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POLICY:

To provide a mechanism for members to receive adequate and timely medically necessary care
when the member is not able to access a participating provider within the service area or the
member needs a service that is not offered within the network.

Network providers must be available within a reasonable distance and accessible within an
appropriate timeframe to meet members’ medical needs. Specific network adequacy standards
including ratio, distance, and timeliness of care standards can be found in Table 1 below. If
Healthy Blue is unable to provide a particular covered service through a network provider, it
will be adequately covered in a timely manner out-of-network. Healthy Blue ensures that the
provider shall be located within the shortest travel time of the enrollee’s residence, taking into
account the availability of public transportation to the location (restriction and exception
details are listed within this policy).

Healthy Blue ensures appropriate provider choice within the network and coordination with,
qualified and clinically appropriate, OON providers as needed for continuity of care. Healthy
Blue shall ensure that the provider is licensed by the State of Louisiana or, if located in another
state, the provider is licensed by that state. Healthy Blue shall ensure the provider is licensed
and accredited by an LDH approved accrediting organization, if required by State or Federal
requirements. The member handbook informs members of their rights, where and how to
access services and providers, and any restrictions on the member’s freedom of choice among
providers.

Healthy Blue assists members and providers in determining the need for services outside the
network and refers members to appropriate service providers. Members are referred to OON
services and specialty care (including tertiary care services) when there are no providers
available within the network who have the appropriate training or expertise to meet the
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member’s particular health needs. In such cases, all transportation necessary to received
necessary to receive services will be provided and reimbursed, including meals and lodging as
appropriate.

Additionally, at the request of the member, Healthy Blue will provide for a second opinion from
a network provider or arrange for the member to obtain one outside the network, at no cost to
the member.

If Healthy Blue is unable to provide the necessary services to an enrollee within their network,
Healthy Blue adequately and timely covers these services out-of-network for the enrollee for as
long as Healthy Blue’s provider network is unable to provide the services. Healthy Blue ensures
coordination with respect to authorization and payment issues in these circumstances to
ensure that the cost to the enrollee is no greater than it would be if the services were furnished
within the network [42 CFR §438.206(b)(4) and (5)].

Healthy Blue ensures parity in determining access to OON providers for mental health or
substance use disorder benefits that are comparable to, and applied no more stringently than,
the processes, strategies, evidentiary standards, or other factors in determining access to OON
providers for medical/surgical benefits in accordance with 42 CFR §438.910(d)(3).

Healthy Blue shall cover medically necessary services to enrollees provided outside of the state
when any of the following conditions are met:

e Medical services are needed because of a medical emergency;

e Medical services are needed and the enrollee’s health would be endangered if the
enrollee were required to travel to the enrollee’s state of residence;

e Healthy Blue determines, on the basis of medical advice, that the needed medical
services, or necessary supplementary resources, are more readily available in the other
state; or

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

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

Table-l
Physical Health A | Dist Standard
Network Ratio? Rural Parishes? Urban Parishes?
Primary Care*
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S A 1:20,000 50 &
PlartineldupgplRg¥frics;
patﬁlﬁﬁé%ﬁ@%‘fﬁ?tﬁce;' 6 130400 58 68
b 20000
Hespitalecialty Care 60 60
Ancillary
Herme Health 60 60
Laboratory 30 20
Radiology 30 20
Pharmacy 30 10
PrimaryDental- Services®® 30 10
Specialty Dental Services™ 75 75
Hemaodialysis Centers 20 10
Specialty Care
OB/GYN® 1:10,000 30 15
Allergy/Immunoclogy 1:100,000 60 60
Cardiology 1:20,000 60 60
Dermatology 1:40,000 60 60
Endocrinology and Metabaolism’ 1:25.000 50 50
Gastroenterology 1:30,000 60 60
Hematology/Oncology 1:80,000 60 69
Nephrology 1:50,000 60 60
Neurology’ 1:35,000 60 60
Behavioral Health ! D; Standard
Rural Parishes® | Urban Parishes?
Typel (miles) (miles)
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Psychiatrists 30 15
Specialty Care
Physicians and LMHPs who specialize in pregnancy-related
and postpartum depression or related mental health
disorders and pregnancy-related

60 60
Physicians and LMHPs who specialize in pregnancy-related
and postpartum substance use disorders

60 60
Qther Specialty Care 60 60
Advanced Practice Registered Nurse (Nurse Practitioners and
Clinical N Speciali . . ialty)

30 15
Medical or Li | Py . " .
4 | Clinical Social Worl 30 15
E I . I . B . I I- II I I E -I-I- (EBIE ) ( I- I - 5)9
p iatric Residential T Eacili 200 200
Psychiatric Residential Treatment Facility Addiction (ASAM
Level 3 7)

200 200
E iatric Residential T Eacility Other Specializati 200 200
Substance Abuse and Alcohol Abuse Center - Qutpatient
ASAM-Level1 30 15
ASAM-Level2-1 30 15
ASAM-Level 2WM 60 60
ASAM-Levels-3:1 30 30
ASAM Levels 3.3 30 30
ASAM-Levels3.5 30 30
ASAM levels 3 2 —“Withdrawal Management 60 60
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ASAM-Level 3.7 60 60
ASAM level 3 7-Withdrawal Management 60 60

s I I I I B . I I- I I I I E -I-I- ( I- I - 5)

