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SCOPE:  

Louisiana Healthcare Connections (Plan) Population Health and Clinical 
Operations Department  

 
PURPOSE:  
To describe Louisiana Healthcare Connections process and ensure appropriate 

referrals and linkages are provided for the memberenrollee including covered and 
non-covered services, while maintaining the memberenrollee’s privacy.  The Plan 
shall provide active assistance to memberenrollees when transitioning to/from 

another Managed Care Organization’s (MCO) or to Medicaid Fee-for-Service (FFS) 
in accordance with a transition of care policy that ensures continued access to 

services during the transition, when a memberenrollee, in the absence of continued 
services, would suffer serious detriment to their health or be at risk of 
hospitalization or institutionalization. (Emergency Contract 6.38.1)  

 
POLICY:  

Coordination of care encompasses synchronization of medical, social, and financial 
services and may include management across payer sources. The Integrated Care 
Team (ICT) will ensure appropriate referrals and linkages are provided for the 

memberenrollee to the applicable provider or community resource, even if these 
services are outside of the required core benefits of the health plan, and not 
available in the Plan’s network or the memberenrollee has met the benefit 

limitation. This includes sharing information regarding memberenrollees, 
especially those with special health care needs, with other (MCO) and other 

insurance payers as specified by the Medicaid agency and in accordance with 42 
CFR 438-208(b) and complying with all post- stabilization care requirements found 
at 42 C.F.R. §438.114(Model Contract 2.8.2.5)  . Throughout this process, the ICT 

will ensure each memberenrollee’s privacy is protected in accordance with the 
privacy requirements in 45 CFR Parts 160 and 164 subparts A and E, to the 
extent applicable.  

 
The Pplan coordinates transitions of care in circumstances affecting 

memberenrollees and their care plan, e.g., when benefits end, when a 
memberenrollee transitions from pediatric to adult care or terminates with the 
health plan, etc. The plan makesPlan makes the transition of care policy publicly 

available, via the memberenrollee handbook, memberenrollee website, and/or 
other memberenrollee materials, andmaterials and provides instructions to 
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memberenrollees and potential memberenrollees on how to access continued 

services upon transition. 
 

The Plan will provide continuity of care and care transition activities to ensure a 
continuum of care approach to providing health care services to enrollees. The 
Plan shall have 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 Plan shall ensure appropriate provider 

choice within the Plan’s provider network and coordination with out of Network 
Providers, as needed for  continuity  of  care.  The Plan shall engage in continuity 

of care activities to ensure that Network Providers and the Plan’s staff are kept 
informed of the enrollees’ treatment needs, changes, progress or problems. 
(Model Contract 2.8.1.1) 

 
The Plan shall implement continuity of care policies and procedures, as 

approved by LDH in writing, that meet or exceed the following requirements (Model 
Contact 2.8.1.4.1-2.8.1.4.11.2): 
 

 Ensure that each enrollee has an ongoing source of preventive and primary 

care appropriate to their needs. 

 Ensure each enrollee is provided with information on how to contact the 

person designated to coordinate the services the Enrollee accesses. 

 Coordinate care between network PCPs and specialists, including 

specialized behavioral health providers. 

 Coordinate care for out‐of‐network services, including specialty care 

services. 

 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 Plan. The Plan 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 
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 Coordinate with the court system and state child‐serving agencies about 

court‐ and agency‐involved youth, to ensure that appropriate services can 

be accessed. This may include, but is 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. 

 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 Plan’s 

psychiatrist, in consultation and agreement with the facility's prescribing 

physician, determines that the medications are not medically necessary or 

potentially harmful to enrollee.  

 
PROCEDURE: 

1. Maintaining Privacy 

 The Plan will ensure each memberenrollee’s privacy is protected during 

all communications with external parties. Transfer of Protected Health 

Information (PHI) will be conducted by phone, secure fax, or secure email 

in order to ensure maintenance of memberenrollee privacy at all times. 

