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SCOPE:  This policy applies to Louisiana Healthcare Connections (Plan) 

Population Health Clinical Operations Transition of Care Program. 
 
PURPOSE: The purpose of transition of care is to provide continuity of 

care as members transition from health care settings.  Transition of Care 
is the movement of members between health care practitioners and/or 

settings as their condition and care needs change during a chronic or 
acute illness.  
 

POLICY: To coordinate care for enrollees moving from one care setting to 
another to ensure continued quality of care, reduce any potential risk to 
enrollee safety, and facilitate a controlled plan so that the enrollee receives 

care in the least restrictive care setting.  Transitional care settings include 
the enrollee’s home, active home health care, acute care facilities, nursing 

facilities (skilled and custodial), and rehabilitation facilities.  Transitions 
from one care setting to another involve both planned and unplanned 
transitions. Our team‐based transitions program emphasizes prevention, 

continuity of care, coordination, and integration of PH and BH, 
incorporating the Coleman principles that have been shown to reduce 

avoidable readmissions. (RFP response 2.6.6.4.b) 
 
Transitional Case Management:[KF1][PL2] 

 LHCC 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 C.F.R. §438.208(b)(2)(i). The Plan shall provide 
Transitional Case Management in collaboration with the interdisciplinary 

care team 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), Intermediate Care 

Facility for Individuals with Intellectual Disabilities (ICF/IIDs), residential 
substance use disorder treatment settings, and incarceration and 
transitions to permanent supportive housing. (Model Contract 2.7.5.4) In 

addition to the above, the Transition of Care Team will also assist with 
the coordination of discharge planning for enrollees identified for long 
term stays in the ED to decrease length of stay.  



POLICY AND PROCEDURE 
 

DEPARTMENT: Population 

Health and Clinical Operations 

DOCUMENT NAME:  LA.CM Transition of 

Care Policy  

PAGE:    REFERENCE NUMBER:   LA.CM.101 

APPROVAL DATE:    REPLACES DOCUMENT:   

EFFECTIVE DATE 1/1/2023 RETIRED DATE:  

PRODUCT TYPE:  Medicaid REVIEW/REVISED DATE 

 
 

Page 2 of 7 

 

 
The Transition of Care Team in collaboration with the enrollee’s Case 

Manager (if enrollee is already receiving Case Management services), begins 
to plan for discharge with the ICT upon admission or as soon as the enrollee 
is identified as needing Transitional Care (or upon enrollment for enrollees 

already in an institution), adhering to policies and procedures which 
address all transition of care requirements across all settings and levels of 

care.  The outreach cadence will be determined based on level of acuity of 
member.  
 

A. Functions for the Transition of Care Team shall include but are not 
limited to the following:  

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 (Model Contract 
2.7.5.4.1).  

1.2. 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 (Model Contract 2.7.5.4.2) 

2.3. In addition to the above, the Transition of Care Team will 

also assist with the coordination of discharge planning for 
enrollees identified for long term stays in the ED to decrease 

length of stay.  
3.4. Coordination across the multi-disciplinary team involved 

in Transitional Case Management for enrollees (Model Contract 

2.7.5.4.6) 
4.5. 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. (Model Contract 5.4.3) 

5.6. Follow up with enrollees within seven (7) Calendar Days 
following discharge/transition to ensure that services are being 
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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. (Model Contract 5.4.4) 

6.7. Additional follow-up as detailed in the discharge plan and 

based on the acuity level of the enrollee. (Model Contract 
2.7.5.4.5) 

7.8. 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 the Plan’s Permanent Supportive Housing 

liaison for application to the Louisiana Permanent Supportive 
Housing. (Model Contract 2.7.5.4.7) 
 

B. The Multi-Disciplinary Care Team: 
LHCC shall identify a multi‐disciplinary care team to serve each 

enrollee based on individual need for all enrollees in Case Management 
Tiers 2 and 3 and Transitional Case Management. The Plan shall assign 
lead case managers based on an enrollee’s priority care needs, as 

identified through the POC.  Where behavioral health is an Enrollee’s 
primary health issue, the case manager shall be a behavioral health 
case manager. As needed, case managers with expertise in physical or 

behavioral health care will support lead case managers where there are 
secondary diagnoses. If the enrollee is under the age of six (6), the lead 

case manager shall have expertise in early childhood mental health or 
access to a consultant with expertise in infant and early childhood 
mental health. (Model Contract 2.7.9.1) 

 
     In addition to the case manager and the enrollee and their family or  

Authorized Representative, the care team shall include members based 
on an  
enrollee’s specific care needs and goals identified in the POC. The team 

may  
change over time as the Enrollee’s care needs change.  Potential team  
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members shall include but are not limited to (Model Contract 2.7.9.3-

2.7.9.3.8): 

 Primary care provider  

 Behavioral health providers  

 Specialists 

 Pharmacists  

 Community health workers  

 Home and community-based service providers and 
managers.  

