DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

August 28, 2025

Ms. Kimberly Sullivan
Medicaid Executive Director
Louisiana Department of Health
P.O. Box 629

Baton Rouge, LA 70821-0629

Dear Ms. Kimberly Sullivan:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving Louisiana’s submission of a proposal for delivery system and
provider payment initiatives (state directed payments or SDPs) under Medicaid managed care
plan contracts. The proposal was received by CMS on February 7, 2025, and a final revised

proposal was received on July 1, 2025. The proposal has a control name of
LA Fee AMC.PC.SP New 20240701-20250630.

CMS has completed our review of the following Medicaid managed care state directed
payment(s):

¢ Uniform percentage increase for professional services at an academic medical center,
primary care services, and specialty care services, for the rating period covering July 1,
2024 through June 30, 2025, incorporated into capitation rates through a separate
payment term of up to $1,243,115,716.

This letter satisfies the regulatory requirement in 42 CFR 438.6(c)(2) for state directed payments
described in 42 CFR 438.6(c)(1). This letter pertains only to the actions identified above and
does not apply to other actions currently under CMS’s review. This letter does not constitute
approval of any specific Medicaid financing mechanism used to support the non-federal share of
expenditures associated with these actions. All relevant federal laws and regulations apply. CMS
reserves its authority to enforce requirements in the Social Security Act and the applicable
implementing regulations. CMS is actively assessing the impact of the One Big Beautiful Bill
Act (OBBB, P.L. 119-21), which was signed into law on July 4, 2025, on state directed
payments authorized under 42 CFR 438.6(c). Our approval of this state directed payment does
not constitute a determination that this payment arrangement would be approved under section
71116 of the OBBB. CMS expects to provide additional information on state directed payments
under OBBB in the coming months. The state is required to submit contract action(s) and related
capitation rates that include all state directed payments.

All state directed payments must be addressed in the applicable rate certifications. CMS
recommends that states share this letter and the preprint(s) with the certifying actuary.
Documentation of all state directed payments must be included in the initial rate certification as
outlined in Section I, Item 4, Subsection D, of the Medicaid Managed Care Rate Development
Guide. The state and its actuary must ensure all documentation outlined in the Medicaid
Managed Care Rate Development Guide is included in the initial rate certification. Failure to
provide all required documentation in the rate certification will cause delays in CMS review. The
Medicaid Managed Care Rate Development Guide includes specific requirements associated
with the use of separate payment terms. If the total amount of the separate payment term is



https://www.medicaid.gov/medicaid/managed-care/guidance/rate-review-and-rate-guides/index.html
https://www.medicaid.gov/medicaid/managed-care/guidance/rate-review-and-rate-guides/index.html

exceeded from what is documented in the preprint or the payment methodology changes, CMS
requires the state to submit a state directed payment preprint amendment. If the separate payment
term amount documented within the rate certification exceeds the separate payment term amount
documented in the preprint, the state is required to submit a rate certification amendment.

Approval of this State directed payment proposal for the applicable rating period does not
preclude CMS from requesting additional materials from the State, revision to the State directed
payment proposal design or any other modifications to the proposal for future rating periods, if
CMS determines that such modifications are required for the State to meet relevant federal
regulatory requirements.

CMS appreciates the information that Louisiana has provided as part of the July 1, 2024 through
June 30, 2025 preprint review regarding the total payment rate analysis and average commercial
rate calculations in accordance with 42 CFR 438.6(¢c)(2)(iii). CMS is able to approve this
preprint with the condition that the state continues to work with CMS to further refine the total
payment rate analysis and average commercial rate demonstration for July 1, 2025 through June
30, 2026.

If you have any questions concerning this letter, please contact
StateDirectedPayment(@cms.hhs.gov.

Sincerely,

Digitally signed by LAURA
LAURA M. M. SNYDER -S

Date: 2025.08.28
SNYDER -S 08:49:29 -04'00'

Laura Snyder
Director, Division of Managed Care Policy
Center for Medicaid and CHIP Services
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CMS Provided State Directed Payment Identifier:

Section 438.6(c) Preprint

42 C.F.R. § 438.6(c) provides States with the flexibility to implement delivery system and
provider payment initiatives under MCO, PIHP, or PAHP Medicaid managed care contracts (i.e.,
state directed payments). 42 C.F.R. § 438.6(c)(1) describes types of payment arrangements that
States may use to direct expenditures under the managed care contract. Under 42 C.F.R. §
438.6(c)(2)(i1), contract arrangements that direct an MCO's, PIHP's, or PAHP's expenditures
under paragraphs (c)(1)(i) through (c)(1)(i1) and (c)(1)(iii)(B) through (D) must have written
approval from CMS prior to implementation and before approval of the corresponding managed
care contract(s) and rate certification(s). This preprint implements the prior approval process and
must be completed, submitted, and approved by CMS before implementing any of the specific
payment arrangements described in 42 C.F.R. § 438.6(c)(1)(1) through (c)(1)(i1) and (c)(1)(iii)(B)
through (D). Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. §
438.6(c)(1)(ii1)(A), States no longer need to submit a preprint for prior approval to adopt
minimum fee schedules using State plan approved rates as defined in 42 C.F.R. § 438.6(a).

Submit all state directed payment preprints for prior approval to:
StateDirectedPayment@cms.hhs.gov.

SECTION I: DATE AND TIMING INFORMATION

1. Identify the State’s managed care contract rating period(s) for which this payment
arrangement will apply (for example, July 1, 2020 through June 30, 2021):
July 1, 2024 = June 30, 2025

2. Identify the State’s requested start date for this payment arrangement (for example,
January 1, 2021). Note, this should be the start of the contract rating period unless this
payment arrangement will begin during the rating period. July 1, 2024

3. Identify the managed care program(s) to which this payment arrangement will apply:

HealthyLouisianaMedicaidManagedCarePrograms
4. Identify the estimated total dollar amount (federal and non-federal dollars) of this state

directed payment: $1 243,115,716
a. Identify the estimated federal share of this state directed payment: $976,380,37

b. Identify the estimated non-federal share of this state directed payment: $266,735,33

Please note, the estimated total dollar amount and the estimated federal share should be
described for the rating period in Question 1. If the State is seeking a multi-year approval
(which is only an option for VBP/DSR payment arrangements (42 C.F.R. § 438.6(c)(1)(i)-
(ii))), States should provide the estimates per rating period. For amendments, states
should include the change from the total and federal share estimated in the previously
approved preprint.

5. Is this the initial submission the State is seeking approval under 42 C.F.R. § 438.6(c) for
this state directed payment arrangement? [X] Yes [ ] No


mailto:StateDirectedPayment@cms.hhs.gov

Department of Health and Human Services Section 42 C.F.R. § 438.6(c) Preprint January 2021
Centers for Medicare & Medicaid Services

6. If this is not the initial submission for this state directed payment, please indicate if:

a. [ ]| The State is seeking approval of an amendment to an already approved state
directed payment.

b. [ ] The State is seeking approval for a renewal of a state directed payment for a new
rating period.

i. If the State is seeking approval of a renewal, please indicate the rating periods
for which previous approvals have been granted:

c. Please identify the types of changes in this state directed payment that differ from
what was previously approved.

