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2.8 Continuity of Care

2.8.1 Continuity of Care and Care Transitions

The Contractor shall develop and maintain effective continuity of care and care transition
activities to ensure a continuum of care approach to providing health care services to Enrollees.
The Contractor shall establish a process to coordinate the delivery of MCO Covered Services
for which it is responsible with services that are provided through FFS, another LDH contractor,
or provided by community and social support providers as required by 42 C.F.R.
§438.208(b)(2)(iv). The Contractor shall ensure appropriate provider choice within the
Contractor’s provider network and coordination with out of Network Providers, as needed for
continuity of care. The Contractor shall engage in continuity of care activities to ensure that
Network Providers and Contractor staff are kept informed of the Enrollees’ treatment needs,
changes, progress or problems. The Contractor shall provide to LDH or its designee its activities
and processes for continuity of care through workflows with specific decision points as part of
Readiness Review.

2.8.1.2 The Contractor’s continuity of care activities shall provide processes to support effective
interactions between Enrollees and providers, and to identify and address interactions that are
not effective. The Contractor shall monitor service delivery through Enrollee surveys, medical
and treatment record reviews, and explanation of benefits (EOBs) to identify and overcome
barriers to primary and preventive care that an Enrollee may encounter. The Contractor shall
implement a Corrective Action Plan with its providers on an as needed basis and as determined
by LDH.

2.8.1.3 The Contractor shall be responsible for the coordination and continuity of care of health
care services for all Enrollees consistent with 42 C.F.R. §438.208. In addition, the Contractor
shall be responsible for coordinating with LDH, including the Office for Citizens with
Developmental Disabilities and the Office of Aging and Adult Services, to ensure integrated
support across behavioral health services and long-term supports and services.

2.8.1.4 The Contractor shall implement continuity of care policies and procedures, as approved
by LDH in writing, that meet or exceed the following requirements:

2.8.1.4.1 Ensure that each Enrollee has an ongoing source of preventive and primary care
appropriate to their needs;

2.8.1.4.2 Ensure each Enrollee is provided with information on how to contact the person
designated to coordinate the services the Enrollee accesses;

2.8.1.4.3 Coordinate care between network PCPs and specialists, including specialized
behavioral health providers;

2.8.1.4.4 Coordinate care for out-of-network services, including specialty care services;
2.8.1.4.5 Coordinate Contractor-provided services with services the Enrollee may receive from
other health care providers;
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2.8.1.4.6 Upon written request, share with LDH or other health care entities serving an Enrollee
with special health care needs the results and identification and assessment of that Enrollee’s
needs to prevent duplication of assessment activities;

2.8.1.4.7 Ensure that each provider furnishing services to the Enrollee maintains and shares the
Enrollee’s health record in accordance with professional standards;

2.8.1.4.8 Document authorized referrals in its utilization management system;

2.8.1.4.9 Provide active assistance to Enrollees receiving treatment for chronic and acute
medical conditions or behavioral health conditions to transition to another provider when their
current provider has terminated participation with the Contractor. The Contractor shall provide
continuation of such services for up to ninety (90) Calendar Days or until the Enrollee is
reasonably transferred without interruption of care, whichever is less; and

2.8.1.4.10 Coordinate with the court system and state child-serving agencies with regard to
court- and agency-involved youth, to ensure that appropriate services can be accessed. This
may include, butis not limited to, attending court proceedings at the written request of LDH
when there is a need to inform the court of available services and limitations, and participating in
cross-agency staffing.

2.8.1.4.11 Continue the behavioral health therapeutic classes (including long-acting injectable
antipsychotics) and other medication assisted treatment (including buprenorphine/naloxone and
naloxone products) prescribed to the Enrollee in a mental health treatment facility for at least
sixty (60) Calendar Days after the facility discharges the Enrollee, unless the Contractor’s
psychiatrist, in consultation and agreement with the facility's prescribing physician, determines
that the medications are:

2.8.1.4.11.1 Not medically necessary; or

2.8.1.4.11.2 Potentially harmful to the Enrollee.

2.8.2 Continuity of Care and Care Transitions for Behavioral Health

2.8.2.1 The PCP shall provide Basic Behavioral Health Services and refer the Enrollee(s) to the
appropriate health care specialist as deemed necessary for SBHS.