 Housing specialists if the Enrollee is identified as 
homeless; and  

 State staff, including transition coordinators.  
Teams shall meet at regular intervals as identified in the POC, based on 
the  

individual’s care needs. When possible, the team shall meet in person but  
when necessary, team members may participate in meetings via 
telephone. Collaboration between TOC and CM is imperative. If the 

member is already in Case Management, the Transition Coordinator will 
notify the Case Manager Ongoing collaboration among the team will be 

according to a cadence identified by the team and guided by the acuity 
of the enrollee, and will continue until transitional activities are 
completed. within 1 business day.  

 
C. Coordination and Communication: 

 A secure method of communication and information sharing, 

including clear expectations for the information to be shared, is a critical 
aspect of coordinated integration. Sharing of information helps facilitate 

integration and coordination across all services, systems, and provider 
types. Our strategy for information sharing is twofold. The Plan will educate 
providers about information sharing, set expectations with requirements 

for sharing clinical documents and treatment plans, participating in service 
planning activities, and POCs. The plan will also leverage technology to 

promote coordinated and integrated care planning, including electronic 
transfer of information and accessibility of enrollee care documents, such 
as assessments and POCs through our LHCC Care Management Platform. 

(Model Contract 2.6.15) 
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In addition to using our care and disease management programs, 

transitional care strategies, and ongoing enrollee education/support for 
accessing needed care appropriately, we have implemented initiatives to 
manage high utilization. The UM team acts as the gatekeeper that obtains 

clinical data first and promotes that data to support Population Health 
Initiatives. The UM Team communicates with the Medical Director and 

provider network about identified trends. UM is  the hub that keeps 
updated clinical information at everyone's fingertips.  
 

       D. Discharge Planning[KF3] 
TOC staff (including the case manager if enrolled in case 

management) collaborates with treating providers and facility discharge 

planning staff to assess and share information about enrollee PH/BH 
conditions, enrollee discharge needs, and potential to discharge. This 

includes 
identifying barriers affecting a safe transition to the next setting and 
developing the transition plan. Discharge notifications are received 

directly from the facilities via phone, fax, or ADT feed.  Discharge 
planning starts upon admission. Our predictive modeling tools include a 

readmission risk score that can quickly identify enrollees with co‐
occurring conditions to effectively target and deploy resources. Specific 
hospital discharge and transitional support activities include:[KF4][PL5] 

 Evaluation of PH, BH and social needs, coordination of 
services, and appropriate follow‐up after discharge, 

documented in an enrollee‐driven transition plan, as described 
below. 

 Support referrals and scheduling assistance for follow‐up, 
including a 7‐day follow‐up appointment, specialty care, 
medications, supplies and equipment, transportation, housing, 

and other social support needs. 

 Verifying medications prior to discharge and confirmation of 
no barriers. 

 Transferring of HIPAA compliant medical records to the 
enrollee’s PCP and other PH and BH providers 

 Engaging the enrollee within 24-48 hours of discharge to 
assess status, confirm services, and update the transition 
plan. 
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For enrollees at Low Risk of readmission, Concurrent Review (CCR) Nurses 

coordinate the discharge planning by working with hospital staff and 
attending providers to identify network providers to deliver post‐
discharge services. TOC staff assist with setting up post‐discharge 

appointments (including 7‐day follow‐up appointment) and review 
discharge orders with the enrollee to ensure they understand priorities 

and walk them through next steps including providing a discharge packet 
of information to share with the ICT and caregivers. They also review all 
medications with name, dosage, frequency and prescribe and assist with 

filling prescriptions including arranging for delivery of medications if 
needed. (RFP response 2.6.15.2.2) 
 

 

ATTACHMENTS:  
 

REFERENCES:  
Model Contract 
LHCC RFP Response 
Coleman Principle  

 

DEFINITIONS:  
Plan of Care- Developed by the Plan in conjunction with the enrollee and 

other individuals involved in the enrollee’s case management to support 
the coordination of an enrollee’s care and provide support to the 
enrollee in achieving care goals. 
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The electronic approval retained in RSA Archer is considered equivalent to a 
signature. 
 

 
 