[] Payment Type Change
[] Provider Type Change
[] Quality Metric(s) / Benchmark(s) Change
[l Other; please describe:

[ No changes from previously approved preprint other than rating period(s).

7. Please use the checkbox to provide an assurance that, in accordance with 42 C.F.R. §
438.6(c)(2)(i1)(F), the payment arrangement is not renewed automatically.

SECTION II: TYPE OF STATE DIRECTED PAYMENT

8. Inaccordance with 42 C.F.R. § 438.6(c)(2)(i1)(A), describe in detail how the payment
arrangement is based on the utilization and delivery of services for enrollees covered
under the contract. The State should specifically discuss what must occur in order for the
provider to receive the payment (e.g., utilization of services by managed care enrollees,
meet or exceed a performance benchmark on provider quality metrics).
Thepaymentarrangemernseekdo utilize a percentagéncreasen accordancevith 42 CFR8438.6(c)(1)
(iii)(C). As such,theprogramis intendedo providea percentagéncreasdor Medicaidmanagedare

contractedservicegrovidedto Medicaidenrolledindividuals,asdetailedin theresponseto Questionsl9
(b) and19(c),for eligible providersthatmeeta classidentifiedin responséo Question20(b).

a. Please use the checkbox to provide an assurance that CMS has approved the
federal authority for the Medicaid services linked to the services associated with the
SDP (i.e., Medicaid State plan, 1115(a) demonstration, 1915(c) waiver, etc.).

b. Please also provide a link to, or submit a copy of, the authority document(s) with
initial submissions and at any time the authority document(s) has been
renewed/revised/updated.

LouisianaMedicaidStatePlan:https://Idh.la.gov/page/1718

ManagedCare:
https://ldh.la.gov/assets/medicaid/StatePlan/Sec3/Attachment3.1-F.pdf
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9. Please select the general type of state directed payment arrangement the State is seeking
prior approval to implement. (Check all that apply and address the underlying questions
for each category selected.)

a. [ | VALUE-BASED PAYMENTS / DELIVERY SYSTEM REFORM: In accordance with 42
C.F.R. § 438.6(c)(1)(1) and (i1), the State is requiring the MCO, PIHP, or PAHP to
implement value-based purchasing models for provider reimbursement, such as
alternative payment models (APMs), pay for performance arrangements, bundled
payments, or other service payment models intended to recognize value or outcomes
over volume of services; or the State is requiring the MCO, PIHP, or PAHP to
participate in a multi-payer or Medicaid-specific delivery system reform or
performance improvement initiative.

If checked, please answer all questions in Subsection I1A.

b. FEE SCHEDULE REQUIREMENTS: In accordance with 42 C.F.R. §
438.6(c)(1)(ii1)(B) through (D), the State is requiring the MCO, PIHP, or PAHP to
adopt a minimum or maximum fee schedule for network providers that provide a
particular service under the contract; or the State is requiring the MCO, PIHP, or
PAHP to provide a uniform dollar or percentage increase for network providers that
provide a particular service under the contract. [Please note, per the 2020 Medicaid
and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules using
State plan approved rates as defined in 42 C.F.R. § 438.6(a).]

If checked, please answer all questions in Subsection IIB.

SUBSECTION IIA: VALUE-BASED PAYMENTS (VBP) / DELIVERY SYSTEM
REFORM (DSR):

This section must be completed for all state directed payments that are VBP or DSR. This
section does not need to be completed for state directed payments that are fee schedule
requirements.

10. Please check the type of VBP/DSR State directed payment the State is seeking prior
approval for. Check all that apply, if none are checked, proceed to Section III.

Quality Payment/Pay for Performance (Category 2 APM, or similar)

Bundled Payment/Episode-Based Payment (Category 3 APM, or similar)
Population-Based Payment/Accountable Care Organization (Category 4 APM, or
similar)

Multi-Payer Delivery System Reform

Medicaid-Specific Delivery System Reform

Performance Improvement Initiative

Other Value-Based Purchasing Model

Logn oo



Department of Health and Human Services Section 42 C.F.R. § 438.6(c) Preprint January 2021
Centers for Medicare & Medicaid Services

11. Provide a brief summary or description of the required payment arrangement selected
above and describe how the payment arrangement intends to recognize value or outcomes
over volume of services. If “other” was checked above, identify the payment model. The
State should specifically discuss what must occur in order for the provider to receive the
payment (e.g., meet or exceed a performance benchmark on provider quality metrics).

12. In Table 1 below, identify the measure(s), baseline statistics, and targets that the State
will tie to provider performance under this payment arrangement (provider performance
measures). Please complete all boxes in the row. To the extent practicable, CMS
encourages states to utilize existing, validated, and outcomes-based performance
measures to evaluate the payment arrangement, and recommends States use the CMS
Adult and Child Core Set Measures when applicable. If the state needs more space,
please use Addendum Table 1.A and check this box: []

TABLE 1: Payment Arrangement Provider Performance Measures

Measure Name Measure . ., | Performance 4
. Baseline® | Baseline Performance Notes
and NQF # (if Steward/ Year Statistic Measurement Tareet
applicable) Developer! Period? g
Example: Percent | CMS CY 2018 9.23% Year 2 8% Example
of High-Risk notes

Residents with
Pressure Ulcers —
Long Stay

a.

C.

.

1. Baseline data must be added after the first year of the payment arrangement

2. If state-developed, list State name for Steward/Developer.

3. If this is planned to be a multi-year payment arrangement, indicate which year(s) of the payment arrangement that performance
on the measure will trigger payment.

4. If the State is using an established measure and will deviate from the measure steward’s measure specifications, please
describe here. Additionally, if a state-specific measure will be used, please define the numerator and denominator here.
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13. For the measures listed in Table 1 above, please provide the following information:

a. Please describe the methodology used to set the performance targets for each
measure.

b. If multiple provider performance measures are involved in the payment arrangement,
discuss if the provider must meet the performance target on each measure to receive
payment or can providers receive a portion of the payment if they meet the
performance target on some but not all measures?

c. For state-developed measures, please briefly describe how the measure was
developed?
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14. Is the State seeking a multi-year approval of the state directed payment arrangement?

El Yes []No

a. Ifthis payment arrangement is designed to be a multi-year effort, denote the State’s
managed care contract rating period(s) the State is seeking approval for.

b. If this payment arrangement is designed to be a multi-year effort and the State is
NOT requesting a multi-year approval, describe how this application’s payment
arrangement fits into the larger multi-year effort and identify which year of the effort
is addressed in this application.