2.8.2.2 The Contractor shall establish policies and procedures to facilitate the integration of
physical and behavioral health and to provide for the appropriate continuity of care across
programs. Principles that guide care integration are as follows:

2.8.2.2.1 Mental iliness and addiction are health care issues and shall be integrated into a
comprehensive physical and behavioral health care system that includes primary care settings;
2.8.2.2.2 Many people suffer from both mental illness and addiction. As care is provided, both
illnesses shall be understood, identified, and treated as primary conditions;

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

2.8.2.2.4 It is important that relevant clinical information is accessible to both the primary care
and behavioral health providers consistent with Federal and State laws, regulations, rules,

DOCUMENT CONTAINS CONFIDENTIAL PROPRIETARY OR TRADE SECRET INFORMATION.
Page 2 of 15



Department: Utilization Management Policy and Procedure No: MCD-LA-CLI-007

Policy and Procedure Title: Continuity of Care and Care Transitions

Process Cycle: Annually Responsible Departments: Clinical

Approved By: PatriciaJones, RN Issue Date: 1/1/23 Revised:

policies, and other applicable standards of medical record confidentiality and the protection of
patient privacy.

2.8.2.3 These policies and procedures shall include the following:

2.8.2.3.1 Mechanisms for collaborating with OJJ, DCFS, and DOE to coordinate the discharge
and transition of children and youth in out-of-home placement for the continuance of prescribed
medication and other behavioral health services prior to reentryinto the community, including
the referral to necessary providers or a WAA if indicated;

2.8.2.3.2 Mechanisms for collaborating with nursing facilities and ICF/IIDs to coordinate
aftercare planning prior to discharge and transition of Enrollees for the continuance of
behavioral health services and medication prior to reentry into the community, including referral
to community providers;

2.8.2.3.3 Mechanisms to require collaboration from hospitals, residential facilities, and inpatient
facilities to coordinate aftercare planning prior to discharge and transition of Enrollees for the
continuance of behavioral health services and medication prior to reentry into the community,
including referral to community providers and after-care appointments; and

2.8.2.3.4 Mechanisms for collaborating with the Department of Corrections and local criminal
justice systems in Louisiana to facilitate access to and/or continuation of prescribed medication
and other behavioral health services for Enrollees, including referral to community providers,
prior to reentry into the community including, but not limited to, Enrollees in the Louisiana
Medicaid Program pre-release program.

2.8.2.4 In any instance when the Enrollee presents to the Network Provider, including calling the
Contractor’s toll-free number listed on the MCO Member ID Card, and an Enrollee is in need of
emergency behavioral health services, the

Contractor shall instruct the Enrollee to seek help from the nearest emergency medical provider.
The Contractor shall initiate follow-up with the Enrollee within forty-eight (48) hours for follow-up
to establish that appropriate services were accessed.

2.8.2.5 The Contractor shall comply with all post-stabilization care service requirements found at
42 C.F.R. §438.114.

2.8.2.6 The Contractor shall include documentation in the Enrollee’s medical record that
attempts are made to engage the Enrollee’s cooperation and permission to coordinate the
Enrollee’s POC with the Enrollee’s behavioral health and primary care provider.

2.8.2.7 The Contractor shall provide procedures and criteriafor making referrals and
coordinating care with behavioral health and primary care providers and agencies that will
promote continuity of care.

2.8.2.8 These procedures shall address Enrollees with co-occurring medical and behavioral
conditions, including children with special health care needs, who may require services from
multiple providers, facilities and agencies and require complex coordination of benefits and
services.
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2.8.2.9 The Contractor shall provide or arrange for training of providers and other individuals
involved in care management activities on identification and screening of behavioral health
conditions and referral procedures.

2.8.3 Transitioning Between MCOs or FFS

2.8.3.1 The Contractor shall provide additional active assistance to Enrollees when transitioning
between MCOs or FFS in accordance with a written policy, incorporating the requirements listed
below, that ensures continued access to services during the transition.

