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PURPOSE: 

The purpose of this policy is to outline how Aetna Better Health designated staff work with the 

member to enhance care by coordinating with both internal and external partners to promote 

seamless service delivery for Aetna Better Health members.  

 
STATEMENT OF OBJECTIVE: 

The objectives of this policy are to outline Aetna Better Health’s responsibilities for: 

 Meeting the needs of members for uninterrupted and seamless care from multiple 

practitioners/providers and other entities such as during care transitions 

 Meeting the needs of members between care transitions, identifying problems that could 

cause care transitions and preventing unplanned transitions, when possible 

 Monitoring and taking action, as necessary, to improve member continuity and 

coordination of care between health care practitioners and across settings as conditions 

and care needs change during the course of a chronic or acute illness. Monitoring 

includes non-behavioral as well as behavioral health care. 

 Identifying members at significant risk for unplanned transitions and taking action at the 

member and population level to reduce or mitigate those risks 

 Aligning practice with contractual requirements related to care coordination 

 Coordinating and communicating transition status and transition responsibilities with 

internal and external partners  

 Providing for referral and authorization requirements related to coordination of care  

 Meeting reporting requirements  

 
DEFINITIONS: 

Care Coordination  Actions taken to make sure a member receives all necessary care 

without interruption, such as assistance in obtaining care from clinical 

and other community practitioners/providers in various organizations 

across the care continuum and in a timely manner.  Care coordinators 

establish specific goals that can be reached with the most efficient and 

effective use of outreach resources. 

Care Setting A provider or place that delivers health care and health-related services.  

Health related services include activities of daily living (ADL) and 

instrumental activities of daily living (iADL) supports.  Settings include 

acute care, rehabilitation, skilled nursing, and custodial nursing 
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facilities.  They also include emergency departments and home and 

community settings.  

Care Transition Movement of members between care settings (e.g., from home to 
hospital). 

Integrated Care 

Management (ICM) 

The Aetna model of Care Management - A collaborative process of 

biopsychosocial assessment, planning, facilitation, care coordination, 

evaluation, and advocacy for service and support options to meet a 

member’s and/or family’s/representative’s/ support system’s 

comprehensive care needs to promote quality cost-effective outcomes. 

Care management includes assistance to members with the management 

of chronic conditions, providing education and encouragement to learn 

self-management skills and coordinating access to the appropriate 

services and supports. 

Patient-Centered 

Medical Home 

(PCMH) 

An approach to providing comprehensive, high-quality, individualized 

primary care services where the focus is to achieve optimal health 

outcomes.  The PCMH features a personal care clinician and team who 

partners with each member, their family and other caregivers to 

coordinate all aspects of the member’s healthcare needs across care 

settings using evidence-based care strategies that are consistent with the 

member’s values and stage in life. 

Planned Transition Movement between care settings that includes a pre-transition 

notification and allows time for transition support to occur prior to the 

change in settings (e.g., elective surgery) 

Practitioner A licensed or certified professional who provides medical or behavioral 

healthcare services. 

Primary Care 

Practitioner (PCP) 

An individual, such as a physician or other qualified practitioner, who 

provides primary care services and manages routine health care needs. 

Provider An institution or organization that provides services, such as a hospital, 

residential treatment center, home health agency or rehabilitation 

facility. For Long Term Services and Supports (LTSS) programs, this 

may include but is not limited to, personal care agencies, home 

delivered meal providers, and personal emergency response systems. 

Unplanned 

Transition 

Movement between care settings that does not include a pre-transition 

notification and/or time for established transition support to occur prior 

to the change in settings. 
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Utilization 

Management (UM) 

Evaluating and determining coverage for and appropriateness of medical 

and behavioral health care services, as well as providing needed 

assistance to clinician or patient, in cooperation with other parties, to 

confirm appropriate use of resources. 

 
LEGAL/CONTRACT REFERENCE: 

 National Committee for Quality Assurance (NCQA) Standards and Guidelines for the 

Accreditation of Health Plans 

 
FOCUS/DISPOSITION: 

Scope 

While coordination of a member’s care is a component of both the care management and 

utilization management programs, it may also be required for members who are not being 

actively managed in one (1) of those areas. For example, contracted external partners may offer 

benefits and services to the member with the financial responsibility remaining with the health 

plan. Non-contracted external partners, “carve outs,” and services in the community may provide 

benefits and services that are completely or partially managed and funded by an external source 

other than the health plan. Contract status, resource facilitation and coordination requirements 

may vary by plan, but the needs of the member drive the process of coordinating care. 