15. Use the checkboxes below to make the following assurances:

a. [ | Inaccordance with 42 C.F.R. § 438.6(c)(2)(iii)(A), the state directed payment
arrangement makes participation in the value-based purchasing initiative, delivery
system reform, or performance improvement initiative available, using the same
terms of performance, to the class or classes of providers (identified below)
providing services under the contract related to the reform or improvement initiative.

b. []In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(B), the payment arrangement
makes use of a common set of performance measures across all of the payers and
providers.

¢. []In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(C), the payment arrangement
does not set the amount or frequency of the expenditures.

d. [ ]In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(D), the payment arrangement
does not allow the State to recoup any unspent funds allocated for these
arrangements from the MCO, PIHP, or PAHP.

SUBSECTION IIB: STATE DIRECTED FEE SCHEDULES:
This section must be completed for all state directed payments that are fee schedule

requirements. This section does not need to be completed for state directed payments that are
VBP or DSR.

16. Please check the type of state directed payment for which the State is seeking prior
approval. Check all that apply; if none are checked, proceed to Section III.

a. [_] Minimum Fee Schedule for providers that provide a particular service under the

contract using rates other than State plan approved rates ' (42 CF.R. §
438.6(c)(1)(iii)(B))

b. [ ] Maximum Fee Schedule (42 C.F.R. § 438.6(c)(1)(iii)(D))
c. Uniform Dollar or Percentage Increase (42 C.F.R. § 438.6(c)(1)(iii)(C))

! Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
6
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17. If the State is seeking prior approval of a fee schedule (options a or b in Question 16):
a. Check the basis for the fee schedule selected above.

i. [ ] The State is proposing to use a fee schedule based on the State-plan
approved rates as defined in 42 C.F.R. § 438.6(a). 2

ii. [_] The State is proposing to use a fee schedule based on the Medicare or
Medicare-equivalent rate.

iii. [ ] The State is proposing to use a fee schedule based on an alternative fee
schedule established by the State.

1. If the State is proposing an alternative fee schedule, please describe the
alternative fee schedule (e.g., 80% of Medicaid State-plan approved rate)

b. Explain how the state determined this fee schedule requirement to be reasonable and
appropriate.

18. If using a maximum fee schedule (option b in Question 16), please answer the following
additional questions:

a. [ ] Use the checkbox to provide the following assurance: In accordance with 42
C.F.R. § 438.6(c)(1)(ii1)(C), the State has determined that the MCO, PIHP, or PAHP
has retained the ability to reasonably manage risk and has discretion in
accomplishing the goals of the contract.

b. Describe the process for plans and providers to request an exemption if they are
under contract obligations that result in the need to pay more than the maximum fee
schedule.

c. Indicate the number of exemptions to the requirement:

i. Expected in this contract rating period (estimate)
ii. Granted in past years of this payment arrangement

d. Describe how such exemptions will be considered in rate development.

2 Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
7
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19. If the State is seeking prior approval for a uniform dollar or percentage increase (option ¢
in Question 16), please address the following questions:

a.

b.

Will the state require plans to pay a [_] uniform dollar amount or a [X] uniform
percentage increase? (Please select only one.)

What is the magnitude of the increase (e.g., $4 per claim or 3% increase per claim?)

T i @ lass: Eligible ti detailin respe Questior20| 6 all i Mec

Describe how will the uniform increase be paid out by plans (e.g., upon processing
the initial claim, a retroactive adjustment done one month after the end of quarter for

those claims incurred during that quarter).

Within 45 daysaftertheendof eachfiscal quarter LDH will presen&reportto eachMCO. Foreachquarterthereportwill identify the providersthatmet
the classdefinition for thatspecificquarterandthe sumof thein-networkandout-of-networkbaseclaimspaymentsadjudicatecandpaid by the MCO to
eachproviderin thatquarter.Thereportwill multiply thatsum,for eachprovider,by the uniform percentagéncreaseapplicableto thatprovider'sclassto
determingheamountpayableby eachMCO to eachprovider. EachMCO shallmakeaninterim paymento eachproviderbasecn theamountreflectedin
thequarterlyreportfrom LDH. Dueto thetiming of this preprint,for this programyear,LDH will maketheinitial payment(for thefirst two quartersof the
programyear)afterthe preprintis approved.LDH will makesubsequerinterim paymentsjuarterly,andLDH will thenreconciletheinterim payments
basedon theapplicationof the class-specifizniform rateincreasepercentagéo eachprovider'sservicegrovidedduringtherating period.

Describe how the increase was developed, including why the increase is reasonable
and appropriate for network providers that provide a particular service under the
contract

LDH believesMedicaidreimbursemenievelsasa percentagef ACR for the
servicegrovidedby theeligible providersis reasonablandnecessarjor
achievingLDH’s goalsandobjectivesor this directedpaymentarrangement,
which includeminimizing wastefulspendingasfurtherdescribedn SectionVil.

SECTION III: PROVIDER CLASS AND ASSESSMENT OF REASONABLENESS

20. In accordance with 42 C.F.R. § 438.6(¢c)(2)(i1)(B), identify the class or classes of
providers that will participate in this payment arrangement by answering the following
questions:

a.

Please indicate which general class of providers would be affected by the state
directed payment (check all that apply):

[] inpatient hospital service

[] outpatient hospital service

professional services at an academic medical center
primary care services

specialty physician services

[ ] nursing facility services

[ ] HCBS/personal care services

[ ] behavioral health inpatient services

[ ] behavioral health outpatient services

|:| dental services
[ ] Other:

b. Please define the provider class(es) (if further narrowed from the general classes

indicated above).

All individual practitionergphysiciansphysicianassistants;ertified registerechursepractitionersandcertified nurseanesthetistsandpractitionergroupsthat
qualify for additionalpaymentainderitem 5, Page®-11of Attachment.19-Bof the StatePlanfor Medical Assistancéthe StatePlansectionthatauthorizes
supplementapaymentdor certainpractitionersandgroupsthatcontractwith a non-stateownedor operatedyovernmentaéntity suchasa parishor hospital
servicedistrict) shallbe dividedinto oneof five (5) mutuallyexclusiveclasses(1) Classl - emergencylepartmengroupsandindividual practitioners{2) Class
2 - hospitalistgroupsandindividual practitioners(3) Class3 - anesthesigroupsandindividual practitioners{4) Class4 - radiologygroupsandindividual
practitionersand(5) Class5 - groupsandindividual practitionersn otheror multiple specialties.Class6 shallincludeall individual practitionersandgroupsnot
includedin Classl, 2, 3, 4, or 5 andwith atleast$10,000in MedicaidMCO claimspaymentsn the statefiscal yearthatis two yearsprior for any practitioneror
groupthatis currentlylicensedby the Stateof Louisianaandenrolledasa LouisianaMedicaidprovider.
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21.

