney or risk management attorney to act as or supervise its
Grievances and Appeals Administrator.

The Business Continuity Planning and Emergency
Coordinator will manage and oversee the SMO’s emergency
management plan during disasters and ensure continuity of core
benefits and services for members who may need to be
evacuated to other areas of the state or out-of-state. Upon prior
approval of DHH-OBH, this position’s responsibilities may be
performed through a consultation contract, be part-time
(minimum hours per week to be approved by DHH-OBH) or be
combined with another key staff position.

The Quality Management Coordinator (QMC) must be an
LMHP. This position is responsible for the development of the
SMO’s QA/PI and UM Plan and its effective implementation in
collaboration with the Chief Medical Officer, the Medical
Administrator, and the Utilization Review Administrator, and
compliance with federal and state laws and the requirements in
this contract, including all documents incorporated by reference.
As specified in 42 CFR 8438.200 — 8438.242, the QMC shall
have significant experience and expertise in the oversight of
effective quality improvement public sector programs and
managed behavioral healthcare delivery systems. The QMC shall
be responsible for the following:

6.2.9.10.1. Ensuring individual and systemic quality of care;

6.2.9.10.2. Integrating quality throughout the organization;

6.2.9.10.3. Implementing process improvement;

6.2.9.10.4. Resolving, tracking and trending quality of care grievances;

6.2.9.10.5. Ensuring a credentialed provider network;

6.2.9.10.6. Developing and implementing a QAPI plan in collaboration

with the Chief Medical Officer;

6.2.9.10.7. Monitoring, analyzing and implementing appropriate

interventions based on utilization data, including identifying
and correcting over or under utilization of services;

6.2.9.10.8. Focusing organizational efforts on improving clinical quality

performance measures;

6.2.9.10.9. Developing and implementing performance improvement

projects and corrective action plans;

6.2.9.10.10. Utilizing data to develop intervention strategies to improve

outcomes; and,
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6.2.9.10.11. Reporting quality improvement/performance outcomes.

6.2.9.11.

The Care Management/Utilization Review Administrator is a
LMHP with significant experience in the implementation of a UM
program that assures members receive effective medically
necessary services, with strong emphasis on community and
family-based services, in compliance with federal and state laws
and the requirements in this contract, including all documents
incorporated by reference. In addition, the Care
Management/Utilization Review Administrator will be responsible
for the following:

6.2.9.11.1. Monitoring prior authorization functions and assuring that

decisions are made in a consistent manner based on
clinical criteria and meet timeliness standards; and,

6.2.9.11.2. Monitoring, analyzing and implementing appropriate

6.2.9.12.

6.2.9.13.

interventions based on utilization data, including identifying
and correcting over or under utilization of services.

The Network Management Administrator will coordinate
communications between the SMO and its subcontracted
providers. The Network Management Administrator must have
expertise in network development and recruitment as it is
responsible for assuring network adequacy and appointment
access, development of network resources in response to unmet
needs, and adequacy of the provider network to provide member
choice of providers, and contracting with qualified service
providers in compliance with federal and state laws and the
requirements in this contract, including all documents
incorporated by reference. The Network Management
Administrator shall have experience and expertise in the
development of provider behavioral health services for: 1)
children and youth involved in multiple services systems (child
welfare, juvenile justice and behavioral health and in or at risk of
out-of-home placement), and 2) adults with SMI and/or substance
use disorders.

The Provider Services Manager is responsible for assuring
timely inter-provider referrals and associated appointment
access, and assisting in resolving provider grievances, disputes
between providers and the investigation of member grievances
regarding providers; coordinates provider site visits; implements
and monitors corrective action plans after grievances are
resolved, as needed; and assures accuracy of provider service
delivery reports (e.g., encounter information verification). The
Provider Services Manager shall have significant experience and
expertise in quality management and provider behavioral health
services for: 1) children and youth involved in multiple services
systems (child welfare, juvenile justice and behavioral health);
and 2) adults with SMI and/or substance use disorders and the
EBP practices recognized by the Substance Abuse and Mental
Health Services Administration (SAMHSA) for these populations
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6.2.9.14.

6.2.9.15.

6.2.9.16.

6.2.9.17.

6.2.9.18.

and high risk groups such as individuals with co-occurring major
mental disorders and substance use disorders.

The Member Services Administrator will coordinate
communications between the SMO and its members. There shall
be sufficient Member Services staff to enable members to receive
prompt resolution of their problems or inquiries and appropriate
education about participation in the SMO program. The Member
Services Administrator shall have significant experience and
expertise in the management of a member services department
and grievance resolution, in compliance with federal and state
laws and the requirements in this contract, including all
documents incorporated by reference.

The Children’'s System Administrator must meet the
requirements for a LMHP and have at least seven (7) years
experience and expertise in the special behavioral health needs
of children with severe behavioral health challenges and their
families.  Prior experience working with other child serving
systems is preferred. The ideal candidate will have at least three
(3) years experience with delivering or managing EBPs and best
practices for children and youth, including experience within
system of care and wraparound environments. The Children’s
System Administrator shall work closely with the CSoC
Governance Board, DHH-OBH, and the WAAs to ensure a
statewide program that meets the goals and values of the CSoC
in compliance with federal and state laws and the requirements
set forth in this contract, including all documents incorporated by
reference.

The Adult Systems Administrator (ASA) must meet the
requirements of an LMHP and have at least seven (7) years of
experience and expertise in special behavioral health needs of
adults with SMI and/or substance use disorders. The ideal
candidate will have at least three (3) years’ experience in the
application of EBPs related to these populations. The ASA will
work closely with the COO and Addiction Services Manager.

The Addiction Services Manager (ASM) will must meet the
requirements of an LAC or LMHP with at least seven (7) years of
clinical experience with addiction treatment of adults and children
experiencing substance use problems and disorders. The ASM
shall be responsible for oversight and compliance with the
addiction principles of care and application of American Society
of Addiction Medicine (ASAM) placement criteria for all addiction
program development. The ASM will work closely with the COO,
the Quality Management Coordinator, and the Chief Medical
Officer in assuring quality, appropriate utilization management,
and adequacy of the addiction provider network.

The Claims/Encounters Administrator will develop, implement
and administer a comprehensive claims processing system
capable of paying claims in accordance with state and federal
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requirements and the terms of the contract, including all
documents incorporated for reference. The Claims/Encounters
Administrator shall have significant experience and expertise in
processing behavioral health claims and encounters, especially
related to Medicaid and Medicare requirements, and coordination
of benefits, including preparation of claims and encounter data for
multiple state agencies (i.e., child welfare, juvenile justice,
education). The primary functions of the Claims Administrator
are:

6.2.9.18.1. Developing processes for cost avoidance;

6.2.9.18.2. Ensuring minimization of claims recoupments;

6.2.9.18.3. Meeting claims processing timelines;

6.2.9.18.4. Meeting DHH encounter reporting requirements; and,

6.2.9.18.5. Ensuring accuracy of claims and encounters.

6.2.9.19.

The Eligibility Administrator serves as the primary interface on
day-to-day issues regarding eligibility between Louisiana
Medicaid and the SMO. The primary functions of the Eligibility
Administrator are:

6.2.9.19.1. Participating in all activities related to Louisiana Medicaid

eligibility in relation to the SMO;

6.2.9.19.2. Possessing a thorough understanding of Louisiana

Medicaid Eligibility policies (including dual eligible) and
how to apply these policies to the SMO’s electronic
system;

6.2.9.19.3. Holding responsibility for delivering any routine and ad hoc

reports from the SMOs electronic system regarding
Louisiana Medicaid eligibility;

6.2.9.19.4. Acting as the lead in performing ongoing changes to the

SMO'’s electronic system as Medicaid eligibility programs
are implemented and/or modified;

6.2.9.19.5. Holding responsibility for having a team who can research

all Louisiana Medicaid issues that arise on the SMO'’s
electronic system and provide details to support findings;

6.2.9.19.6. Having familiarity with electronic data interfaces between

multiple systems; and

6.2.9.19.7. Fully reconciling eligibility data between the SMO and DHH

6.2.9.20.

at the direction of Louisiana DHH.

The Information Management Systems Director must be
trained and experienced in information systems, data processing,
and data reporting to oversee all SMO information systems
functions including, but not Ilimited to, establishing and
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maintaining connectivity with DHH information systems, sending
and receiving encounters to and from the state’s Medicaid Fiscal
Intermediary (FI), systems coordination with the LBHP partner
agencies as needed (i.e., DCFS, 0JJ and LDOE), and providing
necessary and timely reports to DHH. The Information
Management Systems Director shall have significant experience
and expertise in behavioral health data systems.

6.2.10. Additional Required Staff

6.2.10.1.

In addition to the key staff, the SMO shall have sufficient number
of qualified staff to meet the responsibilities of this contract,
including sufficient experience and expertise in working with the
eligible members served under this contract: 1) children and
youth with behavioral health needs; 2) children and youth served
by multiple child-serving agencies (child-welfare, juvenile justice,
schools, behavioral health) in, or at risk of out-of-home
placements; 3) adults with SMI, substance use disorders and co-
occurring disorders of SMI and addictions with complex physical
health needs. The SMO shall have a sufficient number of the
staff at a minimum in the following categories:

6.2.10.1.1. Prior Authorization Staff to authorize healthcare 24 hours

per day, 7 days per week. This staff shall include a
Louisiana licensed registered nurse, physician or
physician's assistant. The staff will work under the direction
of a Louisiana-licensed registered nurse or other LMHP,
physician, or physician's assistant.

6.2.10.1.2. Concurrent Review Staff to conduct inpatient concurrent

review. This staff shall include a Louisiana licensed nurse,
physician, or physician's assistant. The staff will work
under the direction of a Louisiana licensed registered
nurse or other LMHP, physician, or physician's assistant.

6.2.10.1.3. Quality Management Staff to oversee the implementation

of the SMO’s QAPI and UM Plan and to track, review, and
investigate critical incidents and other quality of care
issues (e.g., seclusion/restraint, accidents, etc.), including
reviewing performance measures, measuring treatment
outcomes, assuring timely access to care, and
implementing, measuring, and reporting on performance
and reporting requirements.

6.2.10.1.4. Behavioral Health Advisors, who meet the criteria for

one of the following categories, to provide utilization review
and consultation on member treatment plans/plans of care:

6.2.10.1.4.1. Psychiatrists who are board certified in child and

adolescent psychiatry and addiction psychiatry.

6.2.10.1.4.2. Primary care physicians who are board certified in

addiction medicine.

6.2.10.1.4.3.  Clinical and medical psychologists.
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6.2.10.1.5.

6.2.10.1.6.

6.2.10.1.7.

6.2.10.1.8.

6.2.10.1.9.

6.2.10.1.10.

6.2.10.1.11.

6.2.10.1.12.

6.2.10.1.13.

Clerical and Support Staff to ensure proper functioning of
the SMO's operation.

Provider Services Staff to enable providers to receive
prompt responses and assistance and handle provider
inquiries, grievances, and disputes. There shall be
sufficient Provider Services Staff to enable providers to
receive prompt resolution of their problems and inquiries
and appropriate education about participation in the SMO
program.

Provider Network Staff to train providers on: 1)
compliance with billing and documentation requirements;
2) evidence-based and best practices; 3) LBHP (CSoC,
1915(i), etc.) mission, goals and care coordination
strategies; and 4) other areas identified in the SMO's
Quality Management and provider profiling program.

Member Services Staff to enable members to receive
prompt telephonic responses and assistance. There shall
be sufficient Member Services Staff to enable members
and potential members to receive prompt resolution of their
problems or inquiries.

Program Integrity Investigator shall be located in
Louisiana and shall be dedicated to investigating program
integrity fraud, waste, and abuse cases. This position shall
be located in Louisiana and report to the Corporate
Compliance Administrator.

Grievance and Appeals Staff to timely and accurately
process grievances by members, appeals, and provider
claims disputes in a timely manner and to be available to
testify or present evidence at administrative hearings and
other court proceedings.

Claims Processing Staff to ensure the timely and
accurate processing of original claims, resubmissions, and
overall adjudication of claims. The location of claims
processing staff shall be indicated and shall be at minimum
located in the continental United States. Staff shall be
medically trained and appropriately licensed consistent
with National Committee for Quality Assurance (NCQA)
accreditation standards, whose primary duties are to assist
in evaluating claims for service authorization criteria based
on medical necessity.

Encounter Processing Staff to ensure the timely,
accurate and complete submission of encounter data to
DHH and to correct and resubmit encounter data.

Care Management Staff to assess, plan, facilitate and
advocate options and services to meet the members’
health needs through communication and available
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6.2.10.1.14.

6.2.10.1.15.

6.2.10.1.16.