Only the minimal necessary information will be shared. Each provider 

furnishing services to an enrollee shall maintain and share the enrollee’s 

health record in accordance with professional standards. (Model Contract 

2.8.1.4.7) 

2. Coordination with other MCOs/Insurance 

   The ICT will ensure continuity of care and coordination of services when 

memberenrollees who are receiving active services become effective with 

the Plan and memberenrollees receiving active services terminate from 

the Plan, especially those with special health care needs. The Plan will 

designate a person with appropriate training and experience to act as 

the Transition Coordinator. This staff person will interact closely with 
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Louisiana Department of Health (LDH) Medicaid Coordinated Care 

Section staff and staff from other MCO’s to ensure a safe and orderly 

transition. 

 Based on the Consumer Assessment of Healthcare Providers and Systems 

(CAHPS) Survey result, the Plan creates interventions to support effective 

interactions between enrollees and providers, as well as identify and 

address interactions that are not effective. The Plan 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 Plan 

shall implement a Corrective Action Plan with its providers on an as 

needed basis and as determined by LDH. (Model Contract 2.8.1.2) 

3.  

 [KF1][ALM2] 

4. Care Transition – Enrollment to Plan 
a. At the point of initial Plan implementation, the Plan will ensure a smooth 

transition for memberenrollees by not discontinuing a memberenrollee’s 
existing Louisiana Medicaid service plan for 60 days after the 
memberenrollee transitions, unless mutually agreed by the 

memberenrollee or responsible party after the memberenrollee 
transitions. MemberEnrollees who transition from one Plan to another 

are considered newly enrolled with the receiving Plan. The 
memberenrollee will have access to services consistent with the access 
they previously had, andhad and is permitted to retain their current 

provider for a period of timea period if that provider is not in the Plan’s 
network.  The memberenrollee will be referred to appropriate providers 

of services that are in the Plan’s network. (Emergency Contract 6.38.1.1-
6.38.1.2)network. Model Contract 2.8.3.2.2) 
a.  

b. The receiving MCO will also be responsible for any 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. (Model Contract 2.8.3.2.6) 
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c. The Plan, when receiving a transitioning memberenrollee with 

special needs, is responsible to coordinate care with the 
relinquishing Contractor, so services are not interrupted, and also 

providing the new memberenrollee with the Plan and service 
information such as emergency numbers and instructions on how 
to obtain services. (Model Contract 2.8.3.2.2) 

 

d. The Plan shall arrange for continuity of necessary care such as by 
making referrals to appropriate providers of services that are in 

network; adhering to the Service Authorization requirements as 
described under the Service Authorization Requirements for New 
Enrollees section. (Model Contact 2.8.3.2.3-2.8.3.2.4) 

 

b.e. Th
e Plan shall ensure each enrollee has an ongoing source of 

prevention and primary care appropriate to their needs, and that 
each enrollee is provided information on how to contact the person 
designated to assist with the coordination of their care. (Model 

Contract 2.8.1.4.1-2.8.1.4.2)  
 

c.f. In the event any memberenrollee entering the Plan is actively 

receiving medically necessary covered services at the time of 
enrollment, the Plan shall provide will honor a transition period 

for continuation/coordination of such services up to ninety (90) 
calendar days or until the memberenrollee may be reasonably 
transferred to a network provider without disruption, whichever 

is less. The Plan may require Prior Authorization (PA) for 
continuation of select services as noted on the prior authorization 
list beyond thirty (30) calendar days. days, however, the Plan is 

prohibited from denying authorization solely on the basis that the 
provider is a non-contract provider. (Model Contract 2.12.7.3.1) 

Thedays. The Plan will allow continuation of such medically 
necessary services without any form of prior approval and without 
regard whether such services are being provided by contract or 

non-contract providers during the transition period. 
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d.g. 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 

Enrollee is discharged. The receiving MCO is responsible for all 

other care.( Model Contract 2.8.3.4)If a memberenrollee is 

transferred between MCO’s, but is hospitalized at the time, the 

transfer will be effective for the date of enrollment in receiving 

MCO. However, the relinquishing MCO is responsible for the 

memberenrollee’s hospitalization until the memberenrollee is 

discharged. The receiving MCO is responsible for all other care.  