ASAM-Level 3.1 60 60

f

E

E

M H Rehabilitation A (0 MHR) 20 s
Behavioral Health Rehab Provider Agency (Non-legacy MHR) 30 15
Linl Ratic-S aed
Linkage Ratio®
(Provider: Enrollee)
Type
\dult PCP (Family/G p ico: | Medicine; EQHC; RHC)
1:2,500
. . 6
Adult Physician Extenders- 1:1,000
Pediatric PCP (Pediatrics; Family/General Practice; Internal Medicine; FQHC;
RHC)
1:2,500
L . 6
Y 1:1,000
A | Timeli 5 ard
e ]
T £ Visit/Admission/A int ; ) Timel S lard
24 7 davs/ K within 11 ‘
Emergency care
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Non- ick ori

Non-urgent routine primary care -weeks

Answer by live person or call-back from a

o | medical o _ ,

After haurs, by phane

Ob/Gyn care for pregnant women

1stFrimester L days
2nd Frimester Zdays
3rd-Frimester 3 days
o ricl . 2 days
Eamil : : Lok
oecial : L month

Urgent non-emergency behavioral health care | 48-hours

Psychiatric inpatient hospital (emergency

involuntary)

4-hours
Pevchiatric | ient | ital (i J
Pevchiatric i ient | ital (vol J
ASAM level|33 35&37 10 husiness days
Residential withd | 24 I icall
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Psvchiatric Residential T Facility (PRTE) | 20 lar d

Table 1

Physical Health Access and Distance Standards

Network Ratio? Rural Parishes?® Urban Parishes®
Type' (Provider: Member) (miles) (miles)
Primary Care*
Adult®> PCP (Family/General Practice;
Internal Medicine; FQHC; RHC)°® 1:1,000 30 10
Pediatric® PCP (Pediatrics;
Family/General Practice; Internal
Medicine; FQHC; RHC)® 1:1,000 30 10
Hospitals
Acute Inpatient Hospitals 30 10
Ancillary
Laboratory 30 20
Radiology 30 20
Pharmacy 30 10
Hemodialysis Centers 30 10
Home Health 60 60
Primary Dental Services!® 30 10
Specialty Dental Services'® 75
Specialty Care
OB/GYN* 1:10,000 30 15
Allergy/Immunology 1:100.000 60 60
Cardiology 1:20,000 60 60
Dermatology 1:40,000 60 60
Endocrinology and Metabolism’ 1:25,000 60 60
Gastroenterology 1:30,000 60 60
Hematology/Oncology 1:80,000 60 60
Nephrology 1:50,000 60 60
Neurology’ 1:35,000 60 60
Ophthalmology 1:20,000 60 60
Orthopedics’ 1:15,000 60 60
Otorhinolaryngology/Otolaryngology 1:30,000 60 60
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Urology 1:30,000 60 60
Other Specialty Care 60 60

Behavioral Health Access and Distance Standards

. Rural Parishes?

Urban Parishes?

Wiz (miles)

(miles)

Psychiatrists 30

15

Specialty Care

Physicians and LMHPs who specialize in pregnancy-related and
postpartum depression or related mental health disorders and
pregnancy-related

Physicians and LMHPs who specialize in pregnancy-related and
postpartum substance use disorders

D
o

D
o

Licensed Mental Health Practitioners”®

Advanced Practice Registered Nurse (Nurse Practitioners and
Clinical Nurse Specialists with a behavioral health specialty)

Medical or Licensed Psychologist

Licensed Clinical Social Worker

Licensed Professional Counselor

Licensed Marriage and Family Therapist

Licensed Master Social Worker

Provisionally Licensed Professional Counselor

Provisionally Licensed Marriage and Family Therapist

|

|-

Psychiatric Residential Treatment Facilities (PRTFs) (pediatric®)®

Psychiatric Residential Treatment Facility

Psychiatric Residential Treatment Facility Addiction (ASAM Level
3.7)

Psychiatric Residential Treatment Facility Other Specialization 200

Substance Abuse and Alcohol Abuse Center — Outpatient (adult®)

ASAM Level 1.5 30

ASAM Level 2.1

3 I8
o [Io

ASAM Level 2.7

Substance Abuse and Alcohol Abuse Center - Outpatient (pediatric®)

ASAM Level 1

ASAM Level 2.1

& &
o |Io
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ASAM Level 2WM 60 60
Substance Use Residential Treatment Facilities (adult®)

ASAM Levels 3.1 30 30
ASAM Levels 3.5 30 30
ASAM Level 3.7 60 60
ASAM Level 3.7-Withdrawal Management 60 60
Substance Use Residential Treatment Facilities (pediatric®)

ASAM Level 3.1 60 60
ASAM Level 3.2 Withdrawal Management 60 60
ASAM Level 3.5 60 60
Psychiatric Inpatient Hospital Services®

Hospital, Free Standing Psychiatric Unit 90 90
Hospital, Distinct Part Psychiatric Unit

Mental Health Rehabilitation Services®

Mental Health Rehabilitation Agency 30 15

Linkage Ratio Standards

Linkage Ratio®
Type (Provider: Enrollee)