6.2.10.1.17.

resources to promote quality cost-effective outcomes. At
least 50% of the Care Management Staff shall be LMHPs,
and the remaining 50% shall have obtained, at minimum, a
Masters level degree in Human Services or Behavioral
Health sciences.

Data Analysts to collect and analyze and assure the
accuracy of encounter data from sub-contracted providers
and other information regarding the SMO’s performance.

Systems Helpdesk Staff to assist in triaging all SMO
system issues, provide user support, track and document
resolution times, and answer questions regarding system
functionality, claims processing/encounter submission
procedures and process changes, and the SMO data
warehouse. The Systems Helpdesk will work with the
Medicaid FI systems as well as provide user support to
both SMO employees and providers/DHH staff utilizing the
SMO systems.

Human Resources Staff, to ensure ongoing hiring and
recruitment of staff, keep pace with staff needs and to
assure staff disputes are handled fairly and quickly to avoid
an unnecessary, negative impact on morale.

At the minimum, but not limited to, staff to provide the
following liaison activities:

6.2.10.1.17.1. Medicaid eligibility;
6.2.10.1.17.2. DCFS, LDOE, 0OJJ and DHH-OBH eligibility and

coordination;

6.2.10.1.17.3. Fiscal/claims management coordination;
6.2.10.1.17.4. Health plan liaison;
6.2.10.1.17.5. Emergency Response/Business Continuity and

Recovery that is the single point of contact regarding
behavioral health disaster response needs, recovery,
and business functions in the event of a disaster or
power outage;

6.2.10.1.17.6. Tribal liaison that is the single point of contact

regarding delivery of covered services to Native
Americans; and

6.2.10.1.17.7. Consumer and family organizations for children, youth

In-State Positions

and adults.

The SMO is responsible for maintaining a significant local presence within
Louisiana, at a location approved by the OBH. All key staff positions
previously listed should be located at this site.
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6.4.  Written Policies, Procedures, and Job Descriptions

6.4.1.

6.4.2.

The SMO shall develop and maintain written policies, procedures and job
descriptions for each functional area, consistent in format and style. The
SMO shall maintain written guidelines for developing, reviewing and
approving all policies, procedures and job descriptions. All policies and
procedures shall be reviewed at least annually by the SMO to ensure that
the SMO's written policies reflect current practices. Reviewed policies
shall be dated and signed by the SMO's appropriate manager,
coordinator, director or administrator. Minutes reflecting the review and
approval of the policies by an appropriate committee are also acceptable
documentation. All medical and quality management policies must be
approved and signed by the SMO's Medical Director.

If DHH-OBH deems a SMO policy or process to be inefficient and/or
places an unnecessary burden on members or providers, the SMO will be
required to work with DHH-OBH to change the policy or procedure within
a time period specified by DHH-OBH.

6.5. Staff Training and Meeting Attendance

6.5.1.

6.5.2.

6.5.3.

6.5.4.

6.5.5.

The SMO shall ensure that all staff members have appropriate training,
education, experience and orientation to fulfill their requirements of the
position. DHH-OBH may require additional staffing for the SMO if it has
substantially failed to maintain compliance with any provision of the
contract and/or DHH policies.

The SMO must provide initial and ongoing staff training that includes, but
is not limited to, an overview of DHH, DHH policy and procedure
manuals, contract requirements (including the 1915(c) and 1915(b)
waivers and 1915(i) SPA), currently approved CMS authorities (waivers
and Medicaid State Plan), current and applicable EBP, Medicaid State
Plan, CSoC services, Medicaid eligibility, and any state and federal
requirements specific to individual job functions. The SMO shall ensure
that all staff members having contact with members or providers receive
initial and ongoing training with regard to the appropriate identification
and handling of quality of care/service concerns. All staff working directly
with members shall have crisis intervention training. Additionally, staff
should be trained on other Medicaid services as determined by DHH-
OBH, including Medicaid transportation.

The SMO shall provide all training materials and documentation thereof to
DHH-OBH upon request.

Prior authorization and member services representatives must have
access to mapping search engines (e.g., MapQuest, Yahoo Maps,
Google Maps, etc.) for the purposes of authorizing services in and
recommending providers in the most geographically appropriate location.

The SMO shall provide the appropriate staff representation for attendance
and participation in meetings and/or events scheduled by DHH. All
meetings shall be considered mandatory unless otherwise indicated.
Attendance shall be in person unless otherwise allowed by DHH.
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6.5.6. DHH reserves the right to attend any and all training programs or
meetings and seminars conducted by the SMO. The SMO shall provide
DHH a list of all training dates (See Section 15, “Member Education and
Communication”), time and location, at least fourteen (14) calendar days
prior to the actual date of training.

6.5.7. The SMO shall provide documentation of meetings and training upon
request. Meeting minutes, agendas, and sign-in sheets along with action
items must be provided to all meeting attendees by the SMO within 72
hours of the meeting.

6.6. Annual Reporting to DHH

6.6.1. The SMO must submit to DHH the following items annually by contract
year:
6.6.1.1. An updated organization chart complete with the Key Staff

6.6.1.2.

6.6.1.3.

6.6.1.4.

positions. The chart must include the person’s name, title and
telephone number and portion of time allocated to the Louisiana
SMO contract, other contracts, and other lines of business.

A functional organization chart of the key program areas,
responsibilities and the areas that report to that position.

A listing of all functions and their locations; and a list of any
functions that have moved outside of the state in the past
contract year.

The SMO shall provide within 30 days of DOA/OCR approval of
the signed contract a Human Resources and Staffing Plan that
describes how the SMO will maintain the staffing level to ensure
the successful accomplishment of all duties outlined in the
contract. The key staff and required staff listed in the RFP are
required. The SMO may propose to DHH-OBH a staffing plan
that combines positions and functions outlined in the RFP for
other positions as long as the SMO describes how the Table of
Organization and staff roles delineated in the RFP will be
addressed.

LEFT INTENTIONALLY BLANK
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7.0 SMO REIMBURSEMENT

7.1. Background and Purpose

7.1.1.

7.1.2.

7.1.3.

In its first three years of operation, the LBHP operated under a capitated
payment model for adults and a fee-for-service (FFS) payment model for
children/youth services.

Pending CMS approval, DHH intends that the LBHP shall transition to a
fully capitated payment structure for both children and adults eligible for
Medicaid.

If the waiver changes and SPAs for the new, capitated children’s service
model are not approved by CMS, payment for children’s services will
revert to the Medicaid non-risk model for such services. Under this
model, the SMO shall serve as the Administrative Service Organization
(ASO) for this population and receive an administrative fee for the
purpose of providing actual utilization consistent with required state
encounter data and administrative costs incurred in that month by using
the Financial Reporting Template schedules. No payment will be
provided to the SMO for services without complete encounter data
submittals or in absence of this report.

7.2. Payment Terms

7.2.1.

7.2.2.
7.2.3.

7.2.4.

7.2.5.

7.2.6.

Services provided by a provider or subcontractor of the SMO under the
LBHP shall be billed to the SMO. Through a contract, the SMO will make
payment to subcontractors for the provision of services under the LBHP
as stipulated in the contract under Section 12 of this RFP.

The SMO shall not assign its right to receive payment to any other entity.

The SMO is not responsible for reimbursement of disproportionate share
hospital (DSH) payments.

Payment for items or services provided under this contract will not be
made to any entity located outside of the United States. The term “United
States” means the 50 states, the District of Columbia, Puerto Rico, the
United States Virgin Islands, Guam, the Northern Mariana Islands, and
American Samoa.

The SMO shall agree to accept payments as specified in this section and
have written policies and procedures for receiving and processing
payments and adjustments. The SMO shall provide these to DHH-OBH
within thirty (30) days of DOA/OCR approval of signed contract and 30
days prior to any changes or implementation of any new policy. Any
charges or expenses imposed by financial institutions for transfers or
related actions shall be borne by the SMO.

The SMO shall ensure that a claim is denied reimbursement until the
SMO coordinates all available benefits the member may have through
other insurance.
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7.3.

7.4.

7.2.7.

7.2.8.

7.2.9.

7.2.10.

7.2.11.

7.2.12.

The SMO shall ensure that payment is not made for excluded
populations. The SMO may be subject to remediation for payment made
for excluded populations as outline in Section 22 of this RFP.

The SMO shall submit weekly encounter data on all services provided to
covered populations. Submissions must meet client level detail sufficient
for required financial reporting via the Financial Reporting Template (see
Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877), for which instructions
will be prescribed by DHH-OBH after the contract award. Encounter data
should not include payments, services, or populations that are not
covered under this contract.

The SMO shall submit deliverables in accordance with Section 3.7
(Deliverables).

In the event that SMO does not provide the services listed under this
contract, or only provides a portion of the services, DHH reserves the
right to withhold payments until such time as SMO demonstrates that the
services have been provided.

Changes to covered services mandated by federal or state law
subsequent to the signing of this contract will not affect the contract
services for the term of this contract, unless (a) agreed to by mutual
consent, (b) unless the change is necessary to continue to receive federal
funds or is necessary due to action of a court of law, or (c) for the purpose
of healthcare integration as outlined in Section 4 or any other change in
the applicable LBHP federal authorities detailed in this RFP. The SMO
shall receive thirty calendar days’ notice prior to such changes and the
rates shall be adjusted accordingly. The method of retrospective
reconciliation will not be altered by any changes in the payments.

DHH-OBH reserves the right to determine timing of payments and can
change with thirty (30) calendar days written notice to the SMO.

SMO Payment Schedule

7.3.1.

7.3.2.

The risk-adjusted monthly capitated payment shall be based on member
enrollment for the previous month and retrospectively paid in the weekly
payment cycle nearest the first (1*) day of the following month.

Member enrollment for the month is determined by the total Medicaid
eligibles assigned to the SMO as of the last working day of the previous
month. For age group assignment purposes, age will be defined as of the
beginning of the month for which the payment is intended.

Determination of SMO Rates

7.4.1.

DHH will develop cost-effective and actuarially sound rates according to
all applicable CMS rules and regulations. DHH will not use a competitive
bidding process to develop the SMO capitation for adults or children.
DHH will develop monthly capitation rates that will be offered to the SMO
on a “take it or leave it” basis.
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7.5.

7.4.2.

Pending CMS approval of the submitted waiver and Medicaid State Plan
amendments, DHH intends to develop monthly capitation rates for
children’s services eligible for Medicaid under the LBHP. If the waiver
and Medicaid State Plan Amendments for the new, capitated children’s
service model are not approved by CMS, payment for children’s services
will revert to the Medicaid fee-for-service model for such services.

7.4.3.The SMO shall be paid in accordance with the monthly capitated rates

specified in the Mercer Behavioral Health Data Book (Appendix F found at
http://new.dhh.louisiana.gov/index.cfm/page/1877) for children and adults.

7.4.4. The rates will be reviewed and may be periodically adjusted. Any
adjusted rates shall be actuarially sound and consistent with requirements
set forth in 42 CFR 8438.6(c).
7.4.5. DHH-OBH reserves the right to adjust the rate for instances including, but
not limited to:
7.4.5.1. Changes to core benefits and services included in the monthly
capitation rates;
7.4.5.2. Changes to Medicaid population groups eligible to enroll in the
SMO;
7.4.5.3. Legislative appropriations and budgetary constraints;
7.4.5.4. Changes in the LBHP federal authorities outlined in this RFP; or
7.4.5.5. Changes in federal requirements.
7.4.6. As the program matures and FFS data is no longer available, there will be

increasing reliance on encounter data and/or financial data to set future
rates, subject to comparable adjustments.

Annual Actuarial Study

7.5.1.

7.5.2.

7.5.3.

DHH will retain a qualified actuary to conduct an annual actuarial study of
the SMO program and rates. The SMO shall provide in writing any
information requested by DHH to assist the actuary in completion of the
annual actuarial study. DHH will give the SMO reasonable time to
respond to the request and full cooperation by the SMO is required. DHH
will make the final determination as to what is considered reasonable.

The capitation rate may be adjusted based on applicable program
changes, trend or other actuarial factors that impact rates as deemed
appropriate by the state. The SMO will be given a capitation rate at least
thirty calendar days in advance of expiration of the current year’s
contract. Nothing in this RFP shall be construed to mean that the
capitation rate will be increased, only that it will be evaluated by an
outside actuarial consulting firm.

"Actuarially sound" is a federal term defined at 42 CFR 8§438.6(c). The
state shall provide the actuarial certification of the capitation rates and
payments under the contract. All payments under risk contracts and all
risk-sharing mechanisms in contracts shall be actuarially sound.
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7.6.

