
Title 50

PUBLIC HEALTH—MEDICAL ASSISTANCE

Part I.  Administration

Subpart 3.  Medicaid Managed Care

Chapter 29.
CommunityCARE

§2901.
Introduction

A.
CommunityCARE is a statewide Medicaid managed care program designed to provide improved access to health care for eligible Medicaid recipients. The goal of the CommunityCARE Program is to improve the accessibility, continuity and quality of care for certain Medicaid recipients.
B.
The CommunityCARE Program provides certain Medicaid recipients statewide with a medical home through linkage to a primary care provider (PCP) who is responsible for providing care coordination for most Medicaid covered services, as well as treatment, referrals/authorizations for specialty services which the PCP does not provide and patient education.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:908 (June 2003), amended LR 32:404 (March 2006).
§2903.
Recipient Participation

A.
The following groups of Medicaid recipients are required to enroll in the CommunityCARE Program:

1.
LIFC and LIFC-related recipients; and

2.
SSI and SSI-related, non-Medicare recipients from age 19 up to age 65.

B.
The following groups of recipients are excluded from participating in the CommunityCARE Program:

1.
residents of:

a.
long term care nursing facilities;

b.
intermediate care facilities for the mentally retarded (ICF/MR); and

c.
psychiatric facilities;

2.
recipients who are age 65 or older;

3.
Medicare (Part A or B) recipients, including dual eligibles;

4.
refugees;

5.
recipients in the Medicaid physician/pharmacy Lock-In Program (pharmacy only lock-in recipients are not exempt from participation);

6.
recipients with other primary health insurance that has physician benefits, including health management organizations (HMOs);

7.
Hospice recipients;

8.
recipients with eligibility less than three months or retroactive only eligibility;

9.
Native American Indians who reside in a parish with a Reservation;

10.
recipients in pregnant woman eligibility categories;
11.
recipients in the PACE Program;
12.
recipients in foster care, other out-of-home placement or receiving adoption assistance;

13.
clients of the Office of Youth Development (in state custody); and

14.
children under age 19 who are:

a.
eligible for SSI under Title XVI;

b.
eligible under Section 1902(e)(3) of the Social Security Act (New Opportunities Waiver and Children's Choice recipients); or

c.
receiving services through a family-centered, community-based, coordinated care system that receives grant funds under Section 501(a)(1)(D) of Title V, and is defined by the state in terms of either program participation or special health care needs.

C.
Requests for medical exemptions shall be reviewed for approval on a case-by-case basis for certain medically high risk recipients that may warrant the direct care and supervision of a non-primary care specialist.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:908 (June 2003), amended LR 32:404 (March 2006), LR 32:1901 (October 2006).
§2905.
Provider Selection

A.
Beneficiaries have the opportunity to select a participating doctor, federally qualified health center (FQHC), or rural health clinic to be their primary care provider in their parish of residence or in a contiguous parish. Beneficiaries are assigned a participating provider if they do not select one. The individual or family physician will provide basic primary care, referral and after-hours coverage services for each beneficiary. The fact that each beneficiary has a PCP allows continuity of care centered around a single physician (or organized group) as a care manager.

B.
CommunityCARE recipients may request to change primary care providers for cause at any time. They may change primary care providers without cause at any time during the first 90 days of enrollment with a primary care provider and at least every 12 months thereafter.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and §1915(b)(1) of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:909 (June 2003).

§2907.
Provider Qualifications

A.
The following primary care providers who are currently enrolled Medicaid providers in good standing and meet CommunityCARE standards for participation are eligible to participate in the CommunityCARE Program as primary care providers (PCPs). Primary care providers enrolling in CommunityCARE must meet all of the general Medicaid enrollment conditions. The providers who may participate as PCPs are:

1.
general practitioners;

2.
family practitioners;

3.
pediatricians;

4.
gynecologists;

5.
internists;

6.
obstetricians; or

7.
other physician specialists or nurse practitioners who meet the program standards for participation may be approved by the department under certain circumstances.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:909 (June 2003), amended LR 32:405 (March 2006).
§2909.
Emergency Services

A.
The provisions of §4704 of the Balanced Budget Act of 1997 were adopted by the Department concerning provisions of emergency medical services to Medicaid recipients enrolled in the Medicaid program known as the CommunityCARE program.