Adult PCP (Family/General Practice; Internal Medicine; FQHC; RHC) 1:2.500

.. 6
Adult Physician Extenders 1:1.000

Pediatric PCP (Pediatrics; Family/General Practice; Internal Medicine; FQHC; RHC) 1:2 500

Pediatric Physician Extenders® 1:1.000

Access and Timeliness Standards
|

Type of Visit/Admission/Appointment Access/Timeliness Standard
Emergency care 24 hours, 7 days/week within 1 hour of request
Urgent non-emergency care 24 hours, 7 days/week within 24 hours of request
Non-urgent sick primary care 72 hours
Non-urgent routine primary care 6 weeks
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After hours, by phone

Answer by live person or call-back from a designated
medical practitioner within 30 minutes

OB/Gyn care for pregnant women

1st Trimester | 14 days

2nd Trimester | 7 days

3rd Trimester | 3 days

High risk pregnancy, any trimester | 3 days

Family planning appointments 1 week
Specialist appointments 1 month

Scheduled appointments

Less than a 45-minute wait in office

Non-urgent routine behavioral health care 14 days
Urgent non-emergency behavioral health care 48 hours
Psychiatric inpatient hospital (emergency involuntary) | 4 hours
Psychiatric inpatient hospital (involuntary) 24 hours
Psychiatric inpatient hospital (voluntary) 24 hours

ASAM Level 3.5 & 3.7

10 business days

Residential withdrawal management

24 hours when medically necessary

Psychiatric Residential Treatment Facility (PRTF)

20 calendar days

Notes:

! For the purposes of assessing Network Adequacy, Healthy Blue shall consider only those
Providers who are actively providing services to enrollees, which shall be defined as {1)
physical health providers who have submitted at least twenty-five{25}-one (1) claims in an
office setting within the prior six{6}twelve (12) calendar months; {2) behavioral health
providers who have submitted at least fwenty-five{25}-one (1) claims within the prior six
{eytwelve (12) -calendar months; or {3) any providers who were newly contracted within the
prior six{6}twelve (12) calendar months, regardless of claim submissions.

2 The network ratio is a calculation of Healthy Blue’s Network Providers relative to Healthy

Blue’s members.

3 Unless otherwise specified, Healthy Blue must demonstrate that ene-hundred-percent
{400%)ninety percent (90%) -of applicable members (adult or pediatric) have access to
Network Providers for the type of service specified within the identified distance standard
from the Enrollee’s residence, based on a driving route versus a straight-line calculation.

4 For purposes of assessing Network Adequacy for OB/GYN specialty services, access standards
are established based on female members age 21 and over. Healthy Blue shall not include

OB/GYN
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providers in its assessment of Network Adequacy for Primary Care Services.

> For purposes of reporting Network Adequacy for both physical and behavioral health services,
adult is defined as an Enrollee age 21 and over and pediatric is defined as an enrollee under
age 21.

6 In order to be included in the calculation, the Provider must work as a PCP at least 24 hours
per week. Healthy Blue may use physician extenders to meet PCP network ratios and distance
standards. Physician extenders include nurse practitioners and physician assistants linked to a
physician group who provide Primary Care Services. For calculation of the network ratio, each
physician extender is counted with a factor of 0.5 while physician PCPs are counted with a
factor of 1.0.

’ For these specialties, the travel distance standards shall be applied separately to Healthy
Blue’s adult and pediatric member populations and to specialists serving the applicable age
group(s).

8 The linkage ratio is a calculation of Healthy Blue’s network provider to his/her patients who
are Louisiana Medicaid managed care enrollees, regardless of MCO. The linkage ratios
specified are applicable to providers who work as PCPs at least 24 hours per week.

9 Network standards are applied across the provider types listed collectively within the
identified distance standard from the Enrollee’s residence, based on a driving route versus a
straight-line calculation from the applicable members (adult or pediatric) residences.

10 Coverage of these dental services is provided by the Dental Benefit Program Manager
(DBPM). Distance standards for these dental services are provided for the sole purpose of
establishing a service area for transportation providers, to be used by Healthy Blue and its
Transportation Broker.

DEFINITIONS:
* Denotes terms for which Healthy Blue must use the State-developed definition.

Emergency Services — Covered inpatient and outpatient services that are as follows: (a)
furnished by a provider that is qualified to furnish these services under Title 42 of the CFR
§438.114(a) Title XIX of the Social Security Act; and (b) needed to evaluate, and/or stabilize an
emergency medical condition.

Fee-for-Service (FFS) Rate — A method of provider reimbursement based on payments for
specific services rendered. For MCO covered services, the reimbursement rate published on
www.lamedicaid.com or on the weekly procedure file sent to Healthy Blue by the Fiscal
Intermediary (Fl), or its equivalent, whichever is most current on the date of service. Also
referred to as the “Medicaid rate.”