2.8.3.2 The receiving MCO shall be responsible for activities that include, but are not limited to:
2.8.3.2.1 Ensuring the Enrollee has access to services consistent with the access they
previously had, and is permitted to retain their current provider for a specified period of time if
that provider is not in the Contractor’s network;

2.8.3.2.2 Coordinating care with the relinquishing MCO so services are not interrupted;
2.8.3.2.3 Arranging for continuity of necessary care such as by making referrals to appropriate
providers of services that are in network;

2.8.3.2.4 Adhering to the Service Authorization requirements as described under the Service
Authorization Requirements for New Enrollees section;

2.8.3.2.5 If necessary, initiation of the request of transfer for the Enrollee’s health record to the
receiving MCO and the new PCP. The cost of reproducing and forwarding the health record to
the receiving MCO shall be the responsibility of the relinquishing MCO; and

2.8.3.2.6 Any other necessary procedures as specified by LDH in writing to ensure continued
access to services to prevent serious detriment to the Enrollee's health or reduce the risk of
hospitalization or institutionalization.

2.8.3.3 The relinquishing MCO shall be responsible for activities that include, but are not limited
to:

2.8.3.3.1 Ensuring Timely notification to the receiving MCO regarding pertinent information
related to any health needs of transitioning Enrollees.

2.8.3.3.2 Fully and Timely complying with requests for historical utilization data from the
receiving MCO in compliance with Federal and State laws, regulations, rules, policies,
procedures, and manuals.

2.8.3.3.3 Consistent with Federal and State laws, regulations, rules, policies, procedures, and
manuals, allowing the Enrollee's new provider(s) to obtain copies of the Enrollee's health record,
as appropriate.

2.8.3.3.4 Any other necessary procedures as specified by LDH in writing to ensure continued
access to services to prevent serious detriment to the Enrollee's health or reduce the risk of
hospitalization or institutionalization.

2.8.3.4 If an Enrollee is to be transferred between MCOs but is hospitalized at the time, the
transfer shall be effective on the date of Enrollment into the receiving MCO. However, the
relinquishing MCO is responsible for the Enrollee’s hospitalization until the Enrolleeis
discharged. The receiving MCO is responsible for all other care.
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2.8.3.4.1 In the event that the relinquishing MCO'’s contract is terminated prior to the Enrollee’s
discharge, responsibility for the remainder of the hospitalization charges shall revert to the
receiving MCO, effective at 12:01 a.m. on the Calendar Day after the relinquishing MCQO’s
contract ends. LDH will identify and address any exceptions to this provision in the MCO
Manual.

2.8.3.5 Special consideration shall be given to, but not limited to, the following:

2.8.3.5.1 Enrollees with significant conditions or treatments such as enteral feedings, oxygen,
wound care, and ventilators, medical supplies, transportation on a scheduled basis,
chemotherapy and/or radiation therapy or who are hospitalized at the time of transition;
2.8.3.5.2 Enrollees who have received Prior Authorization for services such as scheduled
surgeries, post-surgical follow up visits, therapies to be provided after transition or out-of-area
specialty services;

2.8.3.5.3 Enrollees who have conditions requiring ongoing monitoring or screening such as
elevated blood lead levels or Enrollees who were born prematurely; and

2.8.3.5.4 Enrollees with significant medical conditions such as a high-risk pregnancy or
pregnancy within the last thirty (30) Calendar Days, the need for organ or tissue transplantation,
or chronic illness resulting in hospitalization.

2.12.7 Service Authorization Requirements for New Enrollees

2.12.7.1 General Requirements

2.12.7.1.1 The Contractor shall not require Service Authorization for the continuation of
medically necessary MCO Covered Services of anew Enrollee transitioning into the Contractor,
regardless of whether such services are provided by an in-network or out-of-Network Provider,
however, the Contractor may require Prior Authorization of services beyond thirty (30) Calendar
Days.