 

Aetna Better Health’s external partners may include but are not limited to the following: 

 Advocacy organizations 

 Aetna Behavioral Health crisis line 

 Behavioral health practitioners/providers and organizations 

 Community agencies (Community Mental Health Centers, Federally Qualified Health 

Centers (FQHC), schools, housing entities, area agencies on aging)  

 Community-based crisis services 

 Dental care practitioners 

 Home and Community Based Service (HCBS) providers  

 Informed Health Line (24/7 nurse line) 

 LTSS entities  

 Peer to Peer Service Agencies 

 Pharmacies 
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 Primary Care Practitioner (PCP)/Patient-Centered Medical Home (PCMH)/health home 

team 

 State agencies (Regional/Specialty Care Centers, Department of Health, foster care 

agencies) 

 Transportation vendors 

 Vision care practitioners 

 Waiver program partners such as Area Agencies on Aging 

 
Responsibilities: 

Aetna Better Health’s coordination of care activities are often managed within the Care 

Management department with oversight by the plan chief medical officer. However, some 

members in need of care coordination are neither enrolled in nor appropriate for care 

management services. These members may be supported by other health plan staff, facilitating 

coordination among health plan departments (e.g., Utilization Management, Member Services, 

Claims and Provider Services) and/or practitioners/providers outside of Aetna Better Health. 

 

Members enrolled in LTSS programs and other vulnerable members that move between care 

settings are particularly vulnerable to receiving fragmented and unsafe care if transitions are 

poorly coordinated. Aetna Better Health facilitates safe transitions in care settings for these 

members at the organizational and at individual member level.  

 

At the population level, Aetna Better Health identifies who transition between care settings 

through claims reports, referral and authorization processes, member and/or care team 

communications, provider referrals/notifications.  Aetna Better Health proactively communicates 

care transition processes to providers through the provider manual upon the provider joining the 

network.  Updates are provided as information changes or requirements via provider notices.1 

 

The member’s assigned case manager leads all transition efforts in collaboration with the 

member’s care team.  Aetna Better Health facilitates safe transitions of care through activities 

such as:2 

 Proactively communicating care transition processes to members and their designated 

representatives.   
                                                      

1 NCQA HP 2021/2022 LTSS3 
2 NCQA HP 2021/2022 LTSS3 A3 
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o For members of LTSS programs, this information is shared as part of initial 

visit and/or orientation of the member to the LTSS program using the member 

handbook and other applicable materials, at least annually thereafter and 

during member transitions.3 

 Identifying LTSS and vulnerable members at high risk for unplanned transitions as 

part of the assessment and care planning activities and addressing that risk and 

associated barriers as part of the person-centered care/service plan (PCSP)    

 Coordinating covered and non-covered services, community supports, 

communication between all stakeholders, participating in pre-and post-transition 

planning, collaborating with discharge teams and/or discharge plans, and leading 

inter-disciplinary care team meetings throughout the transition process 

 Tracking the progress and outcome of the transition and documenting all information 

in the care management business application 

 Coordinating, supporting, documenting and tracking the transition between care 

settings, beginning prior to a planned transition or as soon as the unplanned transition 

is identified and continuing throughout the post-transition period as indicated based 

on the member’s individual needs, sharing of essential documentation including the 

member’s care plan and collaborating with any facility discharge team on the 

discharge plan4  

 For LTSS Program Members: 

o For unplanned transitions in care settings, notifying and collaborating with  the 

members’ usual providers such as PCPs, residential and applicable specialty 

providers as soon as possible, but no later than within three (3) business day of the 

case managers’ notification of the transition. 

o For planned transitions, communicating and collaborating with pre- and post-

transition care setting providers as soon as possible based on the members needs but 

no later than the date of the transition between care settings5 

o Collaborating and communicating the care transition process to members, their 

designated representatives and members of their inter-disciplinary teams prior to the 

planned transitions and, for an unplanned transition, based on members needs but no 

later than the date of the transition follow up for unplanned transitions.  