Medically Necessary Services* — Those health care services that are in accordance with
generally accepted, evidence-based medical standards or that are considered by most
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physicians (or other independent licensed practitioners) within the community of their
respective professional organizations to be the standard of care. In order to be considered
medically necessary, services must be: (1) 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) those for which no equally effective, more conservative and less costly course of
treatment is available or suitable for the beneficiary. Any such services must be individualized,
specific and consistent with symptoms or confirmed diagnosis of the iliness or injury under
treatment, and neither more nor less than what the beneficiary requires at that specific point in
time. Although a service may be deemed medically necessary, it doesn’t mean the service will
be covered under the Medicaid Program. Services that are experimental, non-FDA approved,
investigational, or cosmetic are specifically excluded from Medicaid coverage and will be
deemed “not medically necessary.” The Medicaid Director, in consultation with the Medicaid
Medical Director, may consider authorizing services at his discretion on a case-by-case basis.

Network Provider — An appropriately credentialed and licensed individual, facility, agency,
institution, organization or other entity, and its employees and subcontractors that has a signed
Network Provider agreement with Healthy Blue for the delivery of MCO covered services to
Healthy Blue’s enrollees.

Out-of-Network (OON) Provider — An appropriately licensed individual, facility, agency,
institution, organization, or other entity that has not entered into a contract with Healthy Blue
for the delivery of MCO covered services to Healthy Blue’s enrollees.

Out-of-Service Area (OOSA) — Care rendered by a non-participating provider outside of the
parishes or jurisdictions where Healthy Blue has been licensed by the state or federal (CMS) to
cover members; beyond the contiguous or bordering counties of Louisiana’s adjacent states.

Post-Stabilization Care Services — Medicaid Covered Services, related to an Emergency Medical
Condition, that are provided after an Enrollee is stabilized in order to maintain the stabilized
condition or, under the circumstances described in 42 CFR §438.114, to improve or resolve the
Enrollee’s condition.

Service Area — The designated area in which Healthy Blue is authorized to furnish covered
services to enrollees. The service area is the entire state of Louisiana.

Service Authorization — A utilization management activity that includes pre-, concurrent, or
post-review of a service by a qualified health professional to authorize, partially deny, or deny
the payment of a service, including a service requested by the member. Service authorization
activities consistently apply review criteria.
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Single Case Agreement (SCA) — An agreement between Healthy Blue and an out-of-network
(OON) provider to render specific services at an agreed upon rate of reimbursement.

Telemedicine — the use of a telecommunications system to render healthcare services when a
physician or other licensed practitioner and an enrollee are not in the same location. The
telecommunications system shall include, at a minimum, audio and video equipment permitting
two-way, real-time interactive electronic communication between the beneficiary at the
originating site and the physician or other licensed practitioner at the distant site.

Utilization Review (UR) — Evaluation of the clinical necessity, appropriateness, efficacy, or
efficiency of core health care benefits and services, procedures or settings, and ambulatory
review, prospective review, concurrent review, second opinions, care management, discharge
planning, or retrospective review.

PROCEDURE:

Out-of-Service Area (OOSA)/Out-of-Network (OON) Care

NOTE: OOSA/OON emergent care does not require precertification. See additional exceptions to

requirements below.

1) Upon receipt of an OOSA/OON request, the member’s eligibility is verified.

2) Alicensed UR associate verifies the servicing and ordering providers are enrolled to
participate in the Louisiana Medicaid Program and checks the appropriate state and
national databases to determine if the OON providers have any sanctions on their license
(refer to Exceptions). At a minimum, the following websites shall be searched:

a) Office of Inspector General (OIG) List of Excluded Individuals/Entities (LEIE);

b) The System of Award Management (SAM);

c) Louisiana Adverse Actions List Search (LAALS); and

d) Other applicable sites as may be determined by the Louisiana Department of Health
(LDH).

3) If a sanction exists, the UR associate informs the requestor that the service cannot be
approved.

a) If a provider has additional questions, they are informed to contact Provider Relations
(PR) Department. The UR associate generates a contact log which is routed to PR as a
notification of the impending provider contact.

b) As necessary, the UR associate assists the member with selecting a new provider.

4) If no sanctions exist, the licensed UR associate reviews the request and circumstances for
medical necessity, appropriateness, and to determine if the member’s condition meets
OOSA/OON guidelines (refer to Regulatory SharePoint Site for Out-of-Area, Out-of-Country
Benefit Coverage and Continuation of Care Requirement Enrollment Grids).

5) If the service is offered in-network and is non-emergent in nature, the UR associate
attempts redirection to an in-network provider, as applicable.
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6)

7)

8)

9)

a) If the requestor accepts redirection to an in-network provider, the request is authorized
as medically necessary within the applicable decision timeframe.

b) If the requestor declines redirection to an in-network provider option, the OON request
is routed to the Medical Director (or appropriate practitioner) for determination.

The Medical Director (or appropriate practitioner) reviews the request and circumstances to

render a determination within the applicable decision timeframe. All OOSA/OON requests

are determined and authorized by a Medical Director.

If an approval determination is made:

a) The licensed UR associate completes the authorization, updates the case per
documentation standards, and notifies the requesting provider of the determination.

b) Upon request by the OON provider, the approval is routed to the health plan SCA
specialist for rate negotiation and completion of an SCA. If the OON provider accepts the
Medicaid FFS or standard OON rate, there is no need for an SCA (refer to Out-of-
Network Authorization Process).