22,

23.

c¢. Provide a justification for the provider class defined in Question 20b (e.g., the
provider class is defined in the State Plan.) If the provider class is defined in the
State Plan, please provide a link to or attach the applicable State Plan pages to the
preprint submission. Provider classes cannot be defined to only include providers
that provide intergovernmental transfers.

The paymentarrangementorecloselyalignsMedicaidmanagecdtare
reimbursemenyith Medicaidfee-for-servicaeimbursemenandincludesan
additionalclassto expandthe paymentarrangemento benefitadditional
practitionersvho providea significantamountof servicedo Medicaid
beneficiariesthusallowing for amoregeneraimprovemenbf Medicaidpayment:
to practitionerghatcarefor Louisiana’sMedicaidpopulation.

In accordance with 42 C.F.R. § 438.6(c)(2)(i1)(B), describe how the payment
arrangement directs expenditures equally, using the same terms of performance, for the
class or classes of providers (identified above) providing the service under the contract.

The paymentarrangemenringseligible providers’paymentdor Medicaidmanaged
careservicedo the sameuniform percentagedetailedin responséo questionl9(b).

For the services where payment is affected by the state directed payment, how will the
state directed payment interact with the negotiated rate(s) between the plan and the
provider? Will the state directed payment:

a. [] Replace the negotiated rate(s) between the plan(s) and provider(s).
b. [] Limit but not replace the negotiated rate(s) between the plans(s) and provider(s).

c. Require a payment be made in addition to the negotiated rate(s) between the
plan(s) and provider(s).

For payment arrangements that are intended to require plans to make a payment in
addition to the negotiated rates (as noted in option ¢ in Question 22), please provide an
analysis in Table 2 showing the impact of the state directed payment on payment levels
for each provider class. This provider payment analysis should be completed distinctly
for each service type (e.g., inpatient hospital services, outpatient hospital services, etc.).

This should include an estimate of the base reimbursement rate the managed care plans
pay to these providers as a percent of Medicare, or some other standardized measure, and
the effect the increase from the state directed payment will have on total payment. Ex:
The average base payment level from plans to providers is 80% of Medicare and this
SDP is expected to increase the total payment level from 80% to 100% of Medicare.

If the state needs more space, please use Addendum 2.A and check this box:[_]



Department of Health and Human Services
Centers for Medicare & Medicaid Services

TABLE 2: Provider Payment Analysis

Section 42 C.F.R. § 438.6(c) Preprint January 2021

Average Base Effect on Effect on
Effect on Total
Payment Total Total Payment
Total Payment
Level from Payment Pavment Level of Level (after
Provider Class(es) Plans to Level of State y accounting for
. . Level of Pass-
Providers Directed all SDPs and
Other Through
(absent the Payment PTPs
SDP) (SDP) SDPs Payments
(PTPs)
x: Rural Inpatient 0 0 0
Ex: Rural I 80% 20% N/A N/A 100%
Hospital Services
a.
Classl (ED
(ED) 15.4% 84.6% 100.0%
b.Class2
(Hospitalist) 29.2% 70.8% 100.0%
¢ Class3
(Anesthesia) 30.4% 69.6% 100.0%
d.
Class4
(Radiology) 36.0% 64.0% 100.0%
€. Class5 (Multi/Other
StatePlanEligible) |31.2% 68.8% 100.0%
f.
Class6 (Other
( ) 65.0% 3.3% 68.3%

24. Please indicate if the data provided in Table 2 above is in terms of a percentage of:

a. [] Medicare payment/cost

b. [] State-plan approved rates as defined in 42 C.F.R. § 438.6(a) (Please note, this

rate cannot include supplemental payments.)

c. Other; Please define: Medicaid managed care payments under average commercial rates.

25. Does the State also require plans to pay any other state directed payments for providers

eligible for the provider class described in Question 20b? [] Yes

[X] No

If yes, please provide information requested under the column “Other State Directed
Payments” in Table 2.

10
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26. Does the State also require plans to pay pass-through payments as defined in 42 C.F.R. §
438.6(a) to any of the providers eligible for any of the provider class(es) described in
Question 20b? [] Yes No

If yes, please provide information requested under the column “Pass-Through
Payments” in Table 2.

27. Please describe the data sources and methodology used for the analysis provided in
response to Question 23.

Thelimit ontotalamountof directedpaymentsvascalculatedoy determiningthe differencebetweerMedicaidratesandaverage
commerciakatesfor servicegrovidedby all qualified practitioners|imiting total directedpaymentdor theseserviceshy the
AverageCommerciaRate. LDH calculatedhe AverageCommerciaRate:(1) usingCPT code-leveinformationreflectingthe
commercialpayerratesfor eachprovider,from thatprovider'sthreelargestcommerciapayers(asdescribedn moredetailin the
StatePlan),for all StatePlan-eligibleproviders;and(2) usinga statewideaverageMedicarereimbursementevel, for groupsthat
did not submitprovider-specificommerciaratedata,for servicegprovidedby all otherqualifying providers.LDH establishec
5% rateincreasdor providersthatqualify for Class6 of the paymentarrangementleterminedherateincreasepercentagéor
Classed -4 basedn the Medicaidratesandaveragecommerciakatesspecificto the providersin thatspecialtythatqualify for that
class,anddeterminedherateincreaseercentagéor Class5 (the classthatincludesall multi-specialtyandotherspecialtygroups)
basednthe Medicaidratesandaverageeommerciakatesat the servicedevel. LDH setthe percentagéncreaseby class therate
increasas uniformwithin eachclass,andthe paymentarrangementirectsexpendituregquallyto all providersin eachclass.

28. Please describe the State's process for determining how the proposed state directed
payment was appropriate and reasonable.

The State'procesdor determininghatthe proposedlirectedpaymenis appropriate
andreasonablénvolvesanalysisto ensurgpaymentgeflectthe differencebetween
Medicaidandthe averagecommerciaratesfor the Medicaidmanagedareservices
providedby theeligible providers.The Departmenbelievessettingreimbursement
levelsata commerciakateequivalents reasonabl@ndnecessarjor achievingthe
Department'goalsandobjectivesor this directedpaymentarrangementyhich include
minimizing wastefulspendingasfurtherdescribedn SectionVII.

SECTION IV: INCORPORATION INTO MANAGED CARE CONTRACTS

29. States must adequately describe the contractual obligation for the state directed payment
in the state’s contract with the managed care plan(s) in accordance with 42 C.F.R. §
438.6(c). Has the state already submitted all contract action(s) to implement this state
directed payment? [] Yes No

a. Ifyes:

i. What is/are the state-assigned identifier(s) of the contract actions provided to
CMS?

ii. Please indicate where (page or section) the state directed payment is captured in
the contract action(s).

b. If no, please estimate when the state will be submitting the contract actions for
review.
LDH estimates that contract amendments will be submitted within 30 days of
approval of the preprint.
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SECTION V: INCORPORATION INTO THE ACTUARIAL RATE CERTIFICATION

Note: Provide responses to the questions below for the first rating period if seeking approval for

multi-year approval.