Actuarially sound capitation rates are capitation rates that have been
developed in accordance with generally accepted actuarial principles and
practices; that are appropriate for the populations to be covered and the
services to be furnished under the contract; and that have been certified
as meeting the requirements of the regulation at 42 CFR 8438.6(c) by an
actuary who meets the qualification standards established by the
American Academy of Actuaries and follows the practice standards
established by the Actuarial Standards Board.

7.5.4.Actuarially sound capitation rate ranges for the Medicaid members shall be

7.5.5.

7.5.6.

set by DHH-OBH's actuary, using the methodology described in the Mercer
LBHP Capitation Rate Development Assumptions (Appendix D found at
http://new.dhh.louisiana.gov/index.cfm/page/1877). The historical data used
to set rates can be found in the Mercer Behavioral Health Data Book for the
capitated adult and children behavioral health programs.

The SMO shall agree to accept, as payment in full, the actuarially sound
rate established by DHH pursuant to the contract, and shall not seek
additional payment from a member, or DHH, for any unpaid cost.

DHH reserves the right to defer remittance of the Per Member Per Month
(PMPM) capitated payment for June until the first Medicaid Management
Information System (MMIS) payment cycle in July to comply with state
fiscal policies and procedures.

Payment for Medicaid Eligible Children

7.6.1.

7.6.2.

7.6.3.

7.6.4.

7.6.5.

Pending CMS approval and in full consideration of the contract services
rendered by the SMO, DHH-OBH agrees to pay the SMO monthly
payments based on the number of enrolled child/youth members and their
eligibility category.

If the waiver and Medicaid State Plan Amendments for the new, capitated
children’s service model are not approved by CMS, payment for children’s
services will revert to the Medicaid fee-for-service model for such
services.

Payment to the SMO shall be based on Medicaid enrollment data each
month during the term of the contract. Payment for Medicaid members
assigned by a month-end (six business days prior to the last day of the
month) will be made according to a pre-determined schedule during the
first full week of each service month.

For age group assignment purposes, age will be defined as of the
beginning of the month for which the payment is intended.

Individuals who lose eligibility for Medicaid due to failure to provide
eligibility reports on a timely basis, but whose eligibility is consequently
re-established prior to the end of the month, will receive a full month of
eligibility, and will be reported on the daily eligibility files sent to the SMO.
Payment for these members will be made with the capitation payments
for the next benefit month. SMO will be given notice if this payment
schedule changes.
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7.6.6.

7.6.7.

7.6.8.

7.6.9.

The SMO will receive a roster listing Medicaid eligible children and youth
at the beginning of each month for which payment shall be made. The
SMO shall also receive a weekly eligibility reconciliation file and daily
updates of any eligibility modifications/updates.

With the exception of payments for CSoC enrolled children/youth and the
WAAs, all payments to the SMO for Medicaid eligible children will be
made for a full month and no pro-rations shall be used. Payment for
CSoC youth and WAA invoices shall be at a frequency to be determined
by DHH-OBH.

Medicaid-unique behavioral health services shall be paid by the SMO for
dually eligible child/youth populations with full Medicaid benefits. These
services are included under the capitated rates for children and
youth. For dually eligible individuals, Medicare “crossover” claims (claims
that include primary payment from Medicare) for Inpatient, Outpatient,
Emergency Room and Professional services are excluded from coverage
under the capitation rates. These services will be administered separately
by the Medicaid Fiscal Intermediary from the services covered under the
capitation rates effective under this contract. Specific payment
mechanisms surrounding these populations shall be determined by DHH
in the SMO Systems Companion Guide.

In the event of a continuation of FFS payment methodology for children’s
services if CMS does not approve the children’s model service changes,
special administrative payments will be made accordingly:

7.6.9.1. An administrative service organization fee will be paid to the

SMO for administering Medicaid payments for all child/youth
members based on the number of members reported through the
Medicaid eligibility system.

7.6.9.2. A separate pass-through payment will be made to the SMO to

pay the Wraparound Agencies (WAAs) to cover treatment
planning and wraparound facilitation functions.

7.7. Payment for Medicaid Eligible Adults

7.7.1.

7.7.2.

7.7.3.

7.7.4.

In full consideration of the contract services rendered by the SMO, DHH-
OBH agrees to pay the SMO monthly payments based on the number of
enrolled adult members and their eligibility category.

Payment to the SMO shall be based on Medicaid enrollment data each
month during the term of the contract. Payment for Medicaid members
assigned by a month-end (six business days prior to the last day of the
month) will be made according to a pre-determined schedule during the
first full week of each service month.

For age group assignment purposes, age will be defined as of the
beginning of the month for which the payment is intended.

Individuals who lose eligibility for Medicaid due to failure to provide
eligibility reports on a timely basis, but whose eligibility is consequently
re-established prior to the end of the month, will receive a full month of
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7.7.5.

7.7.6.

7.7.7.

7.7.8.

eligibility, and will be reported on the daily eligibility files sent to the SMO.
Payment for these members will be made with the capitation payments
for the next benefit month. SMO will be given notice if this payment
schedule changes.

The SMO will receive a roster listing Medicaid eligible adult at the
beginning of each month for which payment shall be made. The SMO
shall also receive a weekly eligibility reconciliation file and daily updates
of any eligibility modifications/updates.

All payments to the SMO for Medicaid eligible adults will be made for a
full month and no pro-rations shall be used.

Medicaid is secondary to all other third parties with the exception of
Special Health Services, Vocational Rehabilitation, Indian Health
Services, Crime Victim’s Compensation Funds and the SAPT Block
Grant. As capitated payments made to the SMO are from Medicaid funds,
the SMO’s Medicaid capitation payments would be secondary to all other
third parties not listed above.

Medicaid-unique behavioral health services shall be paid by the SMO for
dually eligible adult populations with full Medicaid benefits. These
services are included under the capitated rates for adults. For dually
eligible individuals, Medicare “crossover” claims (claims that include
primary payment from Medicare) for Inpatient, Outpatient, Emergency
Room and Professional services are excluded from coverage under the
capitation rates. These services will be administered separately by the
Medicaid Fiscal Intermediary from the services covered under the
capitation rates effective under this contract. Specific payment
mechanisms surrounding these populations shall be determined by DHH
in the SMO Systems Companion Guide.

7.8. Payment for Non-Medicaid Adults and Children

7.8.1.

Non-Medicaid Children and Youth Service Claims

7.8.1.1. The SMO is required to pay for all services according to the fee

schedule established by the responsible funding agency (0OJJ,
DCFS, and DHH) for non-Medicaid children and youth.

7.8.1.2. The SMO is responsible for rendering payment for services to the

non—-Medicaid population with each of the agencies in
accordance with a Memorandum of Understanding or contract as
determined by each of the LBHP partner agencies (i.e., 0OJJ,
DCFS, and DHH-OBH).

7.8.1.3. The fees and costs associated with the non-Medicaid payments

for the DCFS and OJJ agency populations are the responsibility
of each of the respective agencies. DHH-OBH assumes no fiscal
responsibility or liability associated with these non-OBH
populations.

7.8.1.4. On a schedule determined by DCFS and 0OJJ, the SMO shall

submit client level data and an invoice to DCFS, 0JJ, and DHH-
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7.8.1.5.

7.8.1.6.

7.8.1.7.

OBH for the services provided to individuals eligible for DCFS
and OJJ, who are not eligible for Medicaid. The client level data
will comply with DCFS and OJJ reporting requirements and be
detailed enough for DCFS and OJJ to verify the units rendered.
DCFS and OJJ are responsible for payment to the SMO for
services rendered to individuals eligible and approved for
DCFS/0JJ services as documented in both the client level data
and invoice.

0JJ and DCFS reserve the right to recover inappropriate monthly
administrative payments and inappropriate payments to the SMO
for services rendered.

LDOE Exemption: If a non-Medicaid child is referred to the SMO
by any source, including LDOE, and the child is not eligible
through 0OJJ, DCFS, or DHH-OBH non-Medicaid funding, and the
child does not have a third party payment option or self-pay
capacity, then the child is not eligible for services under the LBHP
through the SMO. There is no assumption that LDOE or school
districts shall pay for non-Medicaid services unless they are
required under IDEA.

The SMO will utilize an electronic process to include prior
authorization, electronic delivery of information provided by the
provider that verifies services provided, all necessary/required
data elements are included to support payment for services, post
authorization of payment and services provided, and specific
guidelines on how the payment is made.

7.8.2. Non-Medicaid Adult Service Claims

7.8.2.1.

7.8.2.2.

7.8.2.3.

For the term of this contract and until otherwise determined by
DHH-OBH in collaboration with the SMO, the SMO will submit
client level data electronically to DHH-OBH to verify
administrative services rendered by the SMO at the end of each
month for non-Medicaid eligible members.

This electronic delivery of information shall include, but not be
limited to, client level data and summary reporting regarding
telephone calls received and any resultant screenings,
assessments, treatment planning, level of care decisions,
concurrent reviews, and appeals and their results, as applicable.

Client level information provided by the SMO shall also include
access to non-Medicaid benefit services data in order to access
the effectiveness/outcomes associated with services authorized
for this population.

7.8.3. Administrative Fee for Non-Medicaid Population

7.8.3.1.

For the administrative oversight of the DHH-OBH non-Medicaid
population, the payment will be a fixed payment amount based
upon annual appropriations in the state budget. Payment of this
fee will be made on a monthly basis.
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7.8.3.2. In the event of a reduction in the appropriation from the state

budget, DHH-OBH may recalculate the administrative fee based
upon this adjustment with thirty (30) calendar day’s written notice.

7.8.3.3. The SMO shall not be paid a rate that exceeds 7.5% of service

costs for the administrative costs associated with the DCFS and
0JJ non-Medicaid populations.

7.9. Payment Adjustments

7.9.1.

7.9.2.

7.9.3.

7.9.4.

7.9.5.

7.9.6.

7.9.7.

7.9.8.

In the event that an erroneous payment is made to the SMO, DHH shall
reconcile the error by adjusting the appropriate SMO payment.

The SMO is liable for unjustified and/or unauthorized and/or incorrectly
authorized payments. The SMO may be held financially liable for any
error/omission on its part which results in the delivery and reimbursement
of unjustified or unauthorized services as determined by DHH-OBH. The
SMO may also be held financially liable for incorrectly authorizing
payment and/or services as determined by DHH-OBH.

Retrospective adjustments to prior payments may occur when it is
determined that a member's type case was changed. Payment
adjustments may only be made when identified within twelve (12) months
from the date of the member’s type case change for all services delivered
within the twelve (12) month time period. If the member switched from
a SMO eligible type case to a SMO excluded type case, previous
capitation payments may be recouped from the SMO.

In cases of a retroactive effective date for Medicare enrollment of a
member, the SMO will recoup payments made to the providers. The SMO
shall instruct the provider to resubmit the claim(s) to Medicare.

The SMO will refund payments received from DHH for months of service
that is paid after the month of death or after a member has been
incarcerated. Members involuntarily incarcerated by the Louisiana
Department of Public Safety and Corrections will be suspended from
Medicaid and the SMO effective the month following the incarceration.
The adjustment is made by DHH or its designee to the SMO’s monthly
capitation payment as part of the eligibility reconciliation process.

The entire monthly capitation payment will be paid during the month of
birth and month of death.

DHH-OBH reserves the right to recover inappropriate payments, including
PMPM and invoiced service payments when the SMO actually authorized
a service, if the member is subsequently determined to be ineligible for
the month in question.

The SMO shall not offset recoupment imposed on it by DHH to the
provider when DHH-OBH has verified that the SMO was at fault for the
cause of the recoupment. For this purpose, fault shall be defined as
responsibility for the mistake, failure, defect or act of wrongdoing which
results in incomplete, incorrect, or inappropriate payment.
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7.9.9.

Adjustment to PMPM Rates for Medicaid Populations and Administrative
Payments for Non-Medicaid Populations:

7.9.9.1. The rates will be reviewed and may be periodically adjusted. Any

adjusted rates shall be actuarially sound and consistent with
requirements set forth in 42 CFR 8438.6(c).

7.9.9.2. The state reserves the right to alter benefits and/or services

under this contract through a contract amendment and thirty (30)
calendar days written notice to the SMO. Capitation rates will be
adjusted accordingly and in conformity with actuarially sound rate
ranges.

7.9.9.3. Nothing in this contract shall be construed to mean that the

administrative per member per month rate will be increased.

7.9.9.4. In the event of a reduction in the appropriation from the state

budget for any allocation, including but not limited to, the required
Maintenance of Effort (MOE) in the support of the Block Grant,
DHH-OBH may either renegotiate this contract, including PMPM
capitation rates, or terminate with thirty (30) calendar days written
notice.

7.9.9.5. The SMO shall have the right to not continue the contract if the

new or confirmed rates established by the actuary after each rate
assessment are deemed to be insufficient notwithstanding any
other provision of this contract. The SMO shall notify DHH-OBH
regarding its desire to continue the contract within five (5)
calendar days of receipt of the new rates.