If a denial determination is rendered:

a) The licensed UR associate completes the case per documentation standards and
initiates the denial process (refer to Health Care Management Denial — LA).

b) As appropriate, a strategy is developed to coordinate or transition care to an in-network
or participating provider; this may include a referral to Case Management.

If the member has moved OOSA, the disenrollment process is initiated per health plan

requirements.

a) The member must notify the State regarding their new address.

Reimbursement to OON Providers

1)

2)

Prior authorization of out-of-network services may be required unless services are
necessary to treat an emergency medical condition. Healthy Blue shall make payment for
covered emergency and post-stabilization services that are furnished to members by
providers that have no arrangements with the Healthy Blue for the provision of such
services (refer to Emergency and Post-Stabilization Services — LA). Healthy Blue shall
reimburse the provider one hundred percent (100%) of the FFS rate for emergency services.
In compliance with Section 6085 of the Deficit Reduction Act (DRA) of 2005, reimbursement
to OON providers for the provision of emergency services shall be no more than the FFS
rate.

For services that do not meet the definition of emergency services, prior authorization may
be required. Healthy Blue shall compensate, at a minimum, ninety percent (90%) of the
published FFS rate in effect on the date of service to OON providers to whom they have
made at least three (3) documented attempts to include in their network (except as noted
in the Contract for Federally Qualified Health Centers (FQHCs), Rural Health Clinics (RHCs),
and Indian Health Service (IHS) providers).
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3) To ensure Mental Health Rehabilitation (MHR) providers meet the minimum state
requirements to provide services, Healthy Blue shall not make payment for Community
Psychiatric Support Treatment (CPST) or Psychosocial Rehabilitation (PSR) services that are
furnished to members by providers that are OON. Healthy Blue may make payment for CPST
or PSR services only to those providers who are credentialed and participating in Healthy
Blue’s provider network for the provision of such services, or who are licensed and
accredited and have an SCA for provision of such services.

4) Healthy Blue shall cover inpatient stays for psychiatric or substance abuse treatment in out-
of-state hospitals only in the event of a medical emergency for a maximum of two days to
allow time for the enrollee to be stabilized and transferred to a Louisiana psychiatric
hospital when appropriate. Healthy Blue shall not cover outpatient psychiatric and
substance abuse services provided by an out-of-state hospital.

5) Healthy Blue shall reimburse OON providers for the provision of services required by the
Continuity of Care policy at the in-network rate, in accordance with the Minimum
Reimbursement to In-Network Providers section of the contract.

6) In order to receive reimbursement, providers must meet all licensing and/or certification
requirements inherent to his/her profession and comply with all other requirements in
accordance with the federal and state laws and Bureau of Health Services Financing (BHSF)
policies.

7) Healthy Blue shall not pay claims to or execute contracts with individuals or groups of
providers who have been excluded from participation in federal health care programs under
either 42 U.S.C. §1320a-7 or §1320a-7a [42 CFR §438.214(d)] or state funded health care
programs.

8) Healthy Blue shall not remit payment for items or services provided under the Contract to
providers located outside of the United States. The term “United States” means the fifty
(50) states, the District of Columbia, and any US territories (Puerto Rico, the Virgin Islands,
Guam, the Northern Mariana Islands, and American Samoa).

Approved outpatient hospital services provided in out-of-state hospitals that are subject to a
fee schedule in state shall be paid at the same fee schedule amounts that are utilized for in-
state non-rural, non-state hospitals. All other covered out-of-state outpatient hospital services
shall be paid at annual average cost to charge ratio calculated from the filed Medicaid cost
reports for in-state non-rural, nonstate hospitals multiplied by the percent of allowable cost
that is in effect for the applicable time period for in-state non-rural, non-state hospitals. This
ratio shall be applied to the billed charges for covered claims submitted by out-of-state
hospitals to determine payment for non-fee schedule services. Healthy Blue does not cost settle
out-of-state hospitals.

Healthy Blue will reimburse claims for emergency medical services provided to eligible
beneficiaries who are temporarily absent from the state when:
1) An emergency is caused by accident or illness;
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2) The health of the beneficiary would be endangered if the beneficiary undertook travel to
return to Louisiana; and

3) The health of the beneficiary would be endangered if medical care were postponed until
the beneficiary returns to Louisiana.

Out-of-state hospital emergency room visits, and related inpatient admissions do not require
prior authorization. Any other acute care services to be billed by a hospital require prior
authorization for out-of-state services (both inpatient and outpatient). Reimbursement for out-
of-state inpatient services, other than organ transplants, for eligible beneficiaries shall be made
at the Louisiana in-state prospective peer group rate in effect for the corresponding type of
non-teaching hospital or specialty carve out service. Transplant services shall be reimbursed at
60 percent of allowable covered charges for beneficiaries under age 21 years of age and 40
percent of allowable covered charges for beneficiaries 21 years of age and over. The out-of-
state inpatient hospital per diem fee schedule is published on the lamedicaid.com website
under the broad heading of “Inpatient Hospital Per Diems” after opening the “Fee Schedules”
link.

Reimbursement is only made to enrolled Louisiana Medicaid hospital providers. Any hospital
may enroll in Louisiana Medicaid and then bill for eligible (and properly authorized) services
already provided. However, the enrollment process must be completed, and the bill must be
submitted prior to one year after the date of service.