In the event that the relinquishing MCO’s contract is terminated 

prior to the memberenrollee’s discharge, responsibility for the 

remainder of the hospitalization charges will revert to the 

receiving MCO, effective at 12:01 am on the day after the prior 

MCO’s contract ends. LDH will identify and address any 

exceptions to this provision in the MCO Manual (RFP Model 

Contract 2.8.3.4.1) 

e.h. During transition, the Plan is prohibited from denying prior 
authorization solely on the basis ofbased on the provider being an 

out-of- network provider.  
 

f.i. During this transition period, the Plan’s ICT will be responsible 

for, but not limited to, notification to the new Primary Care 
Physician (PCP) of memberenrollee’s selection, initiation of the 

request of transfer for the memberenrollee’s medical files, 
arrangement of medically necessary services, (if applicable) and 
all other requirements for new memberenrollees. 

 
g.j. Upon notification of the memberenrollee’s transfer, the Plan will 

request copies of the memberenrollee’s medical record, unless the 
memberenrollee has arranged for the transfer. The previous 
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provider is required to transfer a copy of the memberenrollee’s 

complete medical record and allow the Plan access (immediately 
upon request) to all medical information necessary for the care of 

that memberenrollee.  

 Transfer of records will not interfere or cause delay in the 

provision of services to the memberenrollee.  

 The cost of reproducing and forwarding medical records to the 

Plan will be the responsibility of the relinquishing MCO (Model 

Contact 2.8.3.2.5).  

 Providers are required to send a copy of the memberenrollee's 

medical record and supporting documentation, at no charge to 

the memberenrollee, to the new PCP within ten (10) business 

days of receiving the PCP’s request.  

h.k. Appropriate medical records and case management files of the 
transitioning memberenrollee shall also be transmitted. The cost, 

if any, of reproducing and forwarding medical records will be the 
responsibility of the relinquishing MCO. (Model Contract 
2.8.3.2.5). 

 
  

6.5. Care Transition - Termination from Plan 
a. When relinquishing memberenrollees, the Plan is responsible for 

timely notification to the receiving MCO regarding pertinent 
information related to any special needs of transitioning 

memberenrollees. The Plan will provide additional active assistance to 
memberenrollees when transitioning to another MCO or Medicaid FFS. 

(Model Contact 2.8.3.1) For memberenrollees in active care 
transitioning out of the Plan, the ICT will communicate active services 
and coordinate with the receiving entity to ensure a smooth transition 

without interruption of care. ICT designee will share the 
memberenrollee’s care plan including authorization of active services to 
the receiving entity upon request. The Plan will fully and timely comply 

with any requests for historical utilization data from the new MCO or 
Medicaid FSS in compliance with Federal and State laws, regulations, 
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rules, policies, procedures, and manuals. (Model Contract 2.8.3.3.1-

2.8.3.3.2). (Emergency Contract 6.38.1.3[RJ3]) 
 

b. Consistent with Federal and State law, the memberenrollee’s new 
provider(s) are able to obtain copies of the memberenrollee’s medical 
records, as appropriate. Any other necessary procedures as specified by 

LDH to ensure continued access to services to prevent serious determent 
to the memberenrollee’s health or reduce the risk of hospitalization or 
institutionalization. (Emergency Contract 6.38.1.4) 

 
7.6. Continuity of Services 

a. The Plan will provide active assistance to memberenrollees when 
transitioning into or out of the Plan, including, at time of initial 
implementation in the GSA, transition to another MCO, or other 

programs.  
 

b. Upon enrollment, the Plan will identify memberenrollees who were 
receiving active treatment or services at the time of their enrollment. This 
may be done through the Health Risk Screening[KF4][ALM5]Needs 

Assessment, historical claims data as provided by LDH, assessment for 
care management, call from memberenrollee or provider to request 
continued authorization, or previous MCO/Insurance contacts the Plan 

for notification of such services.  
 

b.c. The Plan will document authorized referrals appropriately in its 
utilization management system. (Model Contract 2.8.1.4.8) 

 

c.d. In the event a Medicaid/CHIP eligible entering the Plan is 
receiving medically necessary covered services at the time of 
enrollment, the Plan will honor a transition period not to exceed 30 

calendar days, except as otherwise noted below. The Plan will allow 
continuation of such medically necessary services without any form of 

prior approval and without regard to whether such services are being 
provided by contract or non-contract providers.  
 