2.12.7.1.2 For the first thirty (30) Calendar Days of Enrollment, the Contractor is prohibited from
denying Prior Authorization solely on the basis of the provider being an out-of-Network Provider.
2.12.7.2 Pregnancy

2.12.7.2.1 In the event anew Enrollee is in the first trimester of pregnancy and is actively
receiving medically necessary covered prenatal care services at the time of Enroliment, the
Contractor shall be responsible forthe costs of continuation of such medically necessary
prenatal care services, including prenatal care, delivery, and post-natal, without any form of
authorization needed and without regard to whether such services are being provided by a
network or non-Network Provider until such time as the Contractor can reasonably transfer the
Enrollee to a Network Provider without impeding service delivery that might be harmful to the
Enrollee’s health.

2.12.7.2.2 In the event anew Enrollee is in her second or third trimester of pregnancy and is
actively receiving medically necessary covered prenatal care services at the time of Enrollment,
the Contractor shall be responsible for providing continued access to the prenatal care provider
(whether network or non-Network Provider) for sixty (60) Calendar Days postpartum, provided
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the Enrollee remains covered through Contractor, or referral to a safety net provider if the
Enrollee’s eligibility terminates before the end of the postpartum period.

2.12.7.2.3 In the event anew Enrollee is actively receiving medically necessary MCO Covered
Services other than prenatal services at the time of Enroliment, the Contractor shall be
responsible forthe costs of continuation of such medically necessary services, without any form
of authorization needed and without regard to whether such services are being provided by
network or non-Network Providers. The Contractor shall provide continuation of such services
up to ninety (90) Calendar Days or until the Enrollee may be reasonably transferred to an in-
Network Provider without disruption, whichever is less. The Contractor may require Prior
Authorization for continuation of the services beyond thirty (30) Calendar Days; however, the
Contractor is prohibited from denying authorization solely on the basis that the provider is anon-
contract provider.

2.12.7.2.4 The Contractor shall ensure that the Enrollee is held harmless by the provider for the
costs of the above medically necessary MCO Covered Services.

2.12.7.3 Special Health Care Needs

2.12.7.3.1 Where anew Enrollee with SHCN is actively receiving medically necessary MCO
Covered Services at the time of Enrollment, the Contractor shall provide
continuation/coordination of such services up to ninety (90) Calendar Days or until the Enrollee
may be reasonably transferred to a Network Provider without disruption, whichever is less. The
Contractor may require Prior Authorization for continuation of the services beyond thirty (30)
Calendar Days; however, the Contractoris prohibited from denying authorization solely on the
basis that the provider is a non-contract provider.

2.12.7.4 Maintenance Medications

2.12.7.4.1 The Contractor shall submit for approval, atransition of care program that ensures
Enrollees can continue treatment of maintenance medications for at least sixty (60) Calendar
Days after Enrollment with the Contractor or switching from one plan to another. The Contractor
shall continue any treatment of antidepressants and antipsychotics for at least sixty (60)
Calendar Days after Enroliment with the Contractor. Additionally, an Enrollee that is, at the time
of Enrollment with the Contractor, receiving a prescription drug that is not on the PDL shall be
permitted to continue to receive that prescription drug if medically necessary for at least sixty
(60) Calendar Days.

2.12.7.5 DME, Prosthetics, Orthotics, and Certain Supplies

2.12.7.5.1 In the event an Enrollee who is newly enrolled with the Contractor is actively
receiving Medicaid covered durable medical equipment, prosthetics, orthotics, and certain
supplies services at the time of Enrollment, whether such services were provided by another
MCO or FFS, the Contractor shall be responsible for the costs of continuation of these services,
without any form of authorization and without regard to whether such services are being
provided by network or non-Network Providers. The Contractor shall provide continuation of
such services for up to ninety (90) Calendar Days or until the Enrollee may be reasonably

DOCUMENT CONTAINS CONFIDENTIAL PROPRIETARY OR TRADE SECRET INFORMATION.
Page 6 of 15



Department: Utilization Management Policy and Procedure No: MCD-LA-CLI-007

Policy and Procedure Title: Continuity of Care and Care Transitions

Process Cycle: Annually Responsible Departments: Clinical

Approved By: PatriciaJones, RN Issue Date: 1/1/23 Revised:

transferred to a Network Provider (within the timeframe specified in this Contract) without
disruption, whicheveris less.