Medicaid Provider Enrollment Portal Requirements

Providers that receive an enrollment invitation letter must enroll with Louisiana Medicaid to
avoid impacts to claims processing. This includes admitting, ordering, referring and prescribing
providers and out of state providers that have billed Louisiana Medicaid. Providers with
multiple provider types must complete an enrollment for each type.

Providers will have 120 days to complete an enrollment and must allow several weeks for
application processing. Providers that have not completed enrollment within 120 days of
receiving the enrollment invitation letter will result in denied claims and deactivation from the
Louisiana Medicaid program.

Providers that are unsure of their enrollment status or that want to check the status their
application may use the Provider Portal Enrollment Lookup Tool at
https://www.lamedicaid.com/portalenrolimentstatus/search. Results will show the provider’s
status as either enrollment complete, action required, application not submitted, or currently in
process by Gainwell Technologies. Providers that are not shown in the results are not required
to enroll at this time. Invitation letters for those providers will be sent at a later date.

Revalidation-
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Per 42 CFR § 455.414, all Medicaid-enrolled providers, including ordering or referring providers,
must revalidate their enrollment information, regardless of provider type, at least every five
years. However, durable medical equipment, prosthetics, orthotics, and supplies (DMEPOS)
providers must revalidate their information every three years to maintain their participation in
Louisiana Medicaid.

When revalidating a provider's enrollment, a full screening appropriate to the provider’s risk
level is conducted. The risk-based screening requirements under 42 CFR § 455.450 apply to
newly enrolling and revalidating providers. Revalidation includes the disclosure requirements
specified in 42 CFR § 455.104, § 455.105, and § 455.106, and, depending on the provider’s risk
level, includes site visits and fingerprint-based criminal background checks.

Providers will receive an email from the Louisiana Medicaid Provider Enrollment web portal and
a letter via the U.S. Postal Service informing them that it is time to revalidate their enrollment
records. Providers can also find their revalidation due date or track their status by accessing the
Provider Lookup Tool.

Claims will deny for providers who fail to revalidate by the due date, and their Medicaid billing
privileges will be deactivated. If this happens, providers must resubmit a complete enrollment
application to reactivate their billing privileges. Medicaid will not reimburse providers for any
services during the period of deactivation. There are no exemptions from revalidation.
Louisiana Medicaid does not grant extensions; the notification email and letter will allow
sufficient time to revalidate before your due date.

REFERENCES:

e Access to Behavioral Health Care

e Attachment F, Provider Network Standards

e CFRTitle 42

e Clinical Criteria for Utilization Management Decisions — Core Process
e Concurrent Review (Telephonic and On-Site) — LA

e Continuity of Care — LA

e Continuity of Care During a Disaster or Emergency Declaration — Core Process
e Coordination of Care — LA

e Emergency and Post-Stabilization Services — LA

e Louisiana Medicaid Managed Care Organization (MCO) Manual

e Louisiana State Contract

e Medical Transportation — LA

e Out-of-Network Authorization Process
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e Second Opinion
e Utilization Management- LA

RESPONSIBLE DEPARTMENTS:

Primary Department: Health Care Management

Secondary Department(s): Behavioral Health
Claims
Medicaid Quality and Accreditation
Provider Relations — Health Plan

EXCEPTIONS:

Relative to the payment of claims made prior to credentialing, Healthy Blue shall consider a
new healthcare provider joining an in-network group or facility to be an in-network or
participating provider for the purposes of UM or prior authorization processes. The new
provider is referred to as a “joining provider (JP)” prior to being fully credentialed (FC).

Exceptions to Access Requirements

1) Healthy Blue shall ensure primary care provider (PCP) services, obstetrics/gynecology,
hospital services, pharmacy, behavioral health, and other services identified in the Contract
are available from network providers within the specified travel distance and time
requirements from the enrollee’s home. Exceptions, if any, to these time and distance
standards shall be at the discretion of LDH and only considered based on the prevailing
community standard.

a}—Healthy Blue must submit any requests for exceptions for time, distance, or
appointment accessibility standards in writing to LDH for approval. Such requests must
be in a format specified by LDH and include data on the local provider population
available to the non-Medicaid population.

a)

b) If LDH grants Healthy Blue an exception to a distance or appointment accessibility
standard, the exception is limited to the identified provider type and parish or parishes
and is granted for a period of up to one (1) year, at which point Healthy Blue may
submit a new request.

c) Healthy Blue shall monitor Enrollee access to the specific provider type on an ongoing
basis and provide the findings to LDH as part of its Network Development and
Management Plan. Specifically, Healthy Blue shall:

i) Describe how it shall reasonably deliver MCO Covered Services to Enrollees who may
be affected by the exception and how it will work to increase access to the provider
type in the designated parish or parishes; and
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2)

3)

4)

5)

Hii) Monitor, track, and report to LDH on the delivery of MCO Covered Services to
Enrollees potentially affected by the exception.

b}d) Healthy Blue shall allow a member the option of choosing to travel further than
established access standards in order to access a preferred provider. The member shall
be responsible for travel arrangements and costs unless there is not a qualified provider
meeting the accessibility standards within the provider network.