                                                      

3 NCQA HP 2021/2022 LTSS3 A5 
4 NCQA HP 2021/2022 LTSS3 A4, A6-7 
5 NCQA HP 2021/2022 LTSS3 A2 
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o Conducting a face to face reassessment within thirty (30) days of members’ inpatient 

discharge and/or identification of a significant change in condition.   

o Reviewing and updating the members’ existing care plan/PCSP based on 

reassessment, discussing changes with the member and his/her designated 

interdisciplinary care team as indicated by the member’s needs but no later than thirty 

(30) days post-transition6  

o Conducting medication reconciliation after transition between care settings, 

documentation of medication with members and their designated representatives and 

communication of identified discrepancies with the appropriate 

practitioners/providers7 

 

Coordination of member care and services may include, but is not limited to, activities such as: 

 Connecting members to community-based organizations (CBOs), services and resources 

that support their ability to reach their health care goals (e.g., transportation, 

housing/shelter, food banks, legal resources, volunteer/employment opportunities) 

 Securing urgent or emergent health care when the member is in crisis or immediate 

danger 

 Outreaching Provider Services for network practitioners/providers who offer specialized 

services to members or services in remote or rural locations 

 Coordination of benefits - working collaboratively with contracted and non-contracted 

partners and practitioners/providers to determine benefit eligibility and coordination of 

covered benefits  

 Involving external/community case managers who offer unique or specific services that 

the member may need  

 Prior Authorization – engaging Aetna Better Health’s Utilization Management 

department and the LTSS Care Management department to review and authorize services 

according to plan policies and external partner contract agreements within the plan’s 

appropriate business application system   

 Making referrals to services for which the member may be eligible via Aetna Better 

Health partner programs or community resources and organizations   

 Managing populations or state required programs that may or may not require enrollment 

in care management   

                                                      

6 NCQA HP 2021/2022 LTSS3 A5, A8-9 
7 NCQA HP 2021/2022 LTSS3 A10 
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 Coordinating care with the PCP and PCMH/FQHC/health home team and other inter-

disciplinary care team participants 

 Assessing and improving coordination of care for members moving between practitioners 

and across settings of care 

 

Aetna Better Health annually identifies opportunities to improve coordination of medical care 

by:8 

 Collecting data 

 Conducting quantitative and causal analysis of data to identify improvement 

opportunities 

 Identifying and selecting at least four (4) opportunities for improvement 

 

Aetna Better Health uses available information to reduce unplanned transitions for its LTSS and 

other designated vulnerable members and populations by:  

 Monthly identifying members at high risk for unplanned transitions and taking action to 

mitigate the risk of these transitions9 

 Annually analyzing rates of unplanned admissions of the population to facilities and 

emergency room visits to identify areas for improvement and taking action to address 

those areas10 

 

Aetna Better Health annually acts to improve coordination of medical care by acting on at least 

three (3) of the identified opportunities.11 

 

Aetna Better Health annually measures the effectiveness of improvement actions taken on the 

identified opportunities.12 

 

Aetna Better Health annually collects data about opportunities for collaboration between medical 

care and behavioral healthcare in the following areas: 13 

                                                      

8 NCQA HP 2021/2022 QI3 A, LTSS2 B 
9 NCQA HP 2021/2022 LTSS3 B 
10 NCQA HP 2021/2022 LTSS3 C 
11 NCQA HP 2021/2022 QI3 B 
12 NCQA HP 2021/2022 QI3 C, LTSS2 E3 
13 NCQA HP 2021/2022 QI4 A 
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 Exchange of information 

 Appropriate diagnosis, treatment and referral of behavioral disorders commonly seen in 

primary care 

 Appropriate use of psychotropic medications 

 Management of treatment access and follow-up for members with coexisting medical and 

behavioral disorders 

 Primary or secondary preventive behavioral healthcare program implementation 

 Special needs of members with severe and persistent mental illness 

 

Aetna Better Health annually conducts activities to improve the coordination of behavioral 

healthcare and general medical care, including:14 

 Collaborating with behavioral healthcare practitioners/providers 

 Performing quantitative and causal analysis of data to identify improvement opportunities 

 Identifying and selecting at least two (2) opportunities for improvement 

 Taking collaborative action to address the identified improvement opportunities  

 Measuring the effectiveness of improvement actions taken for the identified improvement 

opportunities 

 

The health plan’s annual report of its coordination of care activities is first submitted to the 