2.12.7.5.2 The Contractor shall also honor any Prior Authorization for durable medical
equipment, prosthetics, orthotics and certain supplies services issued while the Enrollee was
enrolled in another MCO or FFS for a period of ninety (90) Calendar Days after the Enrollee’s
Enrollment.

5.1.4 Identify and maintain sufficientkey personnel and support staff based in Louisianato
support all required Contract functions while any outstanding obligations under the Contract
remain. The Contractor’s transition team shall assist with Enrollee transitions to a new MCO and
ensure the sharing of documentation such as active prior authorizations, currentassessments
and POCs, and other necessary information to support continuity of care, particularly for
Enrollees with SHCN.

DEFINITIONS:

Business Day — Monday, Tuesday, Wednesday, Thursday, and Friday, excluding State-
designated holidays.

Calendar Days — All seven (7) days of the week. Unless otherwise specified, the term “day” in
the Contract refers to Calendar Days.

Care Coordination — Deliberate organization of patient care activities by a person or entity,
including the Contractor that is formally designated as primarily responsible for coordinating
services furnished by providers involved in the Enrollee’s care, to facilitate the appropriate
delivery of health care services. Care coordination activities may include but aren’t limited to the
coordination of specialty referrals, assistance with Ancillary Services, and referrals to and
coordination with community services. Organizing care involves the marshalling of personnel
and other resources needed to carry out all required patient care activities and is often managed
by the exchange of information among participants responsible for different aspects of the
Enrollee’s care.

Care Management— An overall approach to managing Enrollees’ care needs and
encompasses a set of activities intended to improve patient care and reduce the need for
medical services by enhancing coordination of care, eliminating duplication, and helping
patients and caregivers more effectively manage health conditions.

Case Manager — A licensed registered nurse, licensed mental health practitioner, or other
trained individual who is employed or contracted by the Contractor or an Enrollee’s PCP. The
case manager is accountable for providing intensive monitoring, follow-up, clinical management
of high risk Enrollees, and care coordination activities, which include development of the Plan of
Care, ensuring appropriate referrals and Timely two-way transmission of useful Enrollee
information; obtaining reliable and Timely information about services otherthan those provided
by the PCP; supporting the Enrollee in addressing social determinants of health; and supporting
safe transitions in care for Enrollees moving between institutional and community care settings.
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The case manager may serve on one or more multi-disciplinary care teams and is responsible
for coordinating and facilitating meetings and other activities of those care teams.

Network —The collective group of providers who have entered into Provider Agreements with
the Contractor for the delivery of MCO Covered Services. This includes, but is not limited to
physical, behavioral, pharmacy, and Ancillary Service providers. Also referred to as Provider
Network.

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

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

Specialized Behavioral Health Services (SBHS) — Mental health services and substance use
services that are provided outside of primary care, unless furished in an integrated care
setting, and include, but are not limited to, services provided by a psychiatrist, LMHP, and/or
mental health rehabilitation provider.

Utilization Management (UM) — Refers to the process to evaluate the medical necessity,
appropriateness, and efficiency of the use of health care services, procedures, and facilities.
Utilization Management is inclusive of Utilization Review and service authorization.

PURPOSE: This policy provides guidance and describes Humana Healthy Horizons in
Louisiana’s approach providing Continuity of Care to its members.

POLICY AND PROCEDURE:

Policy:

The Plan will ensure continued access to services for members transferring from another
Managed Care Organization (MCO) or a Fee-for-Service (FFS) Program to the Plan as a new
member, and to those disenrolling from the Plan and transferring to another MCO or to the FFS
Program, or in the event of anot for cause provider termination.

The Plan allows members to maintain their current providers (including out-of-network
providers) and prior authorized services for a period of at least ninety (90) days.
e During the ninety (90) day continuity of care period, the Plan may change the member’s
existing provider when:
o the member requests achange in provider.
o the provider chooses to discontinue providing services to the member as currently
allowed by Medicaid.
o The Plan or the state identify provider performance issues that affect the member’s
welfare.
o the provider is or becomes excluded under State or Federal exclusion requirements.
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If a Plan member has exhausted their current benefits and the member continues to need care,
the Plan will notify the member about alternatives, other resources and provide guidance or
assistance as needed in obtaining services.