As permitted by state law, telemedicine may be used-by-speciatists to facilitate access to

MCO covered services by licensed professionals-te-augmentthe-retwork. Any service

provided via telemedicine must be medically necessary, and the procedure individualized,

specific, and consistent with symptoms or confirmed diagnosis of an illness or injury under
treatment, and not in excess of the member’s needs.

a) If Healthy Blue intends to utilize telemedicine to meet network adequacy requirements,
the telemedicine utilization must be approved by LDH for this purpose.

b) Healthy Blue shall cover services located in the Telemedicine appendix of the CPT
manual, or its successor, when provided by telemedicine/telehealth. In addition,
Healthy Blue shall cover other services provided by telemedicine/telehealth when
indicated as covered via telemedicine/telehealth in Medicaid program policy. Healthy
Blue shall ensure adequate availability of telemedicine/telehealth during declared
emergencies, disasters, and pandemics. Physicians and other licensed practitioners must
continue to adhere to all existing clinical policy for all services rendered. Providing

services through telemedicine/telehealth does not remove or add any medical necessity

requirements. He —E ; i } il A s

Healthy Blue shall permit Indian enrollees to obtain MCO covered services from OON Indian
Health Care Providers (IHCPs) from whom the member is otherwise eligible to receive such
services. Where timely access to covered services cannot be ensured due to few or no
IHCPs, Healthy Blue may consider permitting Indian enrollees to access out-of-state IHCPs.
OON IHCPs may refer an Indian member to a network provider.

Healthy Blue ensures members have the freedom to receive family planning services and

related supplies from appropriate Medicaid providers outside the provider network without

any restrictions as specified in 42 CFR §431.51(b)(2).

a) The OON Medicaid-enrolled family planning services provider shall bill Healthy Blue and
be reimbursed no less than the FFS rate in effect on the date of service.

b) Healthy Blue shall encourage its members to receive family planning services through
Healthy Blue’s network of providers to ensure continuity and coordination of the
member’s total care.

c) Authorization or referral shall not be required for family planning services and the
treatment of sexually transmitted infections (STls).

Out-of-State emergency services represents an exception to the general rule that requires

providers to enroll in Louisiana Medicaid. Louisiana Medicaid must pay for emergency

services furnished in another state promptly and without delay caused by any
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administrative procedures and to the same extent it would pay for services furnished within
Louisiana (42 CFR 431.52; 42 CFR 435.940)
a) Out-of-state providers who furnish services to Medicaid beneficiaries are not required
to be enrolled if they meet the following conditions (MPEC 1.5.1.C.2.a)
i) The services are furnished at an out-of-state practice location;
ii) The furnishing provider’s NPl is on the claim;
iii) The claim represents services furnished; and
iv) The claim represents either a single instance of care furnished over a 180-day period
or multiple instances of care furnished to a single beneficiary over a 180-day period.
b) Ininstances where medical services are needed because of a medical emergency or the
beneficiary’s health would be endangered and receives services from an out-of-state
emergency room and the ER physician refers or prescribes, the emergency out-of-state
referring/prescribing physician would not be required to enroll if (MPEC 1.5.1.B.2.c):
i) ORP’s NPl is on the claim;
ii) ORP is enrolled in his state’s Medicaid;
iii) IF ORP were to enroll in Louisiana, he would enroll with an out-of-state practice
location;
iv) The claim represents either a single instance of care furnished over a 180-day period
or multiple instances of care furnished to a single beneficiary over a 180-day period.

Exceptions to Authorization Requirements

1)

2)

3)

4)

5)

6)

7)
8)

Healthy Blue shall not require service authorization for emergency services or post-
stabilization services as described in the Contract, whether provided by an in-network or
OON provider.

Healthy Blue shall not require hospital service authorization for non-emergency inpatient
admissions for normal newborn deliveries.

Healthy Blue shall not require service authorization or referral for Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) Program screening services.

Healthy Blue shall not require service authorization for the continuation of medically
necessary covered services of a new member transitioning into the health plan, regardless
of whether such services are provided by an in-network or OON provider, however, prior
authorization of services may be required beyond thirty (30) calendar days.

Healthy Blue is prohibited from denying prior authorization solely on the basis of the
provider being an OON provider for the first thirty (30) days of a newly enrolled member’s
linkage to the plan.

Healthy Blue shall not require a primary care physician (PCP) referral (if the PCP is not a
women’s health specialist) for access to a women’s health specialist contracted with the
plan for routine and preventive women’s healthcare services and prenatal care.

Healthy Blue shall not require a PCP referral for in-network eye care and vision services.
Healthy Blue may require notification by the provider of obstetrical care at the time of the
first visit of the pregnancy.
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9) Healthy Blue may require notification by the provider of obstetrical admissions exceeding
forty-eight (48) hours after vaginal delivery. Healthy Blue is allowed to deny a portion of a
claim for payment based solely on lack of notification by the provider of obstetrical
admission exceeding forty-eight (48) hours after vaginal delivery. In this case, only the
portion of the claim related to the inpatient stay beyond forty-eight (48) hours is denied.