d.e. Special consideration will be given to, but not limited to, the 
following memberenrollees, whose transition period may be extended 



POLICY AND PROCEDURE 
DEPARTMENT: Population Health 
and Clinical Operations 

DOCUMENT NAME: Continuity and 
Coordination of Services 

PAGE:  9 of 19  REPLACES DOCUMENT:   

APPROVED DATE: Oct 2011 RETIRED:  

INITIAL EFFECTIVE DATE: Feb 

2012 

REVIEWED/REVISED: 09/13, 8/14; 

11/14, 9/15, 3/16, 9/16, 9/17, 9/18, 
9/19, 7/20, 3/21, 5/22, 10/22 REVISED EFFECTIVE DATE: 

2/1/15, 12/15, 1/23 

PRODUCT TYPE: Medicaid REFERENCE NUMBER: LA.UM.16 
 

 

past the initial 30 day30-day transition period (Model Contract 

2.8.3.5.1-2.8.3.5.4):  

 MemberEnrollees with significant conditions or treatments such 

as, enteral feedings, oxygen, wound care, ventilators, medical 

supplies, transportation on a scheduled basis, chemotherapy 

and/or radiation therapy, or who is hospitalized at the time of 

transition.  

 MemberEnrollees 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; 

 MemberEnrollees who have conditions requiring ongoing 

monitoring or screening such as elevated blood lead levels and 

memberenrollees who were born prematurely. who were in the 

NICU after birth;  

 MemberEnrollees with significant medical conditions such as a 

high-risk pregnancy or pregnancy within the last 30 days, the 

need for organ or tissue transplantation, or chronic illness 

resulting in hospitalization. 

e.f. In the event a memberenrollee entering the Plan is receiving medically 

necessary covered services in addition to, or other than, prenatal 
services (see below for new enrollees receiving only prenatal services) at 
the time of the day before enrollment into the Plan, the Plan will be 

responsible for the costs of continuation of such medically necessary 
services, without any form of authorization neededprior approval and 

without regard to whether such services are being provided by 
networkcontract or non-networkcontract providers. The Plan shall 
provide continuation of such services up to ninety (90) calendar days 

or until the memberenrollee may be reasonably transferred to an in-
network provider without disruption, whichever is less. The Plan may 

require prior authorization for continuation of services beyond thirty 
(30) calendar days; however the Plan is prohibited from denying 
authorization solely on the basis that the provider is non-
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networkcontract provider. The memberenrollee is held harmless by the 

provider for the costs of medically necessary core benefits and services. 
(RFP Model Contract 2.12.7.2.3 and 2.12.7.2.4) 

 In the event a new memberenrollee entering the Plan is in theher 

first trimester of pregnancy and is actively receiving medically 

necessary covered prenatal care services at the time of  the day 

before enrollment into the Plan, the Plan shallwill be responsible 

for the costs of continuation of such medically necessary prenatal 

care services, including prenatal care, delivery, and post-natal, 

without any form of authorization needed prior approval and 

without regard to whether such services are being provided by a 

network contract or non-networkcontract provider until such 

time as the Plan can reasonably transfer the memberenrollee to 

a networkcontract provider without impeding service delivery 

that might be harmful to the memberenrollee’s health.  (RFP 

Model Contract 2.12.7.2.1) 

 In the event a new memberenrollee entering the Plan is in her 

second or third trimester of pregnancy and is actively receiving 

medically-necessary covered prenatal care services at the time of  

the day before enrollment into the Plan, the Plan shallwill be 

responsible for providing continued access to the prenatal care 

provider (whether network contract or non- networkcontract 

provider) for sixty (60) calendar days post-partum, provided the 

memberenrollee remains covered through the Planis still eligible 

for Medicaid, or referral to a safety net provider if the 

memberenrollee’s eligibility terminates before the end of the post-

partum period. (RFP Model Contract 2.12.7.2.2) 