Quality Management/Utilization Management Committee and the Quality Management 

Oversight Committee and then to the Board of Directors for approval.    
OPERATING PROTOCOL: 

System 

 Care Management business application system 

 Utilization Management business application system 

 
Measurement 

 Number and type of service authorizations 

 Number and type of referrals to external partners and community resources 

 Number of LTSS members transitioning between care settings 

                                                      

14 NCQA HP 2021/2022 QI4 B-C 
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 Rates of unplanned admissions to facilities and emergency room visits15 

 Staff file audits 

 Utilization data (denials, approvals, cost share) 
 

Reporting 

 Quarterly staff audits 

 Annual report of coordination and transition activities 

 
INTER-/INTRA-DEPENDENCIES: 

Internal 

 Claims 

 Finance 

 Information Technology 

 Medical Management 

 Provider Services 

 Quality Management 

 
External 

 Community agencies 

 Contracted vendors 

 Members 

 Practitioners/providers 

 Regulators 

 State Agencies 

 

 

 

  

                                                      

15 NCQA HP 2021/2022 LTSS3 C1 
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PURPOSE: 

Aetna Better Health has adopted Coordination of Member Care AMA 7000.43.  There are 

requirements for Aetna Better Health that deviate from those detailed in the Coordination 

of Member Care AMA 7000.43 Policy. Additional requirements are outlined below.  

 

This amendment will be used in conjunction with the 7000.43 corporate policy to comply 

with the Aetna Better Health Medicaid regulatory and legislative requirements. 

 
DEFINITIONS: 

Aetna Medicaid 

Administrators 

LLC (AMA) 

A subsidiary of CVS Health Corporation, AMA is the company's 

national Medicaid subsidiary that provides plan management and 

other administrative services for the Medicaid programs 

nationally. 

Basic Behavioral 

Health Care  

Mental health and substance use services which are provided to 

Enrollees with emotional, psychological, substance use, 

psychiatric symptoms and/or disorders that are provided in the 

Enrollee’s Primary Care Provider (PCP) office by the Enrollee’s 

PCP as part of primary care service activities. Basic Behavioral 

Health Services include, but are not limited to, screening, brief 

intervention and assessment, prevention, early intervention, 
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medication management, treatment and referral services 

provided in the primary care setting. Basic Behavioral Health 

Services may further be defined as those provided in the 

Enrollee’s PCP or medical office by the Enrollee’s (non‐

Specialist) physician (e.g., DO, MD, APRN, PA) as part of routine 

physician evaluation and management activities. These services 

shall be covered by the Contractor for Enrollees with both 

physical health and behavioral health coverage.16 

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.17 

Case Management  A collaborative process of assessment, planning, facilitation and 

advocacy for options and services to meet an individual Enrollee’s 

health‐related needs through communication and available 

resources to promote quality and cost‐effective outcomes. Case 

management implicitly enhances care coordination through the 

designation of a case manager whose specific responsibility is to 

oversee and coordinate access and care delivery targeted to high‐

risk patients with diverse combinations of health, functional, and 

social needs. Case Manager – A licensed registered nurse, licensed 

                                                      

16 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 
17 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 
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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 other 

than 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. 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.  18 

 

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 other than 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. The 

case manager may serve on one or more multi‐disciplinary care 

                                                      

18 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 

 



 
 
Aetna Medicaid Administrators LLC 
Policy 
Policy Name: Coordination of Member Care   Page:  13 of 24 

Department: Medical Management Policy Number: 7000.43 

Subsection: Integrated Care Management Effective Date: 01/01/2013 

Applies to: ■ Medicaid Health Plans     ■ Medicare-Medicaid Health Plans 

 

MEDICAL MANAGEMENT  Revised: 05/02/2022 

 

teams and is responsible for coordinating and facilitating 

meetings and other activities of those care teams.19   

DCFS Department of Children and Family Services 

Intermediate Care 

Facility for 

Individuals with 

Intellectual 

Disabilities 

(ICF/IID)  

A facility licensed by the Louisiana Department of Health (LDH) 

Health Standards Section (HSS) to provide residential care for 

four (4) or more individuals that meet the criteria for twenty-four 

(24) hours per day of active treatment. ICF/IID facilities are 

considered “institutions” and not Home and Community Based 

Services by CMS.20 

OCDD Office for Citizens with Developmental Disabilities 

OJJ Office of Juvenile Justice  

Plan of Care ( 

POC)  