B.
Emergency services do not require authorization prior to the provision of the services, however, authorization must be obtained after the emergency services have been provided. Emergency medical services with respect to a CommunityCARE enrollee are defined as furnished by a provider that is qualified to provide such services under Medicaid and consist of covered inpatient and outpatient services that are needed to evaluate or stabilize an emergency medical condition. The CommunityCARE enrollees who present themselves for emergency medical services shall receive an appropriate medical screening to determine if an emergency medical condition exists. A triage protocol is not sufficient to be an appropriate medical screening. If the medical screening does not indicate an emergency medical condition exists, the treating hospital/physician shall refer the CommunityCARE enrollee back to his/her primary care physician for treatment.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and §1915(b)(1) of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:909 (June 2003).

§2911.
PCP Referral/Authorization

A.
The following Medicaid covered services do not require written referral/authorization by the recipient's PCP:

1.
chiropractic services resulting from KIDMED referrals/authorizations for children under age 21;

2.
dental services for children under age 21 and certain pregnant women ages 21-59;

3.
higher level emergency room visits and associated physician services (CPT codes 99283, 99284 and 99285);

4.
pre-certified inpatient care, including hospital, physician and ancillary services (This is applicable to public hospitals even though they are not required to obtain pre-certification for inpatient stays.);

5.
EPSDT health services—rehabilitative type services such as occupational, physical and speech/language therapy delivered to EPSDT recipients through schools, early intervention centers or the Early Steps Program;

6.
family planning services;

7.
prenatal/obstetrical services, including neonatology inpatient services;

8.
targeted case management services;

9.
pharmacy services;

10.
transportation services;

11.
inpatient psychiatric services;

12.
home and community-based waiver services;

13.
ophthalmology and optometry services;

14.
mental health services;

15.
hemodialysis services;

16.
hospice services;

17.
specific outpatient laboratory and radiology services;

18.
immunizations for children under age 21 through the Office of Public Health and their affiliates;

19.
services provided through the Office of Public Health's Women, Infants, and Children (WIC) program; and

20.
services provided by school based health centers to recipients age 10 and older.

B.
All other Medicaid services require a written referral/authorization from the recipient's assigned PCP prior to rendering services except the following:

1.
lower level emergency room visits and associated physician services do not require authorization prior to rendering services, but post authorization from the recipient's PCP is required (CPT codes 99281, 99282 and equivalent).

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:909 (June 2003), amended LR 32:405 (March 2006).
§2913.
Physician Management

A.
The physician management fee in the CommunityCARE Waiver program is $3 per enrolled recipient per month.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and §1915(b)(1) of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 29:910 (June 2003).

§2915.
Immunization Pay-for-Performance
A.
A supplemental payment will be implemented as an incentive to promote the immunization of Medicaid eligible children.

1.
Qualification for the supplemental payment shall be based on the CommunityCARE primary care provider's participation in Vaccine for Children Program (VFC) and the Louisiana Immunization Network for Kids Statewide (LINKS), and performance in achieving state-established immunization benchmarks for children being up to date with recommended immunizations.
B.
Supplemental Payment Calculations. Payments will be calculated on a monthly basis utilizing only the data that is in the LINKS immunization registry at the time of the monthly calculation.

C.
Supplemental Payment Levels. Supplemental payments will be made to CommunityCARE PCPs or subcontractors of KIDMED services who utilize VFC and LINKS.

1.
Supplemental payments shall be made according to the following levels:

a.
$0.25 per Medicaid recipient under the age of 21 linked to the CommunityCARE PCP with less than 75 percent of the recipients 24 months old and up-to-date with the appropriate vaccine series;

b.
$0.50 per Medicaid recipient under the age of 21 linked to the CommunityCARE PCP with 75 percent to 89 percent of the recipients 24 months old and up-to-date with the appropriate vaccine series; and

c.
$1 per Medicaid recipient under the age of 21 linked to the CommunityCARE PCP with 90 percent or more of the recipients 24 months old and up-to-date with the appropriate vaccine series.

2.
Providers participating in this initiative shall only qualify for a single level of payment.

3.
Supplemental payments will be issued on a quarterly basis.

AUTHORITY NOTE:
Promulgated in accordance with R.S. 36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE:
Promulgated by the Department of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing, LR 33:1139 (June 2007).
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