SCAN SNP Model of Care (MOC) Training
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Health Risk Assessment (HRA)
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Health Risk Assessment (HRA) FAQs

If there are no HRA in a week, how do we know «|t is possible that you did not have any "triggered" Members. But, it could also indicate an
none are available vs the trigger report was not issue with the send/receive systems. Some of you may have done some past "trouble-
able to go through shooting" with our SCAN colleague Liz Pena. She is also available to assist.

Considering recent audit and more scrutiny in plan . ) L
oo (| RN od o e o=t R e e U ) et We agree that it is a best practice to prioritize the member's top 3-5 concerns on the Care

of care planning top "problems/Dx" indicated in Plan. Please ensure that your documentation still indicates the other concerns that were
HRA? Is care planning based on HRA is it still identified, why they are pending/not included on the Care Plan, that the ICT is aware, and

identifying the top 3-5 most pressing conditions the plan to address them.
that the member can work on?

Tl AT R L Lol B e B e - » Some information in the assessments are based on member's report. We don't always
LN RN eI ER [ E TR T T A e L [ R Y have the medical records available but during your review and if you confirmed with the
Care Plan. How are your nurses identifying these PCP that the member does not have the diagnosis, you can document that in your system.

with no clinical documentation? The important thing is that it was followed up, addressed and documented.
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Individualized Care Plan (ICP)
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Individualized Care Plan (ICP) FAQs

Our process is to complete the ICP then
(o) g o [V7eg i (=00 (05 =T Lo g oo [T ATA | (=1 (03 ST A =16 (V11 {=1e I« This is not a concern, since it sounds like you would update the Care Plan if the ICT has additional
after the ICT. Is there any concern with the recommendations. Just remember to always send the updated Care Plan to the member and PCP.

order of how this is completed?

. * FCM NFLOC and RN NFLOC are considered one HRA and that is the latest HRA. If after receiving HRA you
If we receive HRA, RN NFLOC, FCM NFLO% 4 already presented it to the ICT and no additional concern identified in the NFLOC then one ICT would be
month apart are we expected to ICT all 37 sufficient. If there is a new concern in NFLOC that was not identified in the HRA, then ICT is needed

Why do we still have to mail care plans to 0 tChMts has:dvised that h?]spiqe enroliment is nottgl? excdeptionhto cqmpleltir:gdthe SNP(;etﬂyiremer]ts. tEemember
: : at members receiving hospice services, may still need non-hospice related care and this remains the
membets Who go on hospice? Do you think responsibility of the assigned PCP and Medical Group. We recommend creating the Care Plan in collaboration
this is difficult for them to read? with the member/caregiver and include language that is appropriate and sensitive to the member's status.

What if trigger is for ADL bathing and when

VLA o) S AR G TG [l (o g E V=R el (o) o 111 1« Please document that member denied needing assistance with bathing. This shows that the issue was addressed
o= a e [ LR RS T MR RO e =R 1 -1 By =1 [o B - and member denied the concern. However, ICT and Care Planning are required elements to all SNP members.

take them to ICT?

Jjscan
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Individualized Care Plan (ICP) FAQs

* A Care Plan may still need to be mailed even if you are unable to reach the member. Because you are unable to
If member does not want to be mailed a care speak to the member, you would need to rely on your clinical review and ICT to determine if an update to the

lan. should we still go ahead? 2.Should we Care Plan is needed. For example, you may notice in your clinical review that the member has missed the last 3
P ’ S 9 S PCP appointments and has been to the ER twice in the last 6 months. This would be a good item to include on
mail a care plan for unable to contact the Care Plan. If a member is adamant about not wanting to receive the Care Plan, we can honor that request,
but be sure to document this clearly.

It seems to me that if a patient "Delines”, that
means they are not interested, they cleary * Members have the right to decline to participate. Unfortunately, the CMS auditors were clear that while the
: " " e i = : member may decline to participate, it is important for all the ICT members to be aware of the identified
sal;ddno NhO ’ Whe: is it ﬂ&apt thls.l 'sdbe'nﬁ q issues/concerns. We would recommend including the decline into the Care Plan with info about what to do if they
GUENEE RN RU R EVEERG AU ETELRERIEIE  change their mind or need assistance in the future. This would inform all the ICT members, as well as provide the
el R R TN ea it Lol T Lo R a TER Tl = (=T a1 o TSI L8 - member with info in case they change their mind in the future.

appears. We are ignoring their wish.

« If you are unable to reach a member, you will need to rely on your clinical review and ICT to determine if the Care
Plan needs to be updated. If you can determine that there has been a change of health status or some other
Any recommendations for UTR care plans significant issue through your clinical review, these are items that should be included in the Care Plan. You can
include the failed contact attempts into the Care Plan and/or possibly create a cover letter that specifically
addresses your inability to reach them, reason for the Care Plan, and how they can contact you if needed.

-l
] SCan
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Interdisciplinary Care Team (ICT)

Frequently Asked Questions
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Interdisciplinary Care Team (ICT) FAQs

If patient declined
to be a part of CCM, § Yes, ICT is required by CMS whether the member
do we need to declined to participate in case management or if

unable to reach.
complete ICT ?

Do pharmacist

review medications
of accepted this concern needs to be addressed to the pharmacist

« If there is a concern regarding medications, whether
member accepted to be in case management or not,

patient's only? (if available) or to the PCP.

-l ' a
o“ S n
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Care Transitions (CT)

Frequently Asked Questions
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Care Transitions (CT) FAQs

When (month and year) did SCAN implement the 30 day
protocol?

It was mentioned that a Doctor, Pharmacist, or Registered
Nurse is needed to complete a medication reconciliation,
Would this mean than if we have LVNs would need to do
this with some form of identification that an RN has
reviewed this?