7.10. Risk Sharing

7.10.1.

The SMO shall assume one hundred percent (100%) liability for any
expenditure above the monthly capitation rate.

7.11. Medical Loss Ratio

7.11.1.

The SMO shall provide an annual Medical Loss Ratio (MLR) report by
June 1 following the end of the MLR reporting year. If the MLR (cost for
Medicaid at-risk capitated services and specified quality expenditures) is
less than the threshold established by DHH-OBH, the SMO shall refund
DHH the difference by August 1 following the end of the reporting year.
Any unpaid balances after August 1 shall be subject to interest of 10%
per annum. The formula will be provided as part of the Financial
Reporting Template (see Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877) and instructions
prescribed by DHH-OBH.

7.12. Cost Sharing/Co-payments

7.12.1.

Any cost sharing imposed on Medicaid members must be in accordance
with 42 CFR 8447.50 through 8447.58 and cannot exceed cost sharing
amounts in the Medicaid State Plan. Louisiana currently has no cost
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7.13.

sharing requirements for any of the SMO core benefits and services. DHH
reserves the right to amend cost sharing requirements.

7.12.2. The SMO and its subcontractors are not required to impose any copay or
cost sharing requirements on their members. The SMO and its
subcontractors, however, are not permitted to charge their members fees
of any kind or any copay or cost-sharing amount above what exists in the
Medicaid State Plan.

7.12.3. The SMO or its subcontractors may not:

7.12.3.1. Deny services to an individual who is eligible for services
because of the individual's inability to pay the cost sharing;

7.12.3.2. Restrict its members’ access to needed drugs and related
pharmaceutical products by requiring that members use mail-
order pharmacy providers; or,

7.12.3.3. Impose copayments for the following:

7.12.3.3.1. Family planning services and supplies;
7.12.3.3.2. Emergency services;
7.12.3.3.3. Services provided to:

7.12.3.3.3.1. Individuals younger than 21 years old;
7.12.3.3.3.2. Pregnant women,;

7.12.3.3.3.3. Individuals who are inpatients in long-term care
facilities or other institutions;

7.12.3.3.3.4. Native Americans; and
7.12.3.3.3.5. Alaskan Eskimos.

Return of Funds

7.13.1.

7.13.2.

All amounts owed by the SMO to DHH, as identified through routine or
investigative reviews of records or audits conducted by DHH or other
state or federal agency, are due no later than 30 calendar days following
notification to the SMO by DHH unless otherwise authorized in writing by
DHH. DHH, at its discretion, reserves the right to collect amounts due by
withholding and applying all balances due to DHH to future payments.
DHH reserves the right to collect interest on unpaid balances beginning
thirty (30) calendar days from the date of initial notification. The rate of
interest charged will be the same as that fixed by the Secretary of the
United States Treasury as provided for in 45 CFR §30.18. This rate may
be revised quarterly by the Secretary of the Treasury and is published by
the United States Department of Health and Human Services (HHS) in
the Federal Register.

The SMO shall reimburse all payments as a result of any federal
disallowances, penalties, or sanctions imposed on DHH as a result of the
SMO's failure to abide by the terms of the contract. The SMO shall be
subject to any additional conditions or restrictions placed on DHH by HHS
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as a result of the disallowance. Instructions for returning of funds shall be
provided by written notice.

7.14. Third Party Liability (TPL)

7.14.1. General TPL Information

7.14.1.1.

7.14.1.2.

7.14.1.3.

7.14.1.4.

7.14.1.5.

7.14.1.6.

7.14.1.7.

Third Party Liability refers to the legal obligation of third parties
(i.e., certain individuals, entities, or programs) to pay all or part of
the expenditures for medical assistance furnished under a state
plan. TPL allows for the ability to transfer information and to bill
other payers such as Medicare, commercial claims and private
pay. TPL is required as per 42 CFR 8433.135 et seq. and the
SMO shall ensure compliance with all federal regulations.

Pursuant to federal and state law, the Medicaid program by law is
intended to be the payer of last resort. This means all other
available Third Party Liability resources must meet their legal
obligation to pay claims before the Medicaid program pays for the
care of an individual eligible for Medicaid. Exclusions to Medicaid
being payor of last resort are identified in 42 CFR 433.139(b)(3)(i)
and (i) which include services for prenatal care for pregnant
women, preventive pediatric services, or covered services
furnished in cases where the third party resource is derived from
the absent parent whose obligation to pay third party medical
support is enforced by the State title IV-D agency.

SMO shall ensure submission of TPL information to the Fl on a
weekly basis as per an agreed upon layout by the FI, Medicaid,
DHH-OBH and the SMO.A process regarding testing,
submission, errors, edits, etc. shall be developed by the SMO
and submitted to DHH-OBH within thirty (30) days of DOA/OCR
approval of the signed contract.

The SMO shall coordinate benefits in accordance with 42 CFR
8433.135 et seq. and Louisiana Revised Statutes, Title 46, so
that costs for services otherwise payable by the SMO are cost
avoided or recovered from a liable party. The two methods used
are cost avoidance and post-payment recovery. The SMO shall
use these methods as described in federal and state law.

Establishing Third Party Liability takes place when data matches
are conducted with insurance carriers that confirm insurance
coverage exists for the recipient outside of Medicaid.

If the probable existence of Third Party Liability cannot be
established, the SMO must adjudicate the claim. The SMO must
then utilize post-payment recovery which is described in further
detail below.

The term “state” shall be interpreted to mean “SMO” for purposes
of complying with the federal regulations referenced above. The
SMO may require subcontractors to be responsible for
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coordination of benefits for services provided pursuant to this

contract.
7.14.2. Cost Avoidance
7.14.2.1. The SMO shall cost-avoid a claim if it establishes the probable
existence of Third Party Liability at the time the claim is filed.
7.14.2.2. Except in certain cases, the SMO shall attempt to avoid payment
in all cases where there is other insurance (Medicaid is payer of
last resort).
7.14.3. Post-payment Recoveries
7.14.3.1. Post-payment recovery is necessary in cases where the SMO
has not established the probable existence of Third Party Liability
at the time services were rendered or paid for, and was unable to
cost avoid. The following sets forth requirements for SMO
recovery:
7.14.3.1.1. The SMO must seek recovery of reimbursement from the
third party to the limit of legal liability within sixty (60) days
after the end of the month it learns of the existence of the
liable third party or benefits become available per 42 CFR
433.139(d)(2).
7.14.3.1.2. The SMO must have established procedures for recouping
post-payments for DHH’s review during the readiness
review process. The SMO must void encounter totals for
claims that are recouped in full. For recoupments that are
not recouped in full, the SMO must submit adjusted
encounter totals for the claims.
7.14.3.1.3. The SMO will take responsibility for identifying and
pursuing third party liability for Medicaid enrollees that are
enrolled in their network with casualty insurance, tort
claims and settlements or personal injury. The SMO shall
be required to seek amounts greater than five hundred
dollars ($500) as required by Medicaid State Plan and
federal Medicaid guidelines. The amount of any
subrogation recoveries collected by the SMO shall be
reported through adjusted invoice and/or encounter data.
7.14.3.1.4. The amount of any recoveries collected by the SMO
outside of the claims processing system shall be treated by
the SMO as offsets to behavioral healthcare expenses for
the purposes of reporting.
7.14.3.1.5. Prior to accepting a Third Party Liability settlement on
claims equal to or greater than $25,000, the SMO shall
obtain approval from DHH-OBH.
7.14.4. Distribution of TPL Recoveries
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7.14.4.1.

The SMO may retain up to 100% of its Third Party Liability
collections if all of the following conditions exist:

7.14.4.1.1. Total collections received do not exceed the total amount

of the SMO financial liability for the member;

7.14.4.1.2. There are no payments made by DHH related to fee-for-

service, reinsurance or administrative costs (i.e., lien filing,
etc.);

7.14.4.1.3. Such recovery is not prohibited by state or federal law,

and;

7.14.4.1.4. DHH will utilize the data in calculating future capitation

rates.

7.14.5. TPL Reporting Requirements

7.14.5.1.

7.14.5.2.

7.14.5.3.

7.14.5.4.

7.14.5.5.

7.14.5.6.

The SMO shall provide DHH Third Party Liability information in a
format and medium described by DHH and shall cooperate in any
manner necessary, as requested by DHH, with DHH and/or a
cost recovery vendor of DHH.

The SMO shall track its TPL recovery for members and report
this recovery amount to DHH-OBH according to the format and
schedule specified by DHH-OBH. Data transfer of TPL
information on any member shall occur according to the format
and schedule specified by DHH-OBH.

The SMO must report the existence of Third Party Liability, to
DHH on a weekly basis by 4:00pm every Thursday through the
established SFTP site. The SMO shall transfer to DHH-OBH any
new TPL information on any member that comes to their
attention. DHH or its designee shall also transfer to the SMO any
new TPL information for any member weekly by 4:00pm every
Thursday through the established SFTP site.

The SMO shall be required to include the collections and claims
information in the encounter data submitted to DHH, including
any retrospective findings via encounter adjustments.

Upon the request of DHH, the SMO must provide information not
included in encounter data submissions that may be necessary
for the administration of Third Party Liability activity. The
information must be provided within thirty (30) calendar days of
DHH’s request. Such information may include, but is not limited
to, individual medical records for the express purpose of a Third
Party Liability resource to determine liability for the services
rendered.

Upon the request of DHH, the SMO shall demonstrate that
reasonable effort has been made to seek, collect and/or report
Third Party Liability and recoveries. DHH shall have the sole
responsibility for determining whether or not reasonable efforts
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have been demonstrated. Said determination shall take into
account reasonable industry standards and practices.

7.14.5.7. The SMO is required to submit a Third Party Liability Collections

Report monthly, quarterly, and annually and upon request of
DHH-OBH with all health insurance collections for its members
plus copies of any Form 1099's received from insurance
companies for that period of time. The report shall indicate open
receivables, closed receivables, amounts collected, amounts
written off, and amounts avoided.

7.14.5.8. In accordance with 42 CFR 8433.138(e), the SMO shall be

responsible for identifying any accident or injury utilizing
diagnosis and trauma related codes 800 through 999, excluding
994.6.

7.14.5.9. The SMO shall maintain other coverage information for each

7.14.6.

member. The SMO shall verify the other coverage information
provided by DHH and develop a process to include additional
other coverage information when it becomes available.

DHH Right to Conduct Identification and Pursuit of TPL

7.14.6.1. When the SMO fails to collect payment from the Third Party

Liability within three hundred (365) days from date of service,
DHH may invoke its right to pursue recovery.

7.14.6.2. If DHH determines that the SMO is not actively engaged in cost

avoidance activities the SMO shall be subject to remediation.

7.14.6.3. DHH-OBH will retain responsibility for collecting medical

subrogation. DHH-OBH will coordinate these activities with the
SMO. The SMO is required to comply with any information
requests regarding medical subrogation.

7.15. Financial Disclosures for Pharmacy Services

7.15.1.

The SMO must disclose all financial terms and arrangements for
remuneration of any kind that apply between the SMO and any
prescription drug manufacturer or labeler, including, without limitation,
formulary management, educational support, claims processing,
pharmacy network fees, data sales fees, and any other fees. DHH or
state auditors may audit such information at any time. DHH agrees to
maintain the confidentiality of information disclosed by the SMO pursuant
to the contract, to the extent that such information is confidential under
Louisiana or federal law.

7.16. Financial Reporting

7.16.1.

7.16.2.

The SMO shall report all financial reporting requirements as outlined in
the Financial Reporting Template (see Procurement Library at
http://new.dhh.louisiana.gov/index.cfm/page/1877).

The SMO shall develop and submit to DHH-OBH for approval within thirty
(30) days of DOA/OCR approval of the signed contract a procedure
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7.16.3.

7.16.4.

7.16.5.

7.16.6.

7.16.7.

7.16.8.

7.16.9.

7.16.10.

relative to recovery of overpayments to providers upon reaching a certain
threshold. The procedure shall require that the SMO immediately report
to DHH-OBH on all overpayments upon reaching the approved threshold
and provisions for notifying the affected provider(s). The SMO shall track
all provider notifications resulting from overpayment, amounts of
overpayment, and any other related data.

The SMO shall comply with federal and state laws and DHH Policy
requiring an audit of the SMO’s operation as a whole or of specific
program activities. Audit reports shall be sent within thirty (30) days after
the completion of the audit, but no later than six (6) months after the end
of the audit period. If an audit is performed within the contract period, for
any period, one (1) copy of the audit shall be sent to the Department of
Health and Hospitals, Attention: Division of Fiscal Management, P.O. Box
91117, Baton Rouge, LA 70821-9117 and one (1) copy of the audit shall
be sent to the contract monitor. DHH-OBH may at its discretion develop
other financial reporting requirements (FRRs) that are designed to
evaluate the specific operations of the SMO related to this contract.

