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BH UM associate receives Inpatient 
Authorization request in queue

Review for 
utilization in the 
past 6 months 

and refer to CM if 
applicable

Complete 
Discharge 
planning 

assessment on 
admission and 

any subsequent 
reviews

Follow process 
for submitting 

member to MDT

Does member 
meet criteria for 
Multidisciplinary 

round?

Yes

No
Continue to 

follow member 
until Discharge

Complete 
Discharge 
planning 

assessment at 
discharge

CM will receive alert for post discharge outreach

Is member 
preparing for 

discharge from 
PRTF, TGH or 

ICF?

No

Yes

Verify member is 
engaged with CM 

to ensure 
services are in 
place within 30 

days of discharge

Care Manager receives Alert when 
Admission, 

 Post Discharge, post crisis call or ER 
outreach is required

Post utilization, 
Complete 

Post Discharge 
Assessment

Is member 
engaged in a CM 

program?

No

Yes

Assign member to 
appropriate CM 

program and 
Engage UM to 
collaborate for 
safe discharge 

plan and complete 
appropriate 

documentation

Update 
medications, 
if applicable

Add or address 
any health 

indicator lab 
values, or alerts 

received

Update Care 
Management 
level acuity, 
if applicable

Address gaps and 
make appropriate 
referrals identified 

to include PSH, 
CSoC, specialist, 

etc

Refer member to 
community 
resources if 
identified

Update CSoC CM or 
other entity on PD 
outreach outcome, 

gaps identified, 
referrals and 
assessments 

completed, and 
changes to Care 

Plan

Proceed with next steps, complete activity 
documenting outcome and coordinate next outreach 

with CSoC CM or other entity to member. Provide 
member Medicaid Member Services phone number 

and 24 hour Nurse Line for future support needs. 

Potential next steps
· Ensure required scripts completed 
   within 60 days of engagement into program
· If ROI completed ensure plan of care/
  assessments/additional medical records are  
  available to provider

For ALL members agreeing to engage in Care Management, offer face-to-face visit based on member preference and/or clinical judgment 

Member Declinations 

1.  If member declines completion of any activity 
    (assessment, care plan, referrals, etc.) at time of 
    outreach but  agrees to follow up, complete activity 
    documenting outcome and reschedule to complete with 
    member.

2. If member refuses to complete a ROI for a provider, 
    CSoC CM or other entity, document refusal in the 
    Notes section of the Activity outcome. Ensure no 
    information regarding care plans or assessments is 
    shared with provider, CSoC CM or other entity due to 
    member’s refusal to complete ROI.

3. If at any point member declines to continue participating 
    in program, complete activity documenting outcome, 
    close program, complete any outstanding activities, and 
    remove PCM member assignment

Make outreach to 
member upon 
utilization as 

applicable

Collaborate with 
Facility, UM team, 

CSoC CM and 
external partners 
to develop POC 
and ensure safe 

discharge

Engage with CM 
department per process

Gaps in care include: 
assistance with PCP 

coordination, concerns 
with medications or 

assessing social needs

Outreach includes 3 
calls and a letter. 

Further utilization will 
alert the CM team. 

https://inspirewellness.sharepoint.com/:w:/r/sites/MedicaidCentralizedServices/Shared%20Documents/Louisiana/UM%20LA%20Inpatient%20SOPA/LA%20MCD%20-%20INPT-%20UM_CM%20Integrated%20Rounds.docx?d=wb443a17546aa425aa173c4693fc27c9c&csf=1&web=1&e=DXSRnw
https://inspirewellness.sharepoint.com/:w:/r/sites/MedicaidCentralizedServices/Shared%20Documents/Louisiana/UM%20LA%20Inpatient%20SOPA/LA%20MCD%20-%20INPT-%20UM_CM%20Integrated%20Rounds.docx?d=wb443a17546aa425aa173c4693fc27c9c&csf=1&web=1&e=DXSRnw
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