30. Has/Have the actuarial rate certification(s) for the rating period for which this state

directed payment applies been submitted to CMS? |X] Yes

[JNo

a. Ifno, please estimate when the state will be submitting the actuarial rate

certification(s) for review.

b. Ifyes, provide the following information in the table below for each of the actuarial
rate certification review(s) that will include this state directed payment.

Table 3: Actuarial Rate Certification(s)

If so, indicate where the

. Does th . .
Control Name Provided by CMS Date oes the state directed payment is
. . . certification .
(List each actuarial rate Submitted | . captured in the
. . incorporate the . .
certification separately) to CMS SDP? certification (page or
) section)
i Louisiana_Healthy n/a
Louisiana_20240701-20250630_Certification_2(| 06/27/202<| No
0621,
il.
iii.
iv.
V.

Please note, states and actuaries should consult the most recent Medicaid Managed Care Rate
Development Guide for how to document state directed payments in actuarial rate
certification(s). The actuary’s certification must contain all of the information outlined; if all
required documentation is not included, review of the certification will likely be delayed.)

c. Ifnot currently captured in the State’s actuarial certification submitted to CMS, note
that the regulations at 42 C.F.R. § 438.7(b)(6) requires that all state directed
payments are documented in the State’s actuarial rate certification(s). CMS will not
be able to approve the related contract action(s) until the rate certification(s)
has/have been amended to account for all state directed payments. Please provide an
estimate of when the State plans to submit an amendment to capture this

information.

LDH will submit an actuarial rate certification amendment within 30 days of approval of the pi
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31. Describe how the State will/has incorporated this state directed payment arrangement in
the applicable actuarial rate certification(s) (please select one of the options below):

a. [] An adjustment applied in the development of the monthly base capitation rates
paid to plans.

b. Separate payment term(s) which are captured in the applicable rate
certification(s) but paid separately to the plans from the monthly base capitation
rates paid to plans.

¢. [] Other, please describe:

32. States should incorporate state directed payment arrangements into actuarial rate
certification(s) as an adjustment applied in the development of the monthly base
capitation rates paid to plans as this approach is consistent with the rate development
requirements described in 42 C.F.R. § 438.5 and consistent with the nature of risk-based
managed care. For state directed payments that are incorporated in another manner,
particularly through separate payment terms, provide additional justification as to why
this is necessary and what precludes the state from incorporating as an adjustment applied
in the development of the monthly base capitation rates paid to managed care plans.

Thefundsfor this directedpaymentwill beincludedasa separat@aymenterm (capitationrateadd-on)and
areitemizedfor this purposeLDH believesa separat@aymentermis appropriateo ensureadequate
precisionin thedistributionof the directedpaymentsContinuedmplementatiorof the directedpaymentsas
aseparatpaymentermresultsin administrativeefficienciesfor all partiesinvolvedin the directedpayment
arrangemeniithoutthe useof a separat@aymenterm,additionaladministrativeburdensvould exist.

33. [X] In accordance with 42 C.F.R. § 438.6(c)(2)(i), the State assures that all expenditures
for this payment arrangement under this section are developed in accordance with 42
C.F.R. § 438.4, the standards specified in 42 C.F.R. § 438.5, and generally accepted
actuarial principles and practices.

SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE

34. Describe the source of the non-federal share of the payment arrangement. Check all that
apply:
a. tate general revenue
b. ntergovernmental transfers (IGTs) from a State or local government entity
c¢. [IHealth Care-Related Provider tax(es) / assessment(s)
d. [_IProvider donation(s)
e. [ [Other, specify:
35. For any payment funded by IGTs (option b in Question 34),

a. Provide the following (respond to each column for all entities transferring funds). If
the state needs more space, please use Addendum Table 4.A and check this box:

13
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Did the Is the
. Does the . Transferring
Operational . Transferring .
ops Total Transferring . . Entity
Name of Entities | nature of the Amounts Entity have Entity receive cligible for
transferring funds | Transferring Transferred General appropriations? g ment
(enter each on a Entity (State, . . If not, put N/A. pay .
by This Taxing under this
separate line) County, City, . . If yes, identify .
Other) Entity Authority? the level of state directed
(Yes or No) apbropriations payment?
pprop (Yes or No)
i.
Seeattachmer
ii.
iii.
iv.
V.
vi.
vii.
viii.
ix.
X.

b. Use the checkbox to provide an assurance that no state directed payments made
under this payment arrangement funded by IGTs are dependent on any agreement or

arrangement for providers or related entities to donate money or services to a

governmental entity.

c. Provide information or documentation regarding any written agreements that exist
between the State and healthcare providers or amongst healthcare providers and/or
related entities relating to the non-federal share of the payment arrangement. This
should include any written agreements that may exist with healthcare providers to
support and finance the non-federal share of the payment arrangement. Submit a
copy of any written agreements described above.

LDH requiresall entitiesprovidingIGT to signa certificationpursuanto which the IGT entity certifiesthatanyfunds
transferredo LDH to supportthe non-federakhareof statedirectedpaymentsarepublic fundsasdescribedn 42 C.F.R.
433.51,andthe public fundsarenot disqualifiedfor useasthe state'sharein claiming Federafinancial participation,
suchasprovider-relatedionationspon-allowablehealthcare-relatedaxes,andnon-allowable=ederafunds.
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36. For any state directed payments funded by provider taxes/assessments (option c in
Question 34),

a. Provide the following (respond to each column for all entries). If there are more

entries than space in the table, please provide an attachment with the information
requested in the table.

Table 5: Health Care-Related Provider Tax/Assessment(s)

Does it contain

Name of the Is the tax / If not under | a hold harmless
Health Care- Identify the assessment the 6% arrangement
Related . y. Is the tax / under the |. .. y 8
Provider Tax / permissible assessment Is the tax / 6% indirect hold | that guarantees
class for assessment L0 harmless to return all or
Assessment . broad- . indirect .. . .
(enter each on this tax / based? uniform? hold limit, does it | any portion of
a separate assessment ) harmless pass the the tax payment
.p . . “T5/75” test? to the tax
line) limit? 0
payer?
i. | [ ] [ [ ]
n/a
ii. [ ] [ [ [
iii. [ ] [ ] [ ] [ ]
iv. [ [ | | b
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b. If the state has any waiver(s) of the broad-based and/or uniform requirements for any
of the health care-related provider taxes/assessments, list the waiver(s) and its

current status:

Table 6: Health Care-Related Provider Tax/Assessment Waivers

Name of the Health Care-Related Submission Current Status

Provider Tax/Assessment Waiver .
(enter each on a separate line) Date (Under Review, Approved)

Approval Date

L nh/a

il

iii.

iv.

37. For any state directed payments funded by provider donations (option d in
Question 34), please answer the following questions:

a. Is the donation bona-fide? [] Yes [] No

b. Does it contain a hold harmless arrangement to return all or any part of the donation
to the donating entity, a related entity, or other provider furnishing the same health
care items or services as the donating entity within the class?