Audit Requirement: Circular A-133 is issued under the authority of
sections 503, 1111, and 7501 et seq. of title 31, United States Codes, and
Executive Orders 8248 and 11541 Non-federal entities that expend
$300,000 ($500,000 for fiscal years ending after December 31, 2003) or
more in a year in federal awards shall have a single or program-specific
audit conducted for that year in accordance with the provisions of this
part.

Non-federal entities that expend $300,000 ($500,000 for fiscal years
ending after December 31, 2003) or more in a year in federal awards
shall have a single audit conducted in accordance with 8500 except when
they select to have a program-specific audit conducted in accordance
with paragraph (c) of this section.

The SMO shall provide near real-time, read-only access to its financial
reporting systems.

The SMO shall implement processes for verifying the accuracy and
timeliness of reported data, screen the data for completeness, logic, and
consistency, and collect service information in standardized industry
formats. The SMO shall submit timely, accurate, and complete data or
shall be subject to remediation under Section 22 of this RFP.

The SMO shall develop an accounting and financial reporting system that
tracks revenue and expenses associated with various funding
streams/sources separately and that will have capability and capacity to
integrate with DHH and state systems.

The SMO shall not make subsequent payment adjustments within its data
warehouse on previously reported dates of payment.

In addition to the annual audit requirements discussed within this section,
the SMO shall submit quarterly unaudited financial statements no later
than 60 days after each calendar quarter and shall use generally
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accepted accounting principles in preparing the unaudited quarterly
financial statements which shall include, but not limited to, the following:

7.16.10.1.
7.16.10.2.
7.16.10.3.
7.16.10.4.

7.16.10.5.

Balance Sheet
Income Statement
Statement of retained earnings

Additional financial and utilization data in a format prescribed and
provided by DHH-OBH sixty (60) days prior to contract go-live.
This data shall include, but not be limited to, detailed
administrative and service costs broken out by eligibility group,
profitability reporting, incurred but not reported (IBNR) reporting,
lag schedules, utilization reporting inclusive of average lengths of
stay and costs per person to be utilized to evaluate and monitor
the performance and operations of the SMO.

Annual disclosure and additional financial information requests
that will be developed in a format prescribed by DHH-OBH.

7.16.11. The SMO shall report the managed care days and payments to hospitals
in order to comply with Section 1932(g) of the Social Security Act,
“Identification of Patients for Purposes of Making DSH Payments”, and 42
CFR 8447.299 reporting requirements. This SMO shall ensure this
reporting meets the needs of the State (all inpatient and outpatient
encounters must include ancillary charges and the appropriate revenue

codes).

7.16.12. Budget Tracking System (Early Warning System)

7.16.12.1.

7.16.12.2.

7.16.12.3.

The SMO in conjunction with DHH-OBH shall develop a system
to track revenue, expenditures, utilization, cost per service and
recipients in service by funding source and eligibility group. The
purpose of the system will be to track actual to budget
expenditures and assist in the budget process and identify
potential budget surpluses or overages. Client/service specific
data shall be reported to ensure proper accounting for budget
expenditures at each of the participating state agencies (DHH-
OBH, DCFS, LDOE and 0JJ).

The SMO shall provide, in a format prescribed by DHH-OBH,
annual projections with monthly reporting to gauge expenditure
patterns.

The SMO shall adhere to the state budget timeline in order to
assure DHH-OBH can submit timely and accurate budget
information.

LEFT INTENTIONALLY BLANK
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8.0 COVERED BENEFITS AND SERVICES

8.1.

General Provisions

8.1.1.

8.1.2.

8.1.3.

8.1.4.

8.1.5.

8.1.6.

8.1.7.

8.1.8.

The Statewide Management Organization (SMO) shall have available for
members, at a minimum, those core behavioral health benefits and
services specified in the contract and, for Medicaid members, as defined
in the Medicaid State Plan and its amendments, administrative rules,
DHH policy and procedure manuals, and any other services as provided
through the 1915(i) SPA, and 1915(c), and 1915(b) waivers, or additional
waivers adopted during the course of the contract. The SMO shall
possess the expertise and resources to ensure the delivery of quality
behavioral healthcare services to LBHP members in accordance with
Louisiana Medicaid program standards and the prevailing industry
standards.

The SMO shall provide a mechanism to reduce inappropriate and
duplicative use of behavioral healthcare services. Services shall be
furnished in an amount, duration, and scope that is not less than the
amount, duration, and scope for the same services furnished to eligibles
under fee-for-service Medicaid, as specified in 42 CFR 8438.210(a)(1)
and (2). Upward variances of amount, duration and scope of these
services are allowed.

The SMO may exceed the service limits as specified in the Medicaid
State Plan to the extent that those service limits can be exceeded with
authorization. No service limitation can be more restrictive than those that
currently exist under the LBHP or legacy Medicaid fee-for-service.

Although the SMO shall provide the full range of required core benefits
and services listed in this contract, it may choose to provide services over
and above those specified when it is cost effective to do so under the
capitated rate. Additionally, the SMO may offer additional benefits that are
outside the scope of core benefits and services to individual members on
a case-by-case basis, based on medical necessity, cost-effectiveness,
the wishes of the member and/or member’s family, and the potential for
improved health status of the member. However, this does not
necessarily qualify the service for Medicaid reimbursement.

The SMO will track the benefit package and funding source of each
eligible member and ensure that the member is offered all eligible
benefits and that the appropriate funding source reimburses for the
covered benefits.

The SMO shall ensure that services are sufficient in amount, duration,
and scope to reasonably be expected to achieve the purpose for which
the services are furnished.

The SMO shall not arbitrarily deny or reduce the amount, duration, or
scope of a required service because of diagnosis, type of illness, or
condition of the member.

The SMO shall not portray core benefits or services as an expanded
health benefit.
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8.2.

8.1.9.

8.1.10.

8.1.11.

Covered services shall be available statewide (unless service is not
approved for statewide availability) and provided by the SMO through its
subcontracts.

The SMO may limit services to those which are medically necessary and
appropriate, and which conform to professionally accepted standards of
care. Medically necessary services are defined as those healthcare
services that are in accordance with generally accepted evidence-based
medical standards or that are considered by most physicians (or other
independent licensed practitioners) within the community of their
respective professional organizations to be the standard of care. DHH
shall make the final interpretation of any disputes about the medical
necessity and continuation of core benefits and services under this RFP.

The SMO shall use the state Medicaid definition of "medically necessary
services" in a manner that is no more permissive or restrictive than the
state Medicaid program. All services for which a member is eligible shall
at a minimum cover:

8.1.11.1. The prevention, diagnosis, and treatment of behavioral health

impairments.

8.1.11.2. The ability to achieve age-appropriate growth and development.

8.1.11.3. The ability to attain, maintain, or regain functional capacity.

8.1.12.

8.1.13.

8.1.14.

Only Medicaid members can receive Medicaid funded services. Medicaid
services shall be provided by SMO contracted providers that have been
credentialed by the SMO and certified by DHH-OBH.

If specific access problems are reported by the SMO, DHH-OBH, DCFS,
0JJ, LDOE, or other stakeholders and are verified by DHH-OBH, the
SMO shall actively recruit, train, and subcontract with additional
providers, including independent practitioners, to meet the needs of
members. Recruitment and training of additional providers to meet access
standard requirement shall be in a timeframe approved by DHH-OBH.

Subiject to the terms, conditions, and definitions of this contract, the SMO
shall be responsible for the provision of all administrative services and all
covered services to adults and children enrolled in the SMO.

Medicaid State Plan Services

8.2.1. The SMO shall provide the following services to all Medicaid members if
medically necessary. The core benefits and services that shall be
provided to members according to the Medicaid State Plan are:

8.2.1.1. Inpatient Hospital Services
8.2.1.2. Outpatient Hospital Services
8.2.1.3. Lab Services

8.2.1.4. Diagnostic Services
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8.2.1.5.
8.2.1.6.

8.2.1.7.
8.2.1.8.

8.2.1.9.

Physician Services (including Psychiatrist)

Federally Qualified Health Center (FQHC) with specialized
behavioral health services provided by a psychiatrist or Licensed
Mental Health Professional (LMHP)

Psychiatric Residential Treatment Facility (PRTF)
Therapeutic Group Home (TGH)

Note: TGH has a non-Medicaid funding component for room and
board.

Early Periodic Screening, Diagnostic, and Treatment (EPSDT)
Services including services provided by a Licensed Mental Health
Professional (LMHP) including:

8.2.1.9.1. Medical Psychologists

8.2.1.9.2. Licensed Psychologists

8.2.1.9.3. Licensed Clinical Social Workers (LCSWSs)

8.2.1.9.4. Licensed Professional Counselors (LPCs)

8.2.1.9.5. Licensed Marriage and Family Therapists (LMFTSs)

8.2.1.9.6. Licensed Addiction Counselors (LACs)

8.2.1.9.7. Advanced Practice Registered Nurses (must be a nurse

8.2.1.10.

practitioner specialist in Adult Psychiatric & Mental Health,
Family Psychiatric & Mental Health, or a Certified Nurse
Specialist in Psychosocial, Gerontological Psychiatric
Mental Health, Adult Psychiatric and Mental Health, Child-
Adolescent Mental Health)

Mental health rehabilitation services:

8.2.1.10.1. Community Psychiatric Support and Treatment

8.2.1.10.2. Psychosocial Rehabilitation

8.2.1.10.3. Crisis Intervention

8.2.1.11.

Addiction services:

8.2.1.11.1. Outpatient

8.2.1.11.2. Intensive Outpatient

8.2.1.11.3. Residential

8.2.1.12.

The SMO shall provide behavioral health services that are
incidental to a pregnancy in accordance with 42 CFR Part 440
Subpart B, which provides that pregnancy-related services are
those services that are necessary for the health of the pregnant
woman and fetus, or that have become necessary as a result of
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8.2.2.

the woman having been pregnant. This includes services for
other conditions that might complicate the pregnancy including
those for diagnoses, illnesses, or medical conditions which might
threaten the carrying of the fetus to full term or the safe delivery
of the fetus, such as a behavioral health complication.

8.2.1.13. Other services determined to be medically necessary (related to

single case agreements), and any other behavioral health service
subsequently amended into the Medicaid State Plan for coverage
under the LBHP.

The Omnibus Budget Reconciliation Act of 1989 (OBRA 89) mandates
that all medically necessary services listed in Section 1905(a) of the
Social Security Act be covered under Medicaid for the EPSDT program
provided for Medicaid eligible individuals under age 21 (42 CFR Part 441,
Subpart B — EPSDT of Individuals under age 21). The SMO is
responsible to provide all medically necessary core benefits and services
in the Medicaid State Plan identified in the contract and Service
Definitions Manual.

8.3. 1915(i) Medicaid State Plan Amendment (SPA) for Adults with Serious Mental

lliness
8.3.1. The SMO will be responsible for the administration of 1915(i) Medicaid
State Plan Services. These services are for those members who are:
8.3.1.1. Medicaid eligible and aged 21 and older, or
8.3.1.2. Who are 19 and older and Medicaid eligible using institutional
financial eligibility criteria (i.e., 1915(i)-only population).
8.3.2. Clinical eligibility requires that these adults must meet the following
clinical criteria to be eligible for 1915(i) services:
8.3.2.1. Has acute stabilization needs
8.3.2.2. Suffers from Serious Mental lliness
8.3.2.3. Has a Major Mental Disorder
8.3.2.4. Persons diagnosed with a substance use disorder with an
additional co-occurring Axis | disorder as defined in the current
1915(i) SPA.
8.3.2.5. Has previously met the above criteria and how needs subsequent
medically necessary services for stabilization and maintenance
8.3.3. Any adult as defined in Section 8.3.1.2 above that meets Medicaid
community financial criteria is eligible for medically necessary services
under the 1915(i) Medicaid State Plan Amendment (i.e., 1915(i)-only
population).
8.3.4. The services available for this population includes treatment by a LMHP,

Community  Psychiatric  Support and Treatment, Psychosocial
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8.4.

8.5.

Rehabilitation, Crisis Intervention, Case Conference, and Treatment
Planning.

8.3.5. The SMO shall be responsible for conducting or contracting for providers
to conduct independent assessments as per the requirements of the
1915(i) SPA.