The Plan will permit Indian members to obtain covered services from out-of-network Indian
Health Care providers from whom the member is otherwise eligible to receive services.

Procedure:

LA Medicaid standard Continuity of Care (COC) period is 90 days for new members, as well as
after provider termination, unless the requested services require alonger authorization period,
such as maternity services and/or oncology services. The type of service and/or the medical
necessity review of the submitted clinical information will determine the need for alonger COC
period. Efforts are made by both the Plan’s Care & Utilization Management teams to ensure
members continue to receive the necessary services during either of these time periods.

Humana Healthy Horizons in Louisiana (The Plan) works to proactively identify members who

need continuity of care, such as:

¢ Distributing COC forms with a self-addressed stamped envelope in the member Welcome
packets. When returned, these forms are scanned into the clinical documentation system
and referrals are sent to care management, as appropriate.

¢ We will requesting clinical documentation from relinquishing MCO’s when a new member
transitioning to Humana is identified from the transition report. The clinical documentation
requested includes: The plan of care, care management assessments, current medications,
current contact information (address/phone), and current service authorizations

e The Plan reviews historical and transition prior authorization files to identify any open
authorizations.

1) When an authorization is received by the UM team, they review for potential COC needs.
Staff are provided with workflow tools for reference to assist with identification. This process
map includes the below:

a) Inpatientor Outpatient surgery: The MCO must cover scheduled inpatient or
outpatient surgeries approved and/or pre-certified whether the treating provider is in
or out of network with the MCO. Surgical procedures also include follow-up care as
appropriate.

b) Pregnancy: In the event anew member is in her first trimester of pregnancy and is
actively receiving medically necessary covered prenatal care services at the time of
enrollment, the MCO will be responsible for the costs of continuation of such
medically necessary prenatal care services, including prenatal care, delivery, and

DOCUMENT CONTAINS CONFIDENTIAL PROPRIETARY OR TRADE SECRET INFORMATION.
Page9 of 15



Department: Utilization Management Policy and Procedure No: MCD-LA-CLI-007

Policy and Procedure Title: Continuity of Care and Care Transitions

Process Cycle: Annually Responsible Departments: Clinical

Approved By: PatriciaJones, RN Issue Date: 1/1/23 Revised:

post-natal. These services do not require any form of prior authorization, regardless if
the member receives the services fromin-network or out-of-network providers until
the Plan can reasonably transfer the member to a network provider without impeding
service delivery that might be harmful to the member’s health. In the event a new
member is in her second or third trimester of pregnancy and is actively receiving
medically necessary covered prenatal care services at the time of enroliment, the
MCO will be responsible for providing continued access to the prenatal care provider.
These services do not require any form of prior authorization, regardless if the
member receives the services from an in-network or out-of-network provider for sixty
(60) calendar days post-partum, provided the member remains covered through the
Plan, or referral to a safety net provider if the member’s eligibility terminates before
the end of the post-partum period

c) Ongoing Chemo or Radiation: The MCO must provide the services to the member
regardless of whether services were prior authorized/pre-certified or the treating
provider is in or out of network with the MCO.

d) Outpatient services: Maintain their current providers (including out-of-network
providers) and prior authorized services for a period of at least ninety (90) days.

e) Behavioral Health therapeutic classes: The MCO will continue the behavioral
health therapeutic classes (including long-acting injectable antipsychotics) and other
medication assisted treatment (including buprenorphine/Naloxone and naloxone
products) prescribed to the member in a mental health treatment facility. The MCO
will cover behavioral health therapeutic class for at least sixty (60) calendar days
after the facility discharges the member, unless the MCQO’s psychiatrist, in
consultation and agreement with the facility’s prescribing physician, determines that
the medications are not medically necessary or potentially harmful to the member.