[JYes [No

38. [X| For all state directed payment arrangements, use the checkbox to provide an
assurance that in accordance with 42 C.F.R. § 438.6(c)(2)(i1)(E), the payment
arrangement does not condition network provider participation on the network provider
entering into or adhering to intergovernmental transfer agreements.
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SECTION VII: QUALITY CRITERIA AND FRAMEWORK FOR ALL PAYMENT
ARRANGEMENTS

39. |X] Use the checkbox below to make the following assurance, “In accordance with 42
C.F.R. § 438.6(c)(2)(i1)(C), the State expects this payment arrangement to advance at
least one of the goals and objectives in the quality strategy required per 42 C.F.R. §
438.340.”

40. Consistent with 42 C.F.R. § 438.340(d), States must post the final quality strategy online
beginning July 1, 2018. Please provide:

a. A hyperlink to State’s most recent quality strategy: https:/dh.la.gov/assets/docs/MQI/MQIStrategy.
b. The effective date of quality strategy. September 14, 2023

41. If the State is currently updating the quality strategy, please submit a draft version, and
provide:

a. A target date for submission of the revised quality strategy (month and year):

b. Note any potential changes that might be made to the goals and objectives.

Note: The State should submit the final version to CMS as soon as it is finalized. To be in
compliance with 42 C.F.R. § 438.340(c)(2) the quality strategy must be updated no less than
once every 3-years.
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42. To obtain written approval of this payment arrangement, a State must demonstrate that
each state directed payment arrangement expects to advance at least one of the goals and
objectives in the quality strategy. In the Table 7 below, identify the goal(s) and
objective(s), as they appear in the Quality Strategy (include page numbers), this payment
arrangement is expected to advance. If additional rows are required, please attach.

Table 7: Payment Arrangement Quality Strategy Goals and Objectives

Goal(s) Objective(s) Quality
strategy page
Example: Improve care Example: Increase the number of managed 5
coordination for enrollees with care patients receiving follow-up behavior
behavioral health conditions health counseling by 15%
A Minimize WastefulSpending Reducd.ow-ValueCare 43

43. Describe how this payment arrangement is expected to advance the goal(s) and
objective(s) identified in Table 7. If this is part of a multi-year effort, describe this both

in terms of this year’s payment arrangement and in terms of that of the multi-year
payment arrangement.

Louisiana’sMedicaidmanagedareprogramis responsibldor providing high-quality,innovative,
andcost-effectivehealthcareto MedicaidenrolleesGuidedby the Triple Aim, this program
enabled.DH to partnerwith providersto continuebuilding a Medicaidmanagedaredelivery
systemthatimprovesthe healthof populationgbetterhealth),enhanceshe experiencef carefor
individuals(bettercare)andeffectivelymanagegostsof care(lower costs). This payment
arrangemergupportd.DH's quality goal of minimizing wastefulspendingoy enablingadequate
reimbursementevelsthatallow providersto establishpolicies,proceduresandpatienteducation
practiceghatsupporteffectiveandefficient care reducinginefficienciesandcostsby reducing
unnecessarytilization, promotingevidence-basepracticesandreducinglow-valuecare.
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44. Please complete the following questions regarding having an evaluation plan to measure
the degree to which the payment arrangement advances at least one of the goals and
objectives of the State’s quality strategy. To the extent practicable, CMS encourages
States to utilize existing, validated, and outcomes-based performance measures to
evaluate the payment arrangement, and recommends States use the CMS Adult and Child
Core Set Measures, when applicable.

a. In accordance with 42 C.F.R. § 438.6(c)(2)(ii)(D), use the checkbox to assure the
State has an evaluation plan which measures the degree to which the payment
arrangement advances at least one of the goals and objectives in the quality strategy
required per 42 C.F.R. § 438.340, and that the evaluation conducted will be specific
to this payment arrangement. Note: States have flexibility in how the evaluation is
conducted and may leverage existing resources, such as their 1115 demonstration
evaluation if this payment arrangement is tied to an 1115 demonstration or their
External Quality Review validation activities, as long as those evaluation or
validation activities are specific to this payment arrangement and its impacts on
health care quality and outcomes.
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b. Describe how and when the State will review progress on the advancement of the
State’s goal(s) and objective(s) in the quality strategy identified in Question 42. For
each measure the State intends to use in the evaluation of this payment arrangement,
provide in Table 8 below: 1) the baseline year, 2) the baseline statistics, and 3) the
performance targets the State will use to track the impact of this payment
arrangement on the State’s goals and objectives. Please attach the State’s evaluation
plan for this payment arrangement.

TABLE 8: Evaluation Measures, Baseline and Performance Targets

for Low BackPain

improvement

Measure Name and NQF # | Baseline | Baseline
(if applicable) Year | Statistic Performance Target Notes!
Example: Flu Vaccinations | CY 2019 | 34% Increase the percentage of adults | Example
for Adults Ages 19 to 64 18—64 years of age who report notes
(FVA-AD); NOF #0039 receiving an influenza vaccination
by 1 percentage point per year
I AppropriateTreatmenfor | 2023 80.50% | Increasdhepercentagef children3
Childrenwith Upper months—18/earsof agewho were
Respiratoryinfection givenadiagnosiof upperrespiraton
(NCQA URI) infection (URI) andwerenot
dispensenantibioticprescription.
Improverate
I Avoidanceof Antibiotic | 2023 51.81% |Increasehepercentagef adults
Treatmenin Adults With 18—64yearsof agewith adiagnosis
AcuteBronchitis(NCQA of acutebronchitiswho werenot
AAB) dispense@nantibiotic
prescription.
Improverate
fil- Useof ImagingStudies | 2023 69.31% |Betterthanbaselineor sustained

fiv.

1. If the State will deviate from the measure specification, please describe here. If a State-specific measure will be used, please
define the numerator and denominator here. Additionally, describe any planned data or measure stratifications (for example,
age, race, or ethnicity) that will be used to evaluate the payment arrangement.
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C.

If this is any year other than year 1 of a multi-year effort, describe (or attach) prior
year(s) evaluation findings and the payment arrangement’s impact on the goal(s) and
objective(s) in the State’s quality strategy. Evaluation findings must include 1)
historical data; 2) prior year(s) results data; 3) a description of the evaluation
methodology; and 4) baseline and performance target information from the prior
year(s) preprint(s) where applicable. If full evaluation findings from prior year(s) are
not available, provide partial year(s) findings and an anticipated date for when CMS
may expect to receive the full evaluation findings.