1915(c) Children’s CSoC Serious Emotional Disturbance (SED) Home and
Community-Based Waiver

8.4.1. The SMO will be responsible for administration of this HCBS waiver in
order to provide home and community-based waiver services to Medicaid
eligible individuals with serious emotional disturbance who, but for the
provision of such services, would require the following level(s) of care, the
costs of which would be reimbursed under the approved Medicaid State
plan and who have a hospital or nursing home Level of Care. Hospital
levels of care include psychiatric care within a general hospital and
inpatient psychiatric hospital for individuals under age 22 as provided in
42 CFR 440.160., and skilled nursing facilities. The SMO shall assist
recipients with the Medicaid application process who meet the LOC but
otherwise would not be eligible for Medicaid.

8.4.2. The SMO shall be responsible for ensuring that wraparound facilitation
using the National Wraparound and Initiative’s Child and Family Team
approach is provided to all members in the 1915(c) waiver.

8.4.3. In addition to the full array of Medicaid benefits, waiver services for the
individuals that meet 1915(c) eligibility currently include Youth Support
and Training, Parent Support and Training, Crisis Stabilization, Short-term
Respite, and Independent Living/Skills Building.

8.4.4. It is the intent of DHH to modify its current 1915(c) waiver by shifting
certain services to the Medicaid State Plan and adding new and
enhanced waiver services. The SMO shall adapt its policies and
procedures to comply with waiver modifications as outlined in Section 8.6
below.

1915(b)(3) services for Children and Youth who are Functionally Eligible for
CSoC

8.5.1. The SMO will be responsible for administration of 1915(b)(3) services
which will serve individuals from age 0 to under 22, who do not meet the
Level Of Care to qualify for the 1915(c) waiver, yet meet the functional
requirements for CSoC services.

8.5.2. Because these individuals meet CSoC functional eligibility, they receive
Medicaid State Plan services and the same services as are in the 1915(c)
waiver, which are Youth Support and Training, Parent Support and
Training, Crisis Stabilization, Short-term Respite, and Independent
Living/Skills Building.

8.5.3. The SMO shall be responsible for ensuring that wraparound facilitation
using the National Wraparound and Initiative’s Child and Family Team
approach is provided to all members in the 1915(b)(3) waiver.
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8.6. Anticipated Changes to Children/Youth Services to be Submitted for CMS

Approval

8.6.1. It is the intent of DHH to submit to CMS additional State Plan
Amendments and waiver amendments relative to transforming the
children’s service model. Pending CMS approval, the SMO shall be
responsible for implementing the enhanced children’s service array as
outlined below. If approval by CMS is not granted, the SMO shall operate
under the current CMS approved authorities outlined in Sections §8.2
through 88.5 above.

8.6.2. Proposed Medicaid State Plan amendments relative to children/youth
services include:

8.6.2.1. DHH proposes to transition the following services from the
1915(c) waiver to the Medicaid State Plan:

8.6.2.1.1. Parent Support and Training (name will change to Parent
Peer Support);
8.6.2.1.2. Youth Support and Training (name will change to Youth
Peer Support); and
8.6.2.1.3. Crisis Stabilization.
8.6.2.2. Additionally, DHH proposes to add Therapeutic Foster Care

(TFC) as a Medicaid reimbursable service under the Medicaid
State Plan. See Service Definitions Manual in the procurement
library for additional information regarding TFC.

Note: TFC has a non-Medicaid funding component for room and

board.
8.6.3. Proposed 1915(c) Waiver Amendments include:
8.6.3.1. Transitioning Parent Support and Training, Youth Support and

Training, and Crisis Stabilization from the 1915(c) waiver to the
Medicaid State Plan.

8.6.3.2. Adding the following new 1915(c) waiver services:

8.6.3.2.1.

Consultation to Family and Community Supports (CFCS) —
This service will be used to assist caregivers, natural
supports, and/or paid support staff (Skills Builders and
others) in carrying out individual treatment/support plans.
Home or community-based consultation activities are
provided by professionals in psychology, social work,
counseling and behavior management. This service
includes assessment, development of a home
treatment/support plan, training and technical assistance to
carry out the plan, and monitoring of the participant and
other providers in the implementation of the plan. Family
counseling may be provided.
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8.6.3.2.2. Customized Goods and Services — This service will allow
for individualized supports that youth who have severe
emotional disturbances or mental illness may need to fully
benefit from mental health services. Examples of
Customized Goods and Services include, but are not
limited to: tutoring, parenting skills, homemaker services,
structured mainstream recreation, therapeutic or day
support activities, mentor or behavioral aid, a utility deposit
to help stabilize a child's behavioral health crisis,
environmental modification to the participant’s residence to
enhance safety and ability to continue the living
arrangement, or other customized goods and services to
provide flexible community services and to maintain
stability in the child’s residence. The use of Customized
Goods and Services is tied directly to a specified need
documented on the Plan of Care with clear rationale.

8.6.3.3. Providing Parent/Youth Partners for CSoC members through a
Family Support Program embedded within each Region’s WAA
and as part of the administrative per member per month rate.

8.6.3.4. Changing the requirement for provision of at least one waiver
service per month to monthly monitoring of the individual when
services are furnished on a less than monthly basis.

8.6.3.5. Allowing enrollment in CSoC for at least thirty (30) days prior to
residential discharge to prevent disruption and improve
stabilization upon reentry into home and community environment.

8.6.4. The delivery of new Medicaid State Plan, 1915(c) and 1915(b) waiver,
and 1915(i) SPA services shall appear seamless to all members, but
retain separate fund accountability for audit and encounter data purposes.
The SMO may only use Medicaid funds to purchase Medicaid services for
Medicaid enrollees. The SMO is encouraged to propose additional
services to Medicaid beneficiaries, and may propose additional services
to be added to the non-Medicaid service array after consultation with
DHH-OBH.

8.6.5. DHH may expand, eliminate, or otherwise change core benefits and
services. If changed, the contract shall be amended and the SMO given
sixty (60) days advance notice, when possible. The SMO shall adhere to
all transition requirements provided by DHH upon implementation of such
changes including, but not limited to, coordination of any data or records
exchanges.

8.7. Non-State Plan Services
8.7.1. Covered Services include:

8.7.1.1. Behavioral health services, including substance use disorder and
mental health treatment for adults and children who are not
eligible for Medicaid and paid with state funding.
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8.7.2.

8.7.3.

8.7.4.

8.7.5.

8.7.6.

8.7.1.2. All medically necessary behavioral health services, as well as

1915(b)(3) services to non-Medicaid children functionally and
financially eligible for the CSoC program in accordance with the
approved Plans of Care that have an available state funding
source through DHH-OBH, DCFS, or OJJ.

8.7.1.3. Behavioral health services for children involved with and

approved by OJJ and DCFS, who are not eligible for Medicaid.
Additionally, LDOE provides behavioral health services to all
students with an IEP who are enrolled in a public school system,
regardless of Medicaid eligibility.

During the term of the contract, the SMO may provide cost-effective
services that are not covered in the Medicaid State Plan and in addition to
those covered under this contract as alternative treatment services and
programs for enrolled members under 42 CFR 8438.6(e) for adults and
children under the capitation. These services may also include behavioral
healthcare services which are in excess of the amount, duration, and
scope in the Medicaid State Plan.

These services/benefits shall be specifically defined by the SMO in regard
to amount, duration and scope in a quarterly report submitted to DHH-
OBH called the Quarterly Report on Non-State Plan Services.

8.7.3.1. The SMO shall provide DHH-OBH a description of all non-State

Plan services/benefits offered by the SMO, including the type of
service, estimated number of recipients and providers, and
improved outcomes for each type of service in the quarterly
report.

8.7.3.2. As directed by the state, the SMO shall perform a cost-benefit

analysis for any new services it proposes to provide under the
capitated rate as cost-effective services per 42 CFR 8§438.6(e),
including whether the proposed service would have an impact on
the Medicaid capitation rates or on the non-Medicaid payments
once implemented, and how the proposed service would be cost-
effective compared to the Medicaid State Plan services. The
SMO shall continue to monitor cost effectiveness and report its
findings to DHH-OBH in the quarterly report.

DHH will not provide any additional reimbursement for these
services/benefits.

If gaps remain in service availability after implementing traditional
methods for network sufficiency and service array, the SMO shall find
alternate ways to ensure sufficiency, either by incentivizing providers or
implementing expanded non-State Plan services.

Examples of identified service gaps in the LBHP include, but are not
limited to:

8.7.6.1. 1915(i) services to individuals aged 21 to under 22 years of age

enrolled in the 1915(c) waiver who are aging out of EPSDT
sServices;
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8.8.

8.9.

8.7.6.2.

8.7.6.3.

8.7.6.4.

8.7.6.5.

Licensed nurses to provide injection services embedded in cost
of evaluation and utilization management visits through a
physician code extender;

LMHP services in lieu of psychiatric services for outpatient
therapy for non-1915(i) Medicaid eligible adults aged 21 and
over,;

Free standing psych hospital use in lieu of general hospital
psychiatric units; and

Crisis intervention services for all Medicaid eligible adults rather
than limiting to 1915(i) adults only.

Services for Priority Populations

8.8.1. Priority Populations are defined as:
8.8.1.1. Pregnant females;
8.8.1.2. Substance using women with young children;
8.8.1.3. Women with co-occurring disorders and young children;
8.8.1.4. Persons with HIV;
8.8.1.5. Persons who are Intravenous (IV) drug users;
8.8.1.6. Children with behavioral health needs in contact with other child-
serving systems but not functionally eligible for CSoC; and
8.8.1.7. The Permanent Supportive Housing population.

8.8.2. Services for Priority Populations not otherwise included in the 1915(c)
and 1915(b)(3) waivers or the 1915(i) SPA include treatment planning,
and Medicaid services, if medically eligible.

8.8.3. Different members are eligible for different packages of services that will

need to be tracked and provided by the SMO. However, all Medicaid
behavioral health services for members, including inpatient and outpatient
hospital services and community-based services are included under this
contract for enrolled beneficiaries.

Mixed Service Protocol

8.9.1.

8.9.2.

Certain circumstances are identified as being covered by either the Bayou
Health plan or the SMO. These circumstances are not exclusive.
Coordination of benefits between a member’s physical health plan (Bayou
Health) and behavioral health plan (SMO) is complex and requires
cooperation and collaboration between the two plans. Services in which
patient coverage may be shared between the member’s physical health
plan and behavioral health plan are defined as Mixed Services.

Medicaid managed care enrollees in Bayou Health plans will be enrolled
under this contract to receive specialized (non-basic) behavioral health
services. Specialized behavioral health services are defined as those
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8.9.3.

8.9.4.

8.9.5.

services provided by a psychiatrist or a LMHP. Basic behavioral health
services are defined as those provided in the member's PCP or medical
office by the member’s (non-behavioral health specialist) physician (i.e.,
DO, MD, APRN) as part of routine physician evaluation and management
activities (i.e., screening, prevention and referral).

As circumstances of mixed service protocol are identified, those
circumstances will be articulated in “informational bulletins” and
incorporated as coverage/billing protocol with the SMO.

The state shall be the final arbiter of mixed service protocol questions
relative to payment source.

The following services shall be included under the SMO when a Medicaid
member is enrolled in a Bayou Health plan and the service is medically
necessary:

8.9.5.1. Lab and radiology services performed in the facility as part of an

inpatient psychiatric hospital stay, emergency department visit,
FQHC visit or residential treatment facility stay when ordered by
a contracted psychiatrist or Licensed Mental Health Practitioner
(LMHP). The SMO shall only be responsible for payment if the
psychiatrist or LMHP is an SMO contracted network provider,
unless the service is ordered in the emergency room setting.

8.9.5.2. Any lab and radiology services that are prior authorized and

provided as outpatient services performed by a free-standing
psychiatric hospital or distinct part psychiatric unit and ordered by
a contracted psychiatrist or LMHP.

8.9.5.3. Inpatient and outpatient services (other than acute detox in a

general hospital inpatient setting) provided by a psychiatrist or
LMHP. When provided in a general hospital, the SMO shall pay
professional claims of psychiatrists or LMHPs only. The SMO
shall pay both facility and professional claims when the service is
performed in a psychiatric hospital or distinct part psychiatric unit.
Providers must be contracted with the SMO or be operating
under a single case/ad hoc agreement with the SMO. Prior
authorization is required.

8.9.5.4. Behavioral health services provided in a Federally Qualified

Health Center (FQHC) and Rural Health Center (RHC) only when
a service by a psychiatrist or an LMHP is claimed in the
encounter submission. Pending any rulemaking changes in the
Medicaid State Plan relative to reimbursement for FQHC
encounters, the SMO will continue to reimburse only for
psychiatrist and/or LMHP encounter claims.

8.9.5.5. Emergency room services provided by a psychiatrist or LMHP

only. When provided in a general hospital emergency room,
SMO shall pay professional claims of psychiatrist or LMHP only.
SMO shall pay all claims when service performed in a psychiatric
or acute emergency room.
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8.9.5.6.