The plan developed by the Contractor 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.21 

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.22 

WAA Wrap-around Agency  

 
LEGAL/CONTRACT REFERENCE: 

 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION 

STATEMENT OF WORK 
 
 

                                                      

19 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 
20 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 
21 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 
22 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Part 1: 

Glossary and Acronyms 
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FOCUS/DISPOSITION; Responsibilities will be modified so that in addition to the existing 

provisions: 

 

Aetna Better Health 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). Aetna Better Health 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.23  

 

Aetna Better Health shall develop a specialized community Case Management program 

consistent with the DOJ Agreement and LDH‐issued guidance for the target population 

transitioning or diverted from nursing facility level of care using subcontracted community 

case managers who meet the qualifications established by LDH. Aetna Better Health shall 

make a referral to a community Case Management agency within one (1) Business Day of 

receipt of a referral from LDH. Aetna Better Health shall maintain ultimate responsibility 

for ensuring the Case Management needs of the target population are met by community 

case managers and community case managers satisfactorily completing required 

activities.24 

 

Aetna Better Health shall be responsible for ensuring that coordination exists between the 

WIC Program and its Enrollees. Coordination shall include referral of potentially eligible 

women, infants and children and reporting of appropriate medical information to the WIC 

Program.25  

                                                      

23 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Section 

2.7.5.4 
24 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Section 

2.7.5.6 
25 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Section 

2.7.12 
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Aetna Better Health shall develop an outreach program to encourage women to seek 

prenatal services during the first trimester of pregnancy. This outreach program may 

utilize community and religious organizations and other community groups to develop 

outreach programs or referral networks, as well as include issuance of brochures and/or 

periodic articles emphasizing the importance of such care to all Enrollees.26 

 

Aetna Better Health facilitates safe transitions of care through activities such as: 

 

Transitional Case Management contained within this policy includes:27   

 

 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.   

 

 For Enrollees preparing for discharge from a– psychiatric residential treatment 

facilities (PRTF ), therapeutic group home  (TGH) , or ICF/IID, aftercare services 

shall be in place thirty (30) Calendar Days prior to discharge.  

 

 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.  

 

 Follow up with Enrollees within seven (7) Calendar Days following 

discharge/transition to ensure that services are being provided as detailed within the 

                                                      

26 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Section 
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Enrollee’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 multi-disciplinary team involved in Transitional Case 

Management for Enrollees.  

 

 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.   

 

 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 other behavioral health services prior to reentry into the 

community, including the referral to necessary providers or a WAA if indicated28.  

 

 Collaboration 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 providers29. 

 

 Required 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 

                                                      

282023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Section 

2.8.2.3.1  
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the community, including referral to community providers and after‐care 

appointments30. 

 

 Collaboration 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 program31. 

 

 Providing general assistance and information to individuals and their families 

seeking to understand how to access care. For CSoC eligible members, Aetna Better 

Health shall provide information to families about the specialized services and how 

to contact the CSoC contractor32. 

 

Continuity of Care and Care Transitions:33  

 

Aetna Better Health developed and maintains effective continuity of care and care 

transition activities to ensure a continuum of care approach to providing health care 

services to Enrollees. Aetna Better Health coordinates 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). Aetna Better Health ensures appropriate provider choice within the 

Aetna Better Health provider network and coordination with out of Network Providers, as 

needed for continuity of care. Aetna Better Health engages in continuity of care activities to 

ensure that Network Providers and Aetna Better Health staff are kept informed of the 

Enrollees’ treatment needs, changes, progress or problems. Aetna Better Health provides 

                                                      

30 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Section 

2.8.2.3.3 
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to LDH or its designee its activities and processes for continuity of care through workflows 

with specific decision points as part of Readiness Review.  

 

 Aetna Better Health’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. Aetna Better Health 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.  

 

 Aetna Better Health 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, Aetna Better Health 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.  