 The Plan will cover all newborn care rendered within the first 

month of life regardless, if provided by the designated PCP or 

another network provider 

f.g. In the event a Medicaid/CHIP memberenrollee who is newly enrolled 

with entering the Plan is actively receiving Medicaid covered durable 
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medical equipment, prosthetics, orthotics, and certain supplies 

services at the time of enrollment, whether such services were provided 
by another MCO or Medicaid fee-for-service, the Plan shallwill be 

responsible for the costs of continuation of these services, without any 
form of authorizationprior approval and without regard to whether 
such services are being provided by networkcontract or non-

networkcontract providers. The Plan shallwill provide continuation of 
such services for up to ninety (90) calendar days or until the 
memberenrollee may be reasonably transferred to a network provider 

without disruption, whichever is less. RFP Model Contract 2.12.7.5.1 
 

g.h. The Plan will also honor any prior authorization for durable 
medical equipment, prosthetics, orthotics and certain supplies 
services issued while the memberenrollee was enrolled in another MCO 

or the Medicaid fee-for-service program for a period of ninety (90) 
calendar days after the memberenrollee’s enrollment in the Plan or 

until the member may be reasonably transferred without disruption, 
whichever is less.  RFP Model Contract 2.12.7.5.2 

 
8.7. Coordination between Providers 

 The ICT will facilitate communication and coordination between the 

PCP and Specialists, including behavioral health providers, as needed 

to ensure continuity of care and prevent duplication of services. This is 

especially important for complex or special needs cases as they often 

see several providers to manage their condition. Providers are educated 

on the importance of cross-communication in the Provider Handbook 

and ad-hoc training sessions. Compliance will be monitored during bi-

annual medical record reviews.   

 The Plan hasshall provide procedures and criteria [KF6][ALM7]in 

place for making referrals and coordinating care with behavioral 

health and primary care providers and agencies that will promote 

continuity of care. (Model Contract 2.8.2.5-2.8.2.9).  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 
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services.  The Plan shall provides  or  arranges  for  training  of  

providers  and  other individuals  involved  in  care  management  

activities  on  identification  and screening of behavioral health 

conditions and referral procedures. 

 The ICT will facilitate communication and coordination between 

the PCP and Specialists, including behavioral health providers, 

as needed to ensure continuity of care and prevent duplication 

of services. This is especially important for complex or special 

needs cases as they often see several providers to manage their 

condition. Providers are educated on the importance of cross-

communication in the Provider Handbook and ad-hoc training 

sessions. Compliance will be monitored during bi-annual 

medical record reviews. 

 As needed, the ICT will share assessment results and 

identified needs with other health care entities, including 

school based Individualized Education Program, IEP 

services, who serve Plan memberenrollees with special 

health care needs to prevent duplication of those activities. 

(Model Contract 2.8.1.4.7) 

 The ICT will also work to redirect memberenrollees with 

frequent emergency room utilization for non-emergent care 

back to their medical home. The ICT will notify providers of 

their patients who frequently access the emergency room. 

The ICT will outreach to the memberenrollee to educate 

and identify barriers that may be preventing the 

memberenrollee from accessing the medical home. 

  The Contractor shall provide procedures and criteria for making 

referrals and coordinating care  with  behavioral  health  and  

primary  care  providers  and agencies that will promote 

continuity of care.  [KF8] 

9.8. Coordination with FQHC/RHC and School-Based Health Clinics 
The Plan will coordinate with FQHC/RHC and school-based clinics when 
providing services to memberenrollees in order to ensure continuity of care 
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and prevent duplication of services. This may include need to share 

information or facilitate transfer of medical record information such as 
immunization record to/from the PCP. 

 
9. Continuity of Care and Care Transitions for Behavioral Health  

The PCP shall provide Basic Behavioral Health Services and refer the 

enrollee(s) to the appropriate health care specialist as deemed 

necessary for Specialized Behavioral Health Services (SBHS). (Model 

Contract 2.8.2.1).   

LHCC has policies and procedures  [KF9][ALM10]within Population Health and 

Clinical Operations as well as Provider Network 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 (Model Contract 2.8.2.2-2.8.2.2.2.4):   

 Mental illness and addiction are health care issues and will be 

integrated into a comprehensive physical and behavioral health 

care system that includes primary care settings. 

 Mental illness and addiction shall be understood, identified, 

and treated as a primary condition. 