8.9.5.7.

CPT codes for neuropsychological testing and behavioral
assessment and intervention are covered even though there is no
behavioral health diagnosis present. These services must be
rendered by a contracted psychiatrist or LMHP in order to be
covered under the LBHP by the SMO.

Claims submitted for acute detoxification in a psychiatric hospital
or distinct part psych unit regardless of provider type.

8.9.6. The following services are covered by Bayou Health and are not covered
under the SMO contract:

8.9.6.1. All inpatient hospital and outpatient services when provided by a
provider who is not a psychiatrist or LMHP, with the exception of
claims submitted for acute detoxification in a psychiatric hospital
or distinct part psychiatric unit only.

8.9.6.2. All general hospital emergency room facility claims.

8.9.6.3. All behavioral health emergency room facility and professional
claims when not provided by a psychiatrist or LMHP.

8.9.6.4. All lab and radiology claims when not ordered by a psychiatrist or
LMHP.

8.9.6.5. Medical services covered by Bayou Health include, but are not
limited to:

8.9.6.5.1. Inpatient hospital services for acute detox for members in a

general hospital setting,

8.9.6.5.2. Behavioral health services in an FQHC or RHC for

members when not provided by a psychiatrist or LMHP.

8.9.6.5.3. Basic behavioral health services when not provided by a

8.9.6.6.

psychiatrist or LMHP.

Upon referral by a contracted SMO provider and with prior
authorization by the SMO, all non-emergency medical
transportation (NEMT) for members to and from a contracted
SMO provider (or providers operating under approved single/ad
hoc case agreements) shall be reimbursed through Bayou
Health. All Medicaid eligible NEMT shall be coordinated in
conjunction with State Medicaid (i.e., single state broker, state
contractor, or Bayou Health as applicable).

8.10. Coverage for Permanent Supportive Housing (PSH)

8.10.1. The Louisiana Permanent Supportive Housing (PSH) model combines
affordable rental housing with voluntary, flexible and individualized
community-based services to assist people with the most severe and
complex disabilities to live successfully in the community.

8.10.2. The SMO’s role with PSH is to ensure outreach to potential PSH
recipients, verifying PSH service eligibility consistent with PSH program
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8.10.3.

requirements, assist members in the application process for PSH, provide
specialized care management, and ensure that tenancy supports
associated with PSH are provided through CPST, PSR, ACT and other
LBHP services to 1915(i) eligible recipients.

The SMO shall be responsible for authorizing payment for PSH tenancy
support services for the 1915(i) eligible population in PSH.

8.11. Coverage and Payment for Emergency Services for Medicaid Members

8.11.1.

8.11.2.

8.11.3.

8.11.4.

8.11.5.

8.11.6.

8.11.7.

The SMO shall be responsible for coverage, payment, and provision of
outpatient emergency behavioral health services and covered
post-stabilization services performed by LMHP in an emergency room
setting. The SMO shall provide that emergency behavioral health services
for LBHP members be rendered without the requirement of prior
authorization. The SMO must cover and pay for emergency behavioral
health services regardless of whether the provider that furnishes the
emergency behavioral health services has a contract with the SMO. If an
emergency behavioral health condition exists, the SMO is obligated to
pay for the emergency behavioral health service. The coverage will be
provided consistent with 42 CFR 8§438.114.

This responsibility shall not replace hospitals’' responsibilities under the
Emergency Medical Treatment and Active Labor Act (EMTALA)
requirements.

A member who has an emergency behavioral health condition may not be
held liable for payment of subsequent screening and treatment needed to
diagnose the specific condition or stabilization.

The attending emergency physician and LMHP, or the provider actually
treating the member, is responsible for determining when the member is
sufficiently stabilized from an emergency medical and/or behavioral
health condition for transfer or discharge from an emergency room, and
that determination is binding on the SMO for payment of behavioral health
emergency services rendered by the psychiatrist or LMHP only. Any
services, including behavioral health, rendered by an emergency room
non-LMHP physician shall be paid by Bayou Health for its members.

The SMO shall not deny payment for any service or treatment obtained
from a psychiatrist or LMHP when a member has an emergency
behavioral health condition, including cases in which the absence of
immediate care would result in the outcomes specified in 42 CFR
8§438.114(a) of the definition of emergency medical condition.

The SMO shall not limit what constitutes an emergency behavioral health
condition on the basis of behavioral health diagnoses or symptoms.

For emergency behavioral health services provided to a member by a
contracted or non-contracted provider, the SMO shall not refuse to cover
the emergency services based on the emergency room provider, hospital,
or fiscal agent not notifying the SMO of the member's screening and
treatment with as required by 42 CFR §438.114.
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8.11.8. For emergency services provided for behavioral health reasons, the SMO
shall reimburse for the following:

8.11.8.1. Institutional fees: The SMO shall be responsible for the
facility/hospital for emergency services when provided only at a
psychiatric emergency room, contingent upon the facility’s
compliance with notification policies required by 42 CFR
8438.114. All general hospital emergency department
facility/institutional fees shall be reimbursed by Bayou Health.

8.11.8.2. Professional fees: The SMO shall reimburse professional
emergency room claims for all emergency services provided by a
contracted psychiatrist or LMHP, including ancillary costs.

8.11.8.3. Non-contracted psychiatrists and LMHPs shall be paid an
emergency room fee, which is no less than the state's Medicaid
rate for such services listed here:

http://www.lamedicaid.com/provwebl/fee schedules/feeschedulesindex.htm.

8.11.9. The SMO shall be responsible for educating members (within the
guidelines outlined in the member services) and providers regarding
appropriate utilization of emergency room services for behavioral health
emergencies.

8.11.10. The SMO shall monitor emergency services utilization (by both provider
and member) and shall have guidelines for implementing corrective action
for inappropriate utilization. For utilization review, the test for
appropriateness of the request for emergency services shall be whether a
prudent layperson, similarly situated, would have requested such
services. For the purposes of this contract, a prudent layperson is a
person who possesses an average knowledge of health and medicine.

8.12. Coverage and Payment for Post-Stabilization Services.

8.12.1. The SMO shall be responsible for post-stabilization services in
accordance with provisions set forth at 42 CFR 8422.113(c) and which
are listed below:

8.12.1.1. The SMO shall be financially responsible for pre-authorized
medically necessary post-stabilization covered services that are
delivered by a network provider or other representative.

8.12.1.2. The SMO shall be financially responsible for medically necessary
post-stabilization covered services obtained within or outside the
network that are not pre-approved, but administered to maintain
the member’s stabilized condition within one hour of a request to
the SMO for pre-approval of further post-stabilization covered
services.

8.12.1.3. The SMO shall be financially responsible for medically necessary
post-stabilization covered services obtained within or outside the
network that are not pre-approved, but administered to maintain,
improve, or resolve the member’s stabilized condition if:
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8.12.1.3.1.

8.12.1.3.2.
8.12.1.3.3.

8.12.1.3.4.

8.12.1.3.5.

The SMO does not respond to a request for
pre-authorization within one hour.

The SMO cannot be contacted.

The SMO and the treating provider cannot reach an
agreement concerning the member’s care, and the SMO'’s
care manager is not available for consultation. In this
situation, the SMO shall give the treating provider the
opportunity to consult with the SMO’s care manager, and
the treating provider may continue with care of the member
until the SMO’s care manager is reached.

The SMO shall limit charges to members for post-
stabilization care services to an amount no greater than
what the organization would charge the member if he or
she had obtained the services through the SMO.

The SMO'’s financial responsibility for medically necessary
post-stabilization covered services not pre-authorized ends
when:

8.12.1.3.5.1. A network provider with privileges at the treating

hospital assumes responsibility for the member care.

8.12.1.3.5.2. A network provider assumes responsibility for the

member’s care through transfer.

8.12.1.3.5.3. The SMO'’s representative and the treating provider

reach an agreement concerning the member’s care.

8.12.1.3.5.4. ' The member is discharged.

8.13. Prior authorization and concurrent utilization review for inpatient psychiatric
hospitalization for adults and children/youth.

8.13.1. The SMO will perform prior authorization and concurrent utilization review
for admissions to inpatient general hospitals, specialty psychiatric
hospitals in Louisiana or out-of-state, or state mental health hospitals.
Medicaid will pay for only those inpatient concurrent utilization reviews
that are covered under Medicaid.

8.13.2. The SMO shall ensure that inpatient psychiatric hospital concurrent
utilization reviews are completed by an LMHP for each Medicaid
beneficiary referred for psychiatric admissions to general hospitals. The
criteria contain a two-fold definition: severity of need and intensity of
service required, both of which shall be met. Admission criteria include:

8.13.2.1. The patient shall meet one or more of three categories for
severity:
8.13.2.1.1. Patient presents a danger to self.

8.13.2.1.2.

Patient presents as a danger to others due to a DSM-5 or
ICD-9/ICD-10 diagnosis.

Page 110 of 378



8.13.2.1.3. Patient is gravely disabled and unable to care for self as

8.13.2.2.

evidenced by a DSM-5 or ICD-9/ICD-10 diagnosis.

The patient shall meet all intensity of service criteria:

8.13.2.2.1. Ambulatory resources will not meet needs.

8.13.2.2.2. Services in hospital are expected to improve condition or

prevent further regression.

8.13.2.2.3. Treatment of the condition requires inpatient services.

8.13.2.3.

The patient does not have an exclusionary criteria:

8.13.2.3.1. Not medically stable.

8.13.2.3.2. Patient with criminal charges with no DSM-5 or ICD-9/ICD-

10.

8.13.2.3.3. Person with anti-social behavior that is characterological.

8.13.2.3.4. Persons with a diagnosis of an intellectual disability (ID)

without a DSM-5 or ICD-9/ICD-10.

8.13.3. Concurrent utilization reviews are administrative in nature and should not
be reported to DHH in encounter data. These reviews are not considered
prior authorizations because inpatient reimbursement is not edited
against the utilization review prior to payment. Also, there are instances
where individuals personally presenting at the inpatient psychiatric
hospital may be admitted by hospital staff. However, the state does
reserve the right to recoup reimbursement when concurrent utilization
reviews fail to document medical necessity for the inpatient psychiatric
treatment.

8.13.4. Concurrent utilization review includes:

8.13.4.1.

Provision of Emergency Inpatient Hospital Psychiatric Screen: A
concurrent utilization review screening for inpatient services
following the sudden onset of severe psychiatric symptoms,
which could reasonably be expected to make the individual
harmful to self or others if not immediately under psychiatric
treatment. The individual is in crisis and not currently in a place of
safety. If the consumer presents in a hospital, where they will not
be hospitalized due to not having a psychiatric unit or trained
psychiatric personnel, then the utilization screen would be
emergent, as the person needs to be seen right away to
determine appropriate treatment. The referral from the SMO for
an Emergency Inpatient Psychiatric Hospital Screen shall be
made immediately. The screen to determine appropriate
treatment shall be completed within one hour when requested by
an emergency room for post-stabilization treatment or three
hours after receipt of the request in other circumstances. If
psychiatric residential treatment is recommended, in lieu of
inpatient psychiatric hospitalization, the procedures specified
below should be utilized.
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8.13.4.2. Provision of an Urgent Inpatient Hospital Psychiatric Screen: A

8.13.5.

8.13.6.

concurrent utilization review screening is initiated if the individual
meets one criterion specified on the state approved screening
form and is currently in a place of safety. If the member presents
in a hospital, where they will not be hospitalized due to not having
a psychiatric unit or trained psychiatric personnel, then the
utilization screen would be emergent and follow the protocols and
timeframes specified in Section 8.13.4.1 above. If the member
presents at a hospital with a psychiatric unit or trained psychiatric
personnel, and is admitted by the treating physician, then it will
be classified as an urgent screen. The referral from the SMO for
an Urgent Inpatient Psychiatric Hospital Screen shall be made
within 24 hours. The screen to determine appropriate treatment
shall be completed within 24 hours of the SMO's referral. If
psychiatric residential treatment is recommended, in lieu of
inpatient psychiatric hospitalization, due to concerns regarding
the safety of a child/youth, the procedures specified above should
be utilized.

Upon completion of the Inpatient Psychiatric Hospital Concurrent
Utilization Review, if the inpatient admission is approved, the SMO shall
notify the provider and individual requesting the screen of the results in
writing within 48 hours. If denied, the SMO shall notify the individual
requesting the screen immediately, and within 48 hours provide written
notification of the results to the provider and individual requesting the
screen. The notification shall include whether or not an alternative
community services plan is appropriate, the right of the member to appeal
and the process to do so.