f) Inpatient Hospital Stay: If amember is to be transferred between MCOs, but is
hospitalized at the time, the transfer will be effective for the date of enrollmentinto
the receiving MCO. However, therelinquishing MCO is responsible for the member’s
hospitalization until the member is discharged. The receiving MCO is responsible for
all other care.

g) Other Special Considerations:

i.  Members with significant conditions or treatments such as enteral feedings,
oxygen, wound care, and ventilators, medical supplies, transportation on a
scheduled basis, chemotherapy and/or radiation therapy or who are
hospitalized at the time of transition

i. Members who have conditions requiring ongoing monitoring or screening
such as elevated blood lead levels and members who were in the neonatal
intensive care unit (NICU) after birth
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ii.  Members with significant medical conditions such as a high-risk pregnancy or
pregnancy within the last thirty (30) days, the need for organ or tissue
transplantation, or chronic illness resulting in hospitalization

2) The Plan allows members to maintain their current providers (including out-of-network
providers) and prior authorized services for a period of at least ninety (90) days.
a) During the ninety (90) day continuity of care period, the Plan may change the
member’s existing provider when:
i. the memberrequests achange in provider.

i. the provider chooses to discontinue providing services to the member as
currently allowed by Medicaid.

ii.  The Plan or the state identify provider performance issues that affect the
member’s welfare.

iv.  The provider is or becomes excluded under State or Federal exclusion
requirements.

3) UM team will check each received authorization for active Medicaid benefits, including if the
member’s plan start date is within the last 90 days. When the member is identified as
potentially needing continuity of care, the coordinator will document these findings in the
members service authorization request.

4) The utilization management clinicians (Registered Nurses and Licensed Mental Health
Professionals) will review all available documentation to verify the member needs continuity
of care. If clinician cannot determine the need for COC based on the provided
documentation, outreach will be conducted to the providerto assess the need for continuity
of care.

5) Once arequestis determined to meet COC guidelines the authorization will follow approval
guidance.

6) The Plan does not deny authorizations solely on the basis that the provider is an out-of-
network provider.

7) UM Staff will also make appropriate case management referrals based upon the following
guidelines for COC:

Pregnant The MCO must allow the pregnant member | 60 days Referral to
and/or to continue with an out-of-network provider. | Postpartum | Humana
Postpartum If the member is in her second or third Beginnings

trimester of pregnancy and/or has an
established relationship with an obstetrician
DOCUMENT CONTAINS CONFIDENTIAL PROPRIETARY OR TRADE SECRET INFORMATION.
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and/or delivery hospital then the member
can continue services with an out-of-network
provider sixty (60) calendar days post-
partum.

Approved PA | Maintain their current providers (including At least Send referral
prior to out-of-network providers) and prior ninety (90) to Care
transition: authorized services for a period of at least days Management
General ninety (90) days. department if
the provider is
The MCO may conduct a medical necessity out-of-
review for previously authorized services if network. to
the member's needs change to warrant a assist with
change in service. transition
safely to an
in-network
provider
safely after
the initial 90
days.
Approved PA | The MCO must cover scheduled inpatient or | Duration of Referral to
prior to outpatient surgeries approved and/or pre- treatment Care
transition: certified. Surgical procedures also include Management
Surgery follow-up care as appropriate.
Approved PA | The MCO must cover scheduled inpatient or | Duration of Referral to
prior to outpatient transplant surgeries approved treatment Transplant
transition: and/or pre-certified. Surgical procedures
Transplant also include follow-up care as appropriate.
Ongoing Maintain their current providers (including Duration of Referral to
chemotherapy | out-of-network providers) and prior treatment Care
or radiation authorized services fora period of at least Management
treatment; ninety (90) days.
Hospitalization | If a member is to be transferred between Referral to
MCOs, but is hospitalized at the time, the Care
transfer will be effective for the date of Management

enrollment into the receiving MCO.
However, the relinquishing MCO is
responsible forthe member’s hospitalization
until the member is discharged. The

for assistance
with
discharge
planning.
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receiving MCO is responsible for all other

care.
Private duty Maintain their current providers (including At least Referral to
nursing, home | out-of-network providers) and prior ninety (90) PH Care
care services, | authorized services fora period of at least days Management
and durable ninety (90) days. if out-of-
medical network
equipment provider.
(DME)