Programyear2025data(July 1, 2024- June30, 2025)will notbeavailableuntil
Fall 2025.
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TABLE 4.A

PREPRINT SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE I I I [ [ [ [ \

/ADDENDUM TABLE 4.A. IGT TRANSFERRING ENTITIES | | | | | \ \ \

Directions 4. Use Table 4.A below to add IGT transferring agencies to Table 4. States may also use Table 4.A in lieu of completing Table 4 in the preprint. Provide the following (respond to each column for all entities transferring funds). Input data only in beige cells in columns B - H.

States should only submit the tables they populate to CMS; please do not submit the entire workbook unless the State inputs data into Tables 1.A - 8.A. For example, if the State only needs extra rows to complete Table 4 in the preprint, please delete Tabs 1.A-3.Aand 5.A -

8.A. CMS requests States submit the addendum tables with the preprint in this Excel format; please do not merge and re-PDF the preprint.

TABLE 4.A: IGT Transferring Entities
Did e
Ope o a o] Do e g appropriatio gib (o}
o) eparate e O o) (o appropriatio p e £ o o ote
Data Format Free text Set values (select one) [ Dollar ($x,xxx,xxx.00) | Set values (select one) Free text Set values (select one) Free text
/Acadia St. Landry Hospital Service District d/b/a Acadia St. Other (specify in "Notes" Non-State Public
i Landry Hospital column) $58,320.00 No No No Hospital
/Allen Parish Hospital District No. 3 d/b/a Allen Parish Other (specify in "Notes" Non-State Public
i, Community Healthcare column) $292,017.00 No No No Hospital
Claiborne Parish Hospital Service District No. 3 d/b/a Claiborne | Other (specify in "Notes" Non-State Public
iv. Medical Center column) $77,233.00 No No No Hospital
East Carroll Parish Hospital Service District d/b/a East Carroll | Other (specify in "Notes" Non-State Public
Vi Parish Hospital column) $73,386.00 No No No Hospital
Hospital Service District No. 1 of Caldwell Parish d/b/a Citizens | Other (specify in "Notes" Non-State Public
Vii. Medical Center column) $14,870.00 No No No Hospital
Hospital Service District No. 1 of East Baton Rouge Parish Other (specify in "Notes" Non-State Public
viii. d/b/a Lane Regional Medical Center column) $2,233,190.00 No No No Hospital
Hospital Service District No. 1 of Franklin Parish d/b/a Franklin | Other (specify in "Notes" Non-State Public
ix. Medical Center column) $257,998.00 Yes No No Hospital
Hospital Service District No. 1 of Iberia Parish d/b/a Iberia Other (specify in "Notes" Non-State Public
X. Medical Center column) $12,211,621.00 No No No Hospital
Hospital Service District No. 1 of Jackson Parish d/b/a Jackson | Other (specify in "Notes" Non-State Public
Xi. Parish Hospital column) $145,642.00 No No No Hospital
Hospital Service District No. 1 of St. Charles Parish d/b/a St. Other (specify in "Notes" Non-State Public
Xii. Charles Parish Hospital column) $18,582,902.00 Yes No No Hospital
Hospital Service District No. 1 of St. James Parish d/b/a St. Other (specify in "Notes" Non-State Public
IXiii. [James Parish Hospital column) $584,033.00 No No No Hospital
Hospital Service District No. 1 of the Parish of LaSalle d/b/a Other (specify in "Notes" Non-State Public
Xiv. Hardtner Medical Center column) $616,882.00 Yes No No Hospital
Hospital Service District No. 1 of the Parish of Pointe Coupee | Other (specify in "Notes" Non-State Public
XV. d/b/a Pointe Coupee General Hospital column) $753,697.00 No No No Hospital
Hospital Service District No. 1 of the Parish of Terrebonne Other (specify in "Notes" Non-State Public
IXVi. d/b/a Chabert Regional Medical Center column) $17,521,021.00 No No No Hospital
Hospital Service District No. 1 of the Parish of Terrebonne Other (specify in "Notes" Non-State Public
XVii. d/b/a Terrebonne General Health System column) $10,087,861.00 No No No Hospital
Hospital Service District No. 1 Parish of Avoyelles, State of Other (specify in "Notes" Non-State Public
XViii. Louisiana d/b/a Bunkie General Hospital column) $565,921.00 No No No Hospital
Hospital Service District No. 1, Parish of St. Mary d/b/a Bayou | Other (specify in "Notes" Non-State Public
Xix. Bend Health System column) $1,507,434.00 No No No Hospital
Hospital Service District No. 1-A of the Parish of Richland d/b/a | Other (specify in "Notes" Non-State Public
XX. Richland Parish Hospital - Delhi column) $202,389.00 No No No Hospital
Hospital Service District No. 2 d/b/a LaSalle Parish d/b/a Other (specify in "Notes" Non-State Public
XXi. LaSalle General Hospital column) $580,234.00 No No No Hospital
Hospital Service District No. 2 of Beauregard Parish d/b/a Other (specify in "Notes" Non-State Public
IXXii.. Beauregard Memorial Hospital column) $1,681,689.00 No No No Hospital
Hospital Service District No. 3 Parish of Lafourche d/b/a Other (specify in "Notes" Non-State Public
IXXiii.. [Thibodaux Regional Health System column) $3,277,327.00 No No No Hospital
Hospital Service District of the Parish of St. Bernard d/b/a St. [ Other (specify in "Notes" Non-State Public
XXiv. Bernard Parish Hospital column) $8,495,041.00 Yes No No Hospital
Lafourche Parish Hospital Service District No. 1 d/b/a Lady of | Other (specify in "Notes" Non-State Public
XXV. the Sea General Hospital column) $95,767.00 No No No Hospital
XXVi. Louisiana State University Health Sciences Center State $19,471,185.00 No Yes No
Madison Parish Hospital Service District d/b/a Madison Parish | Other (specify in "Notes" Non-State Public
XXVii. Hospital column) $1,242.00 No No No Hospital
Morehouse Parish Hospital Service District 1 d/b/a Morehouse | Other (specify in "Notes" Non-State Public
xviii. General Hospital column) $968,986.00 No No No Hospital
Natchitoches Parish Hospital Service District d/b/a Other (specify in "Notes" Non-State Public
XXiX. Natchitoches Regional Medical Center column) $2,705,860.00 No No No Hospital
North Caddo Hospital Service District d/b/a North Caddo Other (specify in "Notes" Non-State Public
XXX. Medical Center column) $32,622.00 No No No Hospital
Opelousas General Hospital Authority, a public trust d/b/a Other (specify in "Notes" Non-State Public
IXXXi. Opelousas General Health System column) $2,925,103.00 No No No Hospital
Orleans Parish Hospital Service District A d/b/a New Orleans [ Other (specify in "Notes" Non-State Public
XXXii. East Hospital column) $10,139,250.00 No No No Hospital
Richland Parish Hospital Service District No. 1-B d/b/a Other (specify in "Notes" Non-State Public
XXXiil. Richardson Medical Center column) $441,489.00 No No No Hospital
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XXXIV.