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

11) Healthy Blue may require notification by the provider of inpatient emergency admissions
within one (1) business day of admission. Healthy Blue is allowed to deny a claim for
payment based solely on lack of notification of inpatient emergency admission if the
provider does not notify of the inpatient emergency admission within one (1) business day
of admission.

12) Healthy Blue shall not deny continuation of higher-level services (e.g., inpatient hospital or
residential treatment) for failure to meet medical necessity unless the required service can
be provided through an in-network or OON provider at a lower level of care.

13) Healthy Blue is responsible for covering all newborn care rendered within the first month of
life regardless of whether it is provided by an in-network or OON provider.

14) Healthy Blue shall require prior authorization for out-of-state non-emergency
hospitalization unless the request for hospitalization is for a dual Medicare/Medicaid
eligible enrollee. Authorization is required for dual eligible beneficiaries only if
transportation services are being requested in addition to the hospitalization.

Trade Area

1) In-state acute care provider resources must be utilized prior to referring a beneficiary to
out-of-state providers. Acute care out-of-state providers in the trade area are treated the
same as in-state providers. Trade area is defined as the counties located in Mississippi,
Arkansas, and Texas that border the state of Louisiana. Acute care out-of-state providers in
the above states that are not located in counties that border Louisiana are required to
obtain prior authorization for all inpatient services unless it is of an emergent nature.

2) Areferral or transfer made by a ‘trade area’ hospital to another hospital does not constitute
approval by Healthy Blue unless it is to either a Louisiana hospital or another ‘trade area’
hospital. Prior authorization is required for all other referrals or transfers.

3) The following is a list of counties located in the trade area:

a) Arkansas counties: Chicot, Ashley, Union, Columbia, Lafayette, and Miller

b) Mississippi counties: Hancock, Pearl River, Marion, Walthall, Pike, Amite, Wilkerson,
Adams, Jefferson, Claiborne, Washington, Issaquena, and Warren

c) Texas counties: Cass, Marion, Harrison, Panola, Shelby, Sabine, Newton, Orange, and
Jefferson
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Refer to Utilization Management- LA for information regarding excluded and non-covered

services.

REVISION HISTORY:

Review Date

Changes

06/01/2015

New. Created LA-specific version of corporate document

06/14/2016

Annual review

National Provider Communications removed as secondary department
Definitions placed in alphabetical order

Policy section under number 3 updated

References section updated

07/24/2017

For annual review
References placed in alphabetical order

05/30/2018

Off-cycle/early annual review
Policy revised to reflect current contract language

04/23/2019

For annual review
No changes

06/24/2020

Annual review for new LA Emergency Contract

Edits within policy, definitions, procedure, and exception sections
References updated

Behavioral Health added as a Secondary Department

02/26/2021

Off-Cycle Review

Policy updated to include new MCO Manual verbiage, including Trade
Area exception

Policy, procedure, and references updated

Claims added as a secondary department

Updating the “Effective Date” from 02/26/1996 to 06/01/2015 as the
LA plan went live in 2012 & this also reflects the original policy creation
date noted in the Revision History (this is a LA-specific policy created
from a corporate policy version)

05/14/2021

Annual Review — No changes

07/27/2021

Off-Cycle Review
Added Act 79 language effective June 4, 2021
Updates made to the procedure and exceptions

04/05/2022

Annual Review

Updated the procedure section “Out-of-Service Area (OOSA)/Out-of-
Network (OON) Care” #9 to remove the statement about notifying the
NCC

02/16/2023

Annual Review — No changes
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Review Date Changes

04/12/2023 e Off-Cycle Review

Added exceptions for Alert #45885 LA Out-of-State Emergency Services
Added and updated definitions

Updated policy and procedure to align with current contract and MCO
manual verbiage

Removed A04 Prescriptions for Out of Area Travel Reference

Removed NCC as a secondary department

08/03/2023 e Off-cycle review
e Policy, Procedure, and References sections updated
e Updated policy to align with current contract language
e Added table from Attachment F to reflect changes to Provider Network
Standards per LDH Alert #47607
01/29/2024 e Annual Review
e Edits made to Procedure section - Updated procedure section to
include Provider Enrollment Portal Requirements per LDH Alert #49947
11/19/2024 e Annual Review
e Updated Policy section to align with contract Amendment 7- changes to
Attachment F
e Updated Procedure section to align with the Hospital Services Provider
Manual revisions per LDH Alert #52541
e Removed retired polices and added Utilization Management- LA to
References section
e Added Medicaid Quality and Accreditation as a secondary department
e Updated Exceptions section
06/04/2025 e Annual Review
e Updated Procedure section
e Updated procedure to align with LDH IB 24-22 and IB 25-14 regarding
Provider Enrollment Portal requirements
02/12/2026 e Annual Review
e Updates made to the Policy section; updated Table 1 to reflect changes
to Provider Network Standards per LDH Contract Amendment 10-
Changes to Attachment F and updated Table 1 footnotes to replace
“the MCQO” with Healthy Blue
02/19/2026 e  Off Cycle Review

Updates made to the Policy and Exceptions sections to align with LDH

contract language and Amendment 12 updates; Updated Table 1 and
footnotes to reflect Amendment 12 Changes to Attachment F: Provider
Network Standards
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