Certification of Need for PRTFs

8.13.6.1. The team responsible for the certification and recertification of

PRTF services in Louisiana shall include an LMHP, in
conjunction with a qualified team. This shall include a face to-face
assessment by an LMHP or a telephonic/video consultation with
an LMHP who has had a face-to-face interview with the youth, in
addition to the recommendations of a team that includes a
physician, which determines that ambulatory resources will not
meet the needs of the individual requesting PRTF services.

8.13.6.2. The SMO shall ensure that the qualified team completing the

certification is independent of the facility, in addition to the
recommendations of team that includes a physician, which
determines that ambulatory resources will not meet the needs of
the individual requesting PRTF services.

8.13.6.3. The SMO may use an LMHP/team composed of the SMO'’s staff

or the SMO may subcontract with an LMHP. To ensure the team
has knowledge of the ambulatory resources available to the
youth and the youth’s situation, the SMO shall ensure that the
team is assembled by a subcontract in the youth’s county of
residence (if not in state custody) or the youth’s county of
responsibility (if in state custody).
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8.13.6.4.

8.13.6.5.

Recertification shall occur every sixty (60) days. For the PRTF
screens to be complete, the team shall meet and rule out other
community based options. This does not apply to other inpatient
screens.

Through the certification of need for services, the SMO shall
ensure that:

8.13.6.5.1. Ambulatory care resources available in the community do

not meet the treatment needs of the recipient.

8.13.6.5.2. Proper treatment of the recipient's psychiatric condition

requires services on a residential basis under the direction
of a physician.

8.13.6.5.3. The services can reasonably be expected to improve the

8.13.6.6.

recipient's condition or prevent further regression, so that
the services will no longer be needed.

The certification of need for services shall be completed by a
team, independent of the facility and at the time of admission
(unless the member applies for Medicaid while in the PRTF), that:

8.13.6.6.1. Includes a physician.

8.13.6.6.2. Has competence in diagnosis and treatment of mental

illness, preferably in child psychiatry.

8.13.6.6.3. Has knowledge of the individual's situation.

8.13.6.7.

8.13.6.8.

8.13.6.9.

8.13.6.10.

For an individual who applies for Medicaid while in the PRTF, the
certification must be made by the team responsible for the plan of
care as specified in 42 CFR 441.156, and cover any period
before application for which claims are made.

The physician must certify for each member that inpatient
services are or were needed. The certification must be made at
the time of admission or if an individual applies for assistance
while in the facility before the Medicaid agency authorizes
payment.

The SMO team responsible for recertification of inpatient
psychiatric/PRTF services in Louisiana shall be a physician, a
physician assistant, or a nurse practitioner in accordance with 42
CFR 8456.160. Recertification shall occur within sixty (60) days
of certification.

In addition to certifying need, the SMO shall:

8.13.6.10.1. Be responsible for tracking the member's authorization

period for PRTF stays and providing notification to the
responsible party when a re-certification is due.

8.13.6.10.2. Ensure that PRTF certification, including the independent

certification, are forwarded to the admitting facility:
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8.14.

8.13.6.10.2.1. Upon completion of the certification of need, if the
inpatient admission is approved, within 48 hours the
SMO shall notify in writing, the provider requesting the
certification of the results. If denied, the SMO shall
notify the provider requesting the certification
immediately and, within 48 hours, provide written
notification to the provider requesting the certification
of the results. The notification shall include whether or
not an alternative community services plan is
appropriate, the right of the member to appeal, and
the process to do so.

8.13.6.10.2.2. Generate a prior authorization for each PRTF
admission within 48 hours of completion of the screen.

8.13.6.10.2.3. Accurately determine admissions and discharges to
PRTFs and perform PRTF-specific eligibility functions.

8.13.6.10.2.4. Work with the Medicaid Fl to determine retroactive
eligibility and assignment, when applicable.

8.13.6.10.2.5. Maintain near real time bed utilization/availability and
manage a waiting list for PRTF placement including
out-of-state replacements.

8.13.7. The SMO will work with DHH-OBH, DCFS, and OJJ to develop prior
authorization and concurrent utilization review of therapeutic group
homes and other residential levels of care, including group homes, and
Therapeutic Foster Care.

Authorization and Integration of Medicaid-funded LEA Behavioral Health
Services.

8.14.1. The SMO is responsible for receiving information from the Louisiana
Department of Education (LDOE) regarding services available through
schools and the assessed needs of children in schools.

8.14.2. The Individualized Education Program (IEP) for students with disabilities
is the prior authorization for services; no additional authorization is
needed for current level of service provided by the Local Education
Agency (LEA).

8.14.3. The SMO will receive all required data elements from the LDOE for all
eligible students. The data will include all behavioral health services
provided, units, procedure codes, etc. for which LEAs will seek
reimbursement.

8.14.4. The information from the IEP, including needs and school services
provided, will be integrated into the SMO’s care management and prior
authorization systems and if appropriate, made available in order to
facilitate understanding of the totality of the child's needs and services
being received.

8.14.5. Upon request of a LEA, the SMO will provide consultation and education
regarding effective treatments for the school age eligible child with
behavioral health needs.
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8.15.

8.14.6.

8.14.7.

8.14.8.

8.14.9.

The SMO will work with the LEA to identify additional resources in the
community for the school age eligible child.

All service data for LEAs will be submitted by the LDOE to the SMO for
claim development, adjudication and payment. The SMO will develop the
claim and authorize payment for LEA provided services, but will not pay
those claims. Instead, the SMO will forward approved claims to the state
for payment through a mutually agreed upon payment mechanism and file
format. The SMO will pay behavioral health providers who are not LEA
employees but provide services on the school campus.

To assist in this process, LDOE will systematically share with the SMO
the data needed to develop a claim including the dates, service provided,
type of service (individual or group), procedure and diagnostic codes,
frequency, and provider name.

The SMO will systematically share with LDOE the monthly claims denied,
reason for SMO denial, and reimbursement reports per LEA district.

Procedure for non-covered EPSDT service identified as medically necessary
by a Child and Family Team:

8.15.1.

For a service that is not covered in the Medicaid State Plan:

8.15.1.1. As much information regarding the recipient is gathered by the

SMO including, but not limited to age, diagnosis, condition,
medical records relative to the service being requested.

8.15.1.2. Information  regarding the provider, enrollment status,

qualifications for rendering service as appropriate is gathered.

8.15.1.3. Information regarding the requested service is gathered. This

information would include, but not be limited to, reasons/policy for
non-coverage, alternative services, etc. All supporting information
for coverage and medical necessity in individual case is
gathered.

8.15.1.4. This information is presented by the SMO to the Medicaid and

DHH-OBH Medical Directors or other designee.

8.15.1.5. The designated Medical Director(s) within DHH review as much

information on the recipient as possible, the prospective provider
and the requested service to determine if the service being
requested is medically necessary, if other possible treatment
options exists and/or if there are rules, SPA or federal regulations
impacting coverage decision.

8.15.1.6. A determination of availability of federal financial participation

(FFP) will be made by DHH-BHSF. If FFP is not available, due to
federal regulations, then a recommendation for coverage and a
request to pay out of all state funds is forwarded for approval to
the Medicaid Director. If the service is determined medically
necessary, but is investigational or experimental, then
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8.15.1.7.

recommendation is sent to Medical Director for consideration of
final approval and appropriate match rate.

It is the SMQO’s responsibility to ensure that the payment of
authorized services that are normally not a Medicaid covered
benefit are specially handled through the system, and to ensure
that payment for the specified recipient occurs and no other non-
intended recipients’ services are paid.

INTENTIONALLY LEFT BLANK
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9.0 PHARMACY BENEFIT MANAGEMENT (PBM)

9.1.

PBM Purpose

9.1.1.

9.1.2.

9.1.3.

9.1.4.

9.15.

The SMO shall have the flexibility to effectively manage the pharmacy
benefit, including appropriate care, network and formulary management.
Access to in-person pharmacy services is essential to patient care
management, particularly with specialized behavioral healthcare.
The primary purpose of behavioral health pharmacy benefit management
includes, but is not limited to, the following objectives:
9.1.3.1. to manage prescription drug cost and utilization in a clinically
sound, evidence-based manner;
9.1.3.2. to educate both member and prescriber as to cost-effective drug
utilization;
9.1.3.3. to reduce program administrative costs and improve service and
access to those who need it;
9.1.3.4. to obtain full disclosure and clarification from the SMO of their
sources of profit;
9.1.3.5. to maintain positive relationships with the provider community;
9.1.3.6. to achieve greater efficiency in behavioral health pharmacy prior
authorization processing;
9.1.3.7. to improve patient health outcomes via appropriate and safe drug
therapies; and
9.1.3.8. to prevent and reduce fraud, waste, and abuse.
The SMO shall have capabilities and experience in managing, monitoring,
and adjudicating behavioral health pharmacy claims that are administered
in a prescriber’s office, hospital, or other professional care setting.
The SMO shall have capabilities and experience in using encounter,
beneficiary, and prescription data to compare Medicaid physician,
medical psychologist or psychiatric specialist APRN’s prescribing
practices to nationally recognized, standardized guidelines, including but
not limited to, American Psychiatric Association Guidelines, American
Academy of Pediatrics Guidelines, American Academy of Child, and
Adolescent Psychiatry Practice Parameters.
9.1.5.1. Physicians that deviate from the guidelines and/or standard
practice (e.g., exceeding maximum dosage levels, rapid
switching from drug to drug, prescribing stimulants to youth 5
years of age or younger, etc.) shall be notified that their
prescribing practice does not conform to the standard of practice,
and sent appropriate educational materials.
9.1.5.2. If the suboptimal prescribing practice continues despite peer

intervention and educational material interventions, the SMO
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shall call the physician and offer to establish a call or in-person
meeting with a board-certified psychiatrist to review the specific
case.

9.2. PBM Scope of Work

9.2.1.

9.2.2.

9.2.8.

The SMO shall provide behavioral health pharmacy benefit management
(PBM) services to DHH-OBH for Medicaid-eligible adult and youth
members who receive their behavioral health medication prescriptions
from specialty behavioral health prescribers, including any contracted
LMHP authorized by their scope of practice to legally prescribe
medication (i.e., psychiatrists, medical psychologists, APRNs with a
psychiatric specialty). Behavioral health pharmacy benefit management
offerings must include appropriate therapeutic controls and careful
monitoring of quality and prescriber performance.
The SMO shall develop and maintain a Pharmacy and Therapeutics
Committee or similar entity for the development of the formulary and
Preferred Drug List (PDL), which shall include members who are
practicing behavioral health prescribers and pharmacists from the
contracted network, as well as representatives from DHH-OBH.
9.2.2.1. The SMO must ensure that DHH-OBH and Louisiana network
behavioral health prescribers, pharmacists, and specialists have
the opportunity to participate in the development of the formulary,
PDL, and clinical drug policies and, prior to any changes to the
formulary or PDL, to review, consider, and comment on proposed
changes.
9.2.2.2. The Pharmacy and Therapeutics committee must meet at least
quarterly to consider products in categories recommended for
consideration for inclusion/exclusion on the SMQO'’s formulary or
PDL.
9.2.2.3. In developing its recommendations for a formulary and PDL, the
committee must consider the clinical efficacy, safety, cost-
effectiveness, and any program benefit associated with each
product included in a category of products.
Procedures for Formulary/PDL Development
9.2.3.1. The formulary and Preferred Drug List (PDL) shall be reviewed
and approved by DHH-OBH prior to contract go-live.
9.2.3.2. The SMO shall notify DHH-OBH thirty (30) days prior to
implementation of any new provisions and obtain written approval
before making material changes to the PDL/formulary and the
prior authorization process, including, but not limited to any/all
prior authorization, fail first, step therapy requirements, or
prescription quantity limits.
9.2.3.3. The formulary shall be reviewed in its entirety at least annually

and submitted for approval to DHH-OBH.
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9.2.4.

9.2.5.

Formulary requirements:

9.24.1.

9.24.2.

9.2.4.3.

9.24.4.

9.24.5.

9.2.4.6.

9.24.7.

9.2.4.8.

9.2.4.9.

All therapeutic classes and agents specified in the formulary shall
be prior approved by DHH-OBH.

The SMO shall have at least two “preferred” drugs in each
therapeutic class and at least one injectable drug in each class
that has an injectable product.

The formulary shall include only FDA approved drug products.
For each therapeutic class, the selection of drugs included for
each drug class shall be sufficient to ensure enough provider
choice and include FDA approved drugs to best serve the needs
of members, especially those with special needs.

The formulary may only exclude coverage of drugs or drug
categories permitted under Section 1927(d) of the Social Security
Act. In addition, the SMO shall include in its formulary any FDA-
approved drugs that may allow for clinical improvement or are
clinically advantageous for the management of a disease or
condition for FDA approved indications.

The SMO shall expand its formulary, as needed, to include newly
FDA approved drugs for FDA approved indications, which are
deemed to