 The system of care will be accessible, and fully integrate an 

array of prevention and treatment services for all age groups. 

 Relevant clinical information shall be available to both the 

primary care and behavioral health providers consistent with 

Federal and State laws, regulations, rules, policies, and other 

applicable standards of medical record confidentiality and the 

protection of patient privacy. 

  

The Plan shall havehas  mechanisms[KF11][ALM12] in place for collaboration 

with regards       to the following populations (Model Contract 2.8.2.3.1-
2.8.3.4): 

  Collaboration 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 
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other behavioral health services prior to reentry into the 

community, including the referral to necessary providers or a 

WAA if indicated. See Psychiatric Residential Treatment Facility 

Policy (LA.UM.96 ) for further details regarding the Plan’s 

process.  

 Collaboration with nursing facilities and Intermediate Care 

Facility for Individuals with Intellectual Disabilities (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. See. DOJ Agreement My Choice 

(LA.CM.32) for further details regarding the Plan’s process.  

 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. See Transition of Care Policy (LA.CM.101) for 

further details regarding the Plan’s process. 

 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. See LA.CM.01 

for further details regarding the Plan’s process.  

In any instance when the enrollee presents to the Provider Network, 
including calling the LHCC’s toll‐free number listed on the MCO Member 

ID Card, and an enrollee  is  in  need  of  emergency  behavioral  health  
services,  LHCC’s Crisis Call Services will be contacted and assist the 

enrollee with the behavioral health emergency, including referrals to crisis 
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services such as mobile crisis response team, behavioral health crisis 

centers, community brief crisis support, and crisis stabilization services.  
[KF13]LHCC shall initiate follow‐up with  the  enrollee within  forty‐eight  (48)  

hours  for  follow‐up  to  establish  that  appropriate services were accessed. 

(Model Contract 2.8.2.4).  See LA.CM.34 for further information.  
 

LHCC 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. [KF14][KF15][PL16] 
  

10. Out-of-Network Services 
The Plan will evaluate the need for out-of-network services for the 
provision of care, which the Plan’s network is unable to provide. The ICT 

will facilitate coordination of services between the non-participating 
provider and the memberenrollee’s PCP and other network specialists to 

ensure appropriate coordination of care and prevent duplication of 
services.services. (Model Contract 2.8.1.4.4) If possible, the ICT will work 
to transition the memberenrollee back to a network provider as mutually 

agreed appropriate by the network and out-of-network provider. 
MemberEnrollees may access any Medicaid provider for emergency 
services and family planning services regardless of provider’s participation 

in the Plan’s network.  
 

11. Transition to Other Care - Benefits 
The Plan will assist memberenrollees with accessing alternatives for 
continuing care if a memberenrollee’s covered benefits are exhausted or 

the memberenrollee has met a benefit limitation (e.g. monthly cap on 
medical supplies) and care is still needed.  The Plan will provide 
information to the memberenrollee regarding other available options, 

such as community resources. 
a. Requests that cannot be granted due to benefit limitations are 

identified during requests for extension of a previously approved 
service, or upon inquiry from a memberenrollee or servicing/treating 
provider.   
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b. For requests exceeding benefit limitations, the Utilization 

Management Clinical Reviewer (UM CR) refers the request to a 
Medical Advisor for a determination. 

c. If the memberenrollee is in Case Management and the Medical 
Advisor denies the request, the care manager attempts to contact the 
memberenrollee telephonically to assist in identifying available 

resources within the local community per LA.CM.01 Care 
Management Program Description. 

d. If the memberenrollee is not in Case Management and the Medical 
Advisor denies the request and alternative options may be 
appropriate, the memberenrollee may be referred to Case 

Management for assistance with connecting to those alternative 
services per LA.CM.01 Care Management Program Description. 

 
12. Transition from Pediatric to Adult Care 

The Plan will assist memberenrollees with transition from pediatric care 

to an adult care provider in collaboration with the pediatric practitioner. 
The Plan encourages the memberenrollee to discuss the transition with 

their pediatric care provider and determine a transition plan that is 
appropriate for each individual. MemberEnrollees may continue to see 
pediatric care providers after they are adults, if the provider agrees. 

