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Definitions:  
 
Enrollees with Special health Care Needs (SHCN) – individuals of any age with a behavioral 
health disability, physical disability, developmental disability, or other circumstances that place 
their health and ability to fully function in society at risk, requiring individualized care 
approaches. Enrollees with Special Health Care needs shall include any enrollee who: 

• Are at high risk for admission/readmission to a hospital within the next six (6) months 
 
Transitional Case Management – The evaluation of an Enrollee’s medical care needs and 
coordination of any other support services in order to arrange for safe and appropriate care after 
discharge from one level of care to another level of care, including referral to appropriate 
services.  
 
 
CONTRACT LANGUAGE:  

 
2.4.1.9   The contractor shall provide a mechanism to reduce inappropriate and duplicative use 

of health care services, including, but not limited to, potentially preventable hospital 
emergency department (ED) visits and inpatient readmissions.  

 
2.7.5.4   Transitional Case Management   

The Contractor shall implement procedures to coordinate the services that it furnishes 
to the Enrollee between settings of care, including appropriate discharge planning for 
short-term and long-term hospital and institutional stays as required by 42 CFR 
§438.208(b)(2)(i). The Contractor shall provide Transitional Case Management for 
Enrollees to support transitions between institutional and community care settings, 
including, but not limited to, transitions to/from inpatient hospitals, nursing facilities (not 
including members of the DOJ Agreement Target Population), psychiatric residential 
treatment facilities (PRTFs), therapeutic group homes (TGHs), ICF/IIDs, residential 
substance use disorder treatment settings, and incarceration and transitions to 
permanent supportive housing.   
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Transitional Case Management shall include:   
 
2.7.5.4.1  Development of a transition POC in coordination with the care setting, 
the Enrollee, and other key members of an Enrollee’s multi-disciplinary team prior to 
the transition which is provided in writing to the Enrollee upon discharge, includes post 
discharge care appointments and linkages as appropriate, medication reconciliation, 
patient education and self-management strategies, and addresses Prior Authorization 
needs. The Enrollee shall be provided the case manager’s name and contact 
information prior to discharge.   
2.7.5.4.2 For Enrollees preparing for discharge from a PRTF, TGH, or ICF/IID, 
aftercare services shall be in place thirty (30) Calendar Days prior to discharge.  
2.7.5.4.3 Ensuring that the setting from which the Enrollee is transitioning is 
sharing information with the Enrollee’s PCP and behavioral health providers regarding 
the treatment received and contact information.   
2.7.5.4.4 Follow up with Enrollees within seven (7) Calendar Days following 
discharge/transition to ensure that services are being provided as detailed within the 
Enrollee’s transition POC. The POC shall identify circumstances in which the follow-up 
includes a face-to-face visit.   
2.7.5.4.5 Additional follow-up as detailed in the discharge plan.   
2.7.5.4.6 Coordination across the multi-disciplinary team involved in Transitional 
Case Management for Enrollees.  
2.7.5.4.7 For Enrollees identified as homeless at the time of care transition, the 
care management team shall include a housing specialist, as described in the 
Individual Plan of Care subsection, on the multi-disciplinary care team. Housing 
specialists shall also be used to ensure Enrollees transitioning from facility to 
community are connected to appropriate housing resources, including, but not limited 
to, referral of Potential Enrollees to Contractor’s Permanent Supportive Housing liaison 
for application to the Louisiana Permanent Supportive Housing program.   

 
 
PURPOSE:  
 
This policy provides guidance and describes Humana Healthy Horizons in Louisiana’s (Plan) 
approach identifying and managing members at risk of readmission.  
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POLICY AND PROCEDURE: 
 
Policy:  
The Plan will identify members who have had a readmission within the previous 6 months 
and/or are at a high risk for admission/readmission to a hospital within the next 6 months to 
ensure coordination of support services post discharge from one level of care to another.  
 
Procedure: 
 

1) All inpatient authorization requests are routed to the appropriate Behavioral inpatient 
queue(s) and worked by the inpatient team(s). 

2) In addition to reviewing clinical for medical necessity, the UM clinician reviews for 
utilization in the past 6 months and engages CM as applicable 

3) All inpatient cases are followed for appropriate and safe discharge plan by the UM 
clinician and CM if applicable.  

4) UM staff are trained on the process to identify members who will benefit from 
Multidisciplinary Rounds. Members who are inpatient and who are at high risk for 
readmissions or a decline in their health or functional status are discussed in the 
integrated team meeting. Potential attendees are: Assigned CM, Assigned UM, Medical 
Director, Behavioral Health Director, Pharmacy associate, Care Management Manager, 
Housing Coordinator, UM Manager and/or BH Professional. Additional attendees can be 
added, as needed.  

5) Upon discharge, we outreach all our members discharging from an inpatient or 
residential facility for transitional CM, including those not yet engaged in our CM 
Program. Initial outreach will occur within seventy-two (72) hours from discharge. 3 
attempts including a letter will be made to outreach the member within seven (7) calendar 
days. Our transitional CM and discharge planning processes include identif ication and 
engagement of members eligible for CM who have been diff icult to reach or who have 
previously declined CM. 

6) The Plan will provide transitional CM for members to support transitions between 
institutional and community care settings, including but not limited to, transitions to/from 
inpatient hospitals, nursing facilities, psychiatric facilities, Psychiatric Residential 
Treatment Facilities (PRTF), therapeutic group homes, permanent supportive housing 
(PSH), intermediate care facilities, residential substance use disorder settings, and 
transitions out of incarceration. Transitional CM will include: 
• Development of a transition POC in coordination with the care setting, the member 

and other key members of a member’s MDT prior to the transition which is provided 
in writing to the member upon discharge and includes post discharge care 
appointments and linkages as appropriate, medication reconciliation, patient 
education and self-management strategies; addresses prior authorization needs; and 
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a contact person and phone number for the member.  
• For members preparing for discharge from a PRTF, Therapeutic Group Home (TGH), 

or Immediate Care Facility (ICF), aftercare services will be in place thirty (30) calendar 
days prior to discharge.  

• Ensuring that the setting from which the member is transitioning is sharing 
information with the member’s PCP and BH providers regarding the treatment 
received and contact information.  

• Follow up with members within seventy-two (72) hours following discharge/transition 
to ensure that services are being provided as detailed within the member’s transition 
POC. The POC shall identify circumstances in which the follow-up includes a face-
to-face visit.  

• Additional follow-up as detailed in the Discharge Plan.  
• Coordination across the MDT involved in transitional CM for members.  
• For members identif ied as homeless at the time of care transition, the CM team shall 

include a Housing Specialist, on the MDT. Housing Specialists will also be used to 
ensure members transitioning from facility to community are connected to appropriate 
housing resources, including, but not limited to, referral of potential members to the 
Plan’s PSH Liaison for application to the Louisiana PSH Program.  

 
 
The Plan will use assessment results, in conjunction with the Care Manager’s clinical judgment, 
to refine the member’s stratif ication level in accordance with the objective measures and criteria. 
Humana uses various risk stratif ication methodologies to assign a tier (tier 1, 2, 3) aimed at health 
promotion and wellness, management of chronic conditions, intensive care management, and 
complex care management. Risk stratif ication methodology does incorporate multiple data 
sources including but not limited to utilization such as; admission, discharge and transfers to 
identify higher risk scores at risk for readmission.  
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VERSION CONTROL:  
 

 
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 area for 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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