St. Helena Parish Hospital Service District No. 1 d/b/a St.
Helena Parish Hospital

Other (specify in "Notes"
column)

$39,081.00

Non-State Public
Hospital

XXXV.

St. Tammany Parish Hospital Service District No. 1 d/b/a St.
Tammany Parish Hospital

Other (specify in "Notes"
column)

$6,371,281.00

Non-State Public
Hospital

XXXVi.

St. Tammany Parish Hospital Service District No. 2 d/b/a Slidell
Memorial Hospital

Other (specify in "Notes"
column)

$47,784,604.00

Non-State Public
Hospital

XXXVii.

Tangipahoa Parish Hospital Service District No. 1 d/b/a North
Oaks Health System

Other (specify in "Notes"
column)

$5,173,068.00

No

No

No

Non-State Public
Hospital

Xxxviii.

'Tangipahoa Parish Hospital Service District No. 2 d/b/a Hood
Memorial Hospital

Other (specify in "Notes"
column)

$384,516.00

No

No

No

Non-State Public
Hospital

XXXIX.

'Vermillion Parish Hospital Service District No. 2 d/b/a Abbeville
General Hospital

Other (specify in "Notes"
column)

$2,298,558.00

No

No

No

Non-State Public
Hospital

xI.

\Ward 3, 4, and 10 Hospital Service District No. 1 of the Parish
of Union d/b/a Reeves Memorial Hospital

Other (specify in "Notes"
column)

$23,793.00

Non-State Public
Hospital

xli.

Washington Parish Hospital Service District d/b/a Riverside
Medical Center

Other (specify in "Notes"
column)

$1,352,432.00

Non-State Public
Hospital

liii.

\West Calcasieu Cameron Hospital Service District d/b/a West
Calcasieu Cameron Hospital

Other (specify in "Notes"
column)

$2,523,962.00

Non-State Public
Hospital

xlv.

XIvi.

xlvii.

xIviii.

xlix.

liv.

Iv.

lvi.

Ivii.

viii.

lix.

Ix.

Ixi.

Ixii.

Ixiii.

Ixiv.

Ixv.

Ixvi.

Ixvii.

Ixviii.

Ixix.

IXX.

Ixxi.

Ixxii.

Ixxiii.

IXXiv.

Ixxv.

Ixxvi.

Ixxvii.

Ixviii.

IXXiX.

IxxX.

IXxXi.

|xxXii.

IXxXiil.

IXxXiv.

IXXXV.

IXxxVi.

IXXXVii.

Ixxxviii.

IXXXiX.

XC.

XCi.

XCii.

xciii.

XCiv.

XCV.

XCVi.

XCVii.

XCviii.

XCiX.

C.

Cl.
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	c-MultiText: Within 45 days after the end of each fiscal quarter, LDH will present a report to each MCO.  For each quarter, the report will identify the providers that met the class definition for that specific quarter and the sum of the in-network and out-of-network base claims payments adjudicated and paid by the MCO to each provider in that quarter. The report will multiply that sum, for each provider, by the uniform percentage increase applicable to that provider’s class, to determine the amount payable by each MCO to each provider.  Each MCO shall make an interim payment to each provider based on the amount reflected in the quarterly report from LDH.  Due to the timing of this preprint, for this program year, LDH will make the initial payment (for the first two quarters of the program year) after the preprint is approved.  LDH will make subsequent interim payments quarterly, and LDH will then reconcile the interim payments based on the application of the class-specific uniform rate increase percentage to each provider's services provided during the rating period.
	d-MultiText: LDH believes Medicaid reimbursement levels as a percentage of ACR for the services provided by the eligible providers is reasonable and necessary for achieving LDH’s goals and objectives for this directed payment arrangement, which include minimizing wasteful spending, as further described in Section VII.
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	b-MultiText: All individual practitioners (physicians, physician assistants, certified registered nurse practitioners, and certified nurse anesthetists) and practitioner groups that qualify for additional payments under Item 5, Pages 9-11 of Attachment 4.19-B of the State Plan for Medical Assistance (the State Plan section that authorizes supplemental payments for certain practitioners and groups that contract with a non-state owned or operated governmental entity such as a parish or hospital services district) shall be divided into one of five (5) mutually exclusive classes: (1) Class 1 - emergency department groups and individual practitioners; (2) Class 2 - hospitalist groups and individual practitioners; (3) Class 3 - anesthesia groups and individual practitioners; (4) Class 4 - radiology groups and individual practitioners; and (5) Class 5 - groups and individual practitioners in other or multiple specialties.  Class 6 shall include all individual practitioners and groups not included in Class 1, 2, 3, 4, or 5 and with at least $10,000 in Medicaid MCO claims payments in the state fiscal year that is two years prior for any practitioner or group that is currently licensed by the State of Louisiana and enrolled as a Louisiana Medicaid provider.  
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	27-MultiText: The limit on total amount of directed payments was calculated by determining the difference between Medicaid rates and average commercial rates for services provided by all qualified practitioners, limiting total directed payments for these services by the Average Commercial Rate.  LDH calculated the Average Commercial Rate: (1) using CPT code-level information reflecting the commercial payer rates for each provider, from that provider’s three largest commercial payers (as described in more detail in the State Plan), for all State Plan-eligible providers; and (2) using a statewide average Medicare reimbursement level, for groups that did not submit provider-specific commercial rate data, for services provided by all other qualifying providers. LDH established a 5% rate increase for providers that qualify for Class 6 of the payment arrangement, determined the rate increase percentage for Classes 1-4 based on the Medicaid rates and average commercial rates specific to the providers in that specialty that qualify for that class, and determined the rate increase percentage for Class 5 (the class that includes all multi-specialty and other specialty groups) based on the Medicaid rates and average commercial rates at the services level. LDH set the percentage increase by class, the rate increase is uniform within each class, and the payment arrangement directs expenditures equally to all providers in each class.
	28-MultiText: The State's process for determining that the proposed directed payment is appropriate and reasonable involves analysis to ensure payments reflect the difference between Medicaid and the average commercial rates for the Medicaid managed care services provided by the eligible providers. The Department believes setting reimbursement levels at a commercial rate equivalent is reasonable and necessary for achieving the Department's goals and objectives for this directed payment arrangement, which include minimizing wasteful spending, as further described in Section VII.
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	43-MultiText: Louisiana’s Medicaid managed care program is responsible for providing high-quality, innovative, and cost-effective health care to Medicaid enrollees. Guided by the Triple Aim, this program enables LDH to partner with providers to continue building a Medicaid managed care delivery system that improves the health of populations (better health), enhances the experience of care for individuals (better care) and effectively manages costs of care (lower costs).  This payment arrangement supports LDH's quality goal of minimizing wasteful spending by enabling adequate reimbursement levels that allow providers to establish policies, procedures, and patient education practices that support effective and efficient care, reducing inefficiencies and costs by reducing unnecessary utilization, promoting evidence-based practices, and reducing low-value care.
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