8) Assisting New Members to the Plan

a) Humana Healthy Horizon’s of Louisianaincludes a COC form with a self addressed
stamped envelope on the member’s welcome packet. When these forms are returned,
they are forwarded to the Clinical Intake Team (CIT). The COC formis scanned for
record retention and included in the member’s information within the clinical
documentation system. When COC needs are indicated, CIT sends areferral care
management. Care management will engage the member and collaborate with UM for
COC needs.

b) If anew member contacts Member Services requesting COC, the Member Services
team will complete a COC request forthe member and refer to care management, as
appropriate. The COC information will include:

iv.
V.
Vi.

What services are to be continued?
Member’s diagnosis/condition they are receiving services for.
Member’s Demographic information to include:

1) Name/Date of Birth/Address

2) Member’'s Humana & Medicaid ID number
Member’s Primary Care Physician’s name
Collect Provider information (Name/TIN/Address)
Information on any additional providers wishing to be seen.

9) Assisting Members with Termed Providers

a) When a provider voluntarily elects to end their contract with the Plan, a written
notification is sent to the member. This notification provides guidance forthe member
on how they can contact Humana Healthy Horizon’s in Louisiana for assistance with

DOCUMENT CONTAINS CONFIDENTIAL PROPRIETARY OR TRADE SECRET INFORMATION.
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any COC needs, as well as assistance finding an in network provider if they desire to
do so.

b) Once Member Services receives member phone call looking for assistance, the team
will assist member to find new par-provider if they wish to change. If the member
requests COC with the termed provider, a Member Services associate will assist them
in completing the COC template with the following information:

i.  What services are to be continued?
i. Member’s diagnosis/condition they are receiving services for.
ii.  Member’'s Demographic information to include:
1) Name/Date of Birth/Address
2) Member’s Humana & Medicaid ID number
iv. ~ Member’s Primary Care Physician’s name
v.  Collect Termed Provider information (Name/TIN/Address) and term date
vi.  Information on any additional providers wishing to be seen.

d) Member Services will send the communication to care management who will engage
the member and determine COC needs.

e) If the Care Coordinator has any concerns about a potential delay or barrier in the
member’s services, they will coordinate with the UM team. PCM will collaborate with
UM once needs are identified that may require authorization including any
communication that this member has desire to continue to see current provider or
other qualifying diagnoses/services requiring longer authorization period and any
other pertinent information needed for the authorization.

ADDITIONAL RESOURCES:
e 42 C.F.R.§438.208(b)(2)(iv)
42 C.F.R. §438.208
42 C.F.R.§438.114
Louisiana MCO Manual
NCQA Health Plan Accreditation Standards NET 4
VERSION CONTROL.:
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DISCLAIMER:

Humana follows all federal and state laws and regulations. Where more than one state is
impacted by an issue, to allow for consistency, Humana will follow the most stringent
requirement.

This document is intended as a guideline. Situations may arise in which professional judgment
may necessitate actions that differ from the guideline. Circumstances that justify the variation
from the guideline should be noted and submitted to the appropriate business areafor review
and documentation. This (policy/procedure)is subject to change or termination by Humana at
any time. Humana has full and final discretionary authority for its interpretation and application.
This (policy/procedure) supersedes all other policies, requirements, procedures or information
conflicting with it. If viewing a printed version of this document, please refer to the electronic
copy maintained by CMU to ensure no modifications have been made.

NON-COMPLIANCE:

Failing to comply with any part of Humana'’s policies, procedures, and guidelines may result in
disciplinary actions up to and including termination of employment, services or relationship with
Humana. In addition, state and/or federal agencies may take action in accordance with
applicable laws, rules and regulations.

Any unlawful act involving Humana systems or information may result in Humana turning over
all evidence of unlawful activity to appropriate authorities. Information on handling sanctions
related to non-compliance with this policy may be found in the Expectations for Performance,
and Critical Offenses policies, both of which may be found in the Associate Support Center via
Humana’s secure intranet of Hi! (Workday & Apps/Associate Support Center).
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