 

 Aetna Better Health adheres to continuity of care practices, contained within this 

policy, as follows:    

 

o Ensure that each Enrollee has an ongoing source of preventive and primary 

care appropriate to their needs;  

o Ensure each Enrollee is provided with information on how to contact the 

person designated to coordinate the services the Enrollee accesses;  

o Coordinate care between network PCPs and specialists, including specialized 

behavioral health providers; 

o Coordinate care for out‐of‐

network services, including specialty care services; 

o Coordinate Contractor‐

provided services with services the Enrollee may receive  

      from other health care providers; 

o 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;   
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o Ensure that each provider furnishing services to the Enrollee maintains and s

haresthe Enrollee’s health record in accordance with professional standards;

  

o Document authorized referrals in its utilization management system;  

o 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 Aetna Better Health. Aetna Better Health 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  

o 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, 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 staffing.   

o 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 Aetna Better Health’s 

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

physician, determines that the medications are:   

o Not medically necessary; or  

o Potentially harmful to the Enrollee.  

 

Continuity of Care and Care Transitions for Behavioral Health:34 

Aetna Better Health facilitates the integration of physical and behavioral health and 

provides appropriate continuity of care across programs. Contained within this policy, 

principles that guide care integration are as follows:    

                                                      

34 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Sections 
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 Mental illness and addiction are health care issues and shall be integrated into a 

comprehensive physical and behavioral health care system that includes primary 

care settings;   

 Many people suffer from both mental illness and addiction. As care is provided, 

both illnesses shall be understood, identified, and treated as primary conditions;   

 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 a foundation of 

continuous quality: and  

 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, policies, and other applicable standards of medical record 

confidentiality and the protection of patient privacy.   

 

In any instance when the Enrollee presents to the Network Provider, including calling 

Aetna Better Health’s toll‐free number listed on the Member ID Card, and an Enrollee is 

in need of emergency behavioral health services, Aetna Better Health shall instruct the 

Enrollee to seek help from the nearest emergency medical provider. Aetna Better Health 

shall initiate follow‐up with the Enrollee within forty‐eight (48) hours for follow‐up to 

establish that appropriate services were accessed.   

 

Aetna Better Health shall comply with all post‐stabilization care service requirements 

found at 42 C.F.R. §438.114.  

 

Aetna Better Health 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.   

 

The procedures and responsibilities contained within this policy include applying to 

making referrals and coordinating care with behavioral health and primary care providers 

and agencies that will promote continuity of care. 

   

The procedures and responsibilities contained within this policy include applying to 

Enrollees with co‐occurring medical and behavioral conditions, including children with 
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special health care needs, who may require services from multiple providers, facilities and 

agencies and require complex coordination of benefits and services. 

 

Transitions Between MCOs or FFS:35 

 

Aetna Better Health 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.   

 

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

 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 Aetna Better Health’s network; 

 Coordinating care with the relinquishing MCO so services are not interrupted;  

 Arranging for continuity of necessary care such as by making referrals to appro

priate providers of services that are in network;   

 Adhering to the Service Authorization requirements as described under the 

Service Authorization Requirements for New Enrollees section;  

 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  

 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.  

 

The relinquishing MCO shall be responsible for activities that include, but are not limited t

o:  

 Ensuring Timely notification to the receiving MCO regarding pertinent information 

related to any health needs of transitioning Enrollees.   

                                                      

35 2023 LOUISIANA MEDICAID MANAGED CARE ORGANIZATION STATEMENT OF WORK Sections 
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 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.  

 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.  

 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.  

 

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.  

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

exceptions to this provision in the MCO Manual.  

 

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

 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;  

 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;  

 Enrollees who have conditions requiring ongoing monitoring or screening such as 

elevated blood lead levels or Enrollees who were born prematurely; and 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.  
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Excluded Services 

 

When services are available to members under the State Plan or applicable Waivers, but 

are excluded from this Contract and not provided through Aetna Better Health, the CM 

staff shall inform members how to access excluded services, provide all required referrals 

and assist in the coordination of scheduling such services. Aetna Better Health shall 

implement procedures to coordinate the services it provides to the members with the 

services the member receives in FFS36. This includes, but is not limited to referrals to:  

 Targeted case management services;37.  

 OCDD Waiver services, Early Steps and services under the Office of Behavioral 

Health38  

 

 

 

 

 

 

This amendment will remain in effect until Aetna Better Health notifies Aetna Medicaid Policy 

Committee that it has been retired. 

  

 

 

Aetna Better Health  
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Richard C. Born  

Chief Executive Officer 

 Madelyn Meyn, MD 

Chief Medical Officer 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