MemberEnrollees are informed of the availability of assistance in a 
memberenrollee newsletter or other appropriate communication. 
a. The Plan notifies memberenrollees who are reaching adulthood (age 

21 and older) of available assistance with choosing an adult 
practitioner. MemberEnrollee notification occurs through the 

memberenrollee newsletter or other appropriate memberenrollee 
communication. The notification advises of the importance of 
receiving care by an age appropriate practitioner and encourages 

memberenrollees to speak with their current specialist or PCP for 
guidance and referrals. 

b. The notification also provides contact information for assistance with 
a referral by the health plan if needed. 

  

13. Provider Termination 
MemberEnrollees will be notified of a PCP or specialist termination from 
the Plan’s network if they are in active treatment with that provider. In 
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order to ensure appropriate continuity and transition of care, the Plan will 

allow continuation of such services for up to ninety (90) calendar days or 
until the memberenrollee is reasonably transferred to  

a network provider without interruption of care, whichever is less. 
Continuation of care with the terminated provider is allowed under certain 
circumstances if the provider is not termed due to a quality issue. When a 

memberenrollee changes physicians due to termination from network or 
by memberenrollee choice, the Plan will assist with transfer of medical 
records to the new provider, as needed.  

 
MemberEnrollees in active treatment for a chronic andor acute medical 

condition or behavioral health conditions will also be notified of a 
practitioner termination. Continuation ofContinuation of care with the 
terminated provider is allowed under certain circumstances if the 

provider is not termed due to a quality issue.  
i. For memberenrollees in active treatment for a chronic or acute 

medical condition, the Plan will allow continuation of such services 
for up to ninety (90) calendar days, through the current period of 
active treatment, or until the memberenrollee is reasonably 

transferred to a network provider without interruption of care, 
whichever is less (Model Contract 2.8.1.4.9)(or as required by 
contract).  

ii. For memberenrollees in their second or third trimester of pregnancy, 
the Plan will provide continued access to the practitioner through the 

post-partum period 

 
  

REFERENCES: 
Current MCO Model Contract–  

  Section 6 Care Coordination, Continuity of Care, and Care Transition 
  Section 9 Provider Reimbursement 

Current NCQA Health Plan Accreditation Standards 
CCL.208 Transition and Coordination of Care 
LA.CM.01 Care Management Description 

LA.CM.32 DOJ_Agreement_My_Choice_LA 
LA.CM.101 Transition of Care Policy 
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LA.UM.96 Psychiatric Treatment Facility  
LA.CM.34 Behavioral Health Crisis Care Program  
LHCC Provider Manual 

 

ATTACHMENTS: 
 

DEFINITIONS:  
 

REVISION LOG: DATE 
Added coordination with FQHC/RHC and School-Based Clinics.  092810ma 

Added additional language to Care Transition and Continuity of 
Services 

092611ma 

Added RFP language in 3C:  However, the relinquishing MCO is 
responsible for the member’s hospitalization until the member is 
discharged.   

8/2014 

LA Procurement 2015 Policy Update 11/2014 

Updated NCQA date to current 

Added CCL.208 to references 
Corrected RFP numbers to reflect BH Carve In 

9/15 

Added verbiage from RFP concerning MCO coverage of 
hospitalization if relinquishing MCO’s contract is terminated. 

Deleted the following sentence because it was written twice “unless 
mutually agreed to by the member or responsible party.”  Grammar 
changes 

3/2016 

Transition of care details added; details added to provider 
termination regarding members with chronic conditions 

9/2016 

Grammatical changes 
Removed specific RFP section references 

9/2017 

No Revisions 9/2018 

No Revisions 9/2019 

Added paragraph to summarize the types of transition 
Grammatical changes 

Added the process to manage members due to benefit limits and 
transitioning from pediatric care to adult care 
Added LA.CM.01 as a reference 

7/2020 
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Added Emergency Contract Section 6.38.1-6.38.1.4 03/2021 

Changed MMC to PHCO and spelling corrections 05/2022 

Changed Medical Management to PHCO 
Changed Member to enrollee 
Updated contract language and references 

10/2022 
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