For CT, Slide stated that follow up appts need to be
scheduled within 5 business days of transition. If MD
input is required for input to add on an appt time to their
schedule but they are on vacation, will this cause a
problem if we can not schedule the appointment until
after the 5 days? Some physicians are very controlling
over their schedules and add on appts can not be
scheduled without the doctors approval.

11

» SCAN uses a 30-60 day protocol but you and your organization can
determine your own CT Protocol. The examples we listed (Eric Coleman's
Model, Boost, and Project RED) all average about 30 days or greater.
SCAN adopted the Eric Coleman model around 2009.

» Great question: Yes, the med reconciliation would be at the RN scope of
practice.

* We understand that there will always be barriers to scheduling. As long as
there is documentation regarding the delay and there is a point of contact
directing the care during the delay, you will be good. Documentation is key
across the board.
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Care Transitions (CT) FAQs

B U G (LU T LR & «If the member's concern is about medication, if pharmacist is available, the pharmacist can

ICJ o?:%?ri]r;.nlt)irﬂ gg lrje?/?gv:";evr\)lng't'rir;atf\i::enizer?go provide recommendation. If no pharmacist is available, the concern should be shared with
: the PCP.

pharmacist available?

*No, this is not a new requirement, we follow the Eric Coleman model with a 30 day follow
up protocol. You may base the length of your intervention on member need/acuity. You
can use any evidence-based program. i.e. Project Red, Boost, TCM.

Is the 30 days follow up a new requirement
following a care transition?

*No, SCAN does not require Care Transitions for Non-SNP Members. However, we
suggest following the same or similar guidelines for transitions of care based on best
practices.

Does SCAN require the Care Transition
process for Complex (non-SNP) mbrs?

*No, SCAN does not require the MOC process be performed for Non-SNP Members.
However, we suggest following the same or similar guidelines for transitions of care based
on best practices.
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Care Transitions (CT) FAQs

/ . \
C a n yo u e m a I I u S th e f The PCP was notified of discharge within 5 business days from day of discharge.
g. Patient outreach was completed/attempted within 5 business days of discharge from one
. . . setting to another. (A minimum of 3 separate telephonic attempts, on 3 separate days were
d eta I I e d C rl te rl a fo r made within the 5 business day timeframe).
h. Patient coached regarding care transitions including, at least how and when to respond to
ngn warning signs/symptoms based on clinical guidelines.
Ca re Tra n S Itl O n S ? i. Patient coached regarding care transitions including, at least ensuring post discharge MD
" follow up visits are scheduled within 5 business days of discharge.
/ . Patient coached regarding care transitions including, at least Medication Reconciliation.
(Needs to be completed by RN, Pharmacist or MD)
k. The plan of care included documentation that if there is an existing ICP and there was a

change in health status that the ICP was updated.
D. Care Transitions : : = I. The_plan of care included documentation that if there is no existing ICP, and there was a
1. Receipt of Discharge Information change in health status that a new ICP was created.

2. PCP Communication m. The plan of care included documentation supporting the rationale for not updating the ICP.
3. Patient Engagement (i.e., there is no change in health status, etc.)

&uEvidence the POs CM or the hospital CM/Discharge Planner, etc. contacted the member

P \ . . . .
and/or the member's representative prior to discharge to review the CT plan. R e R

b. The M (th"? _'s not necessarily the Care Plan) tra_nSfe"?d betv_veen healthcar.e | p. Evidence the staff will continue to follow the member for approximately thirty (30) days to
settings included Practitioner, procedures and treatments, diagnosis at discharge, medicati ensure a safe transition of care, i.e. documentation of follow-up calls or other outreach

n. Was the newly created or updated ICP sent to the PCP?

list, testing results (complete/pending), MD orders. attempts, etc. (NOTE: If member declines participation in CM, mark NA and defer to POs
c. The plan of care included documentation that identifies the Personnel (i.e., Care Manage internal protocol for outreach. PO to ensure, at minimum, member is scheduled for PCP
responsible for coordinating the care transition process (including ensuring scheduling of follow up visit).

Note:

follow up services and appointments).

- = - - e - Transition of care is considered a change in health status, ICP is required during care
d. The plan of care included evidence of collaboration with the facility, the member, the T e )

CalCgVels dlschargg planners and others to identify needg and Coordlngte care: - - « If there is an existing ICP and if ICP didn't change, documentation must reflect that it was

e. The plan of care included that the team ensures there is an appropriate provider directing reviewed and no change is needed.

the member's care and any other providers who need to be aware of the transition are notified. Note: the ICP must be updated if there is a change in health status even if there is a failed
member contact.




Case Management
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Case Management FAQs

Does the CM continue following : :
members who are under * It is not necessary to continue to follow when

Hospice care? Do the same the member's transition to Hospice. However,

documentation requirement documentation of the transition needs to occur.
apply to hospice members?

:x1SCan
-
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Monitoring and Oversight
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Monitoring and Oversight FAQs

Root Cause Analysis - what if it was an human
error. They knew the regulation, knew the timeline
but it was accidently missed. How do we respond

If we are completing all required components... and
let's say the last component was an ICT to occur..
But the member terms with us and no longer with

our group.. would we get penalized if we didn't
complete that component?

But, when did SCAN implement that requirement
that is new and now on your audit tool?

During a recent audit the group received the new
audit tool after the audit look back period. Because
the new tool has had added elements are we held
to the scoring of the new audit tool with the added
elements?

17

*Even if it is human error you are still expected to identify the root cause. The reason why
the timeline was missed, is there a lack of oversight, do reminders need to be done, add a
monitoring process, etc. How you will prevent this from happening in the future.

*You will not be penalized as long as your documentation clearly demonstrates the plans
for ICT within your compliance time frames and the reason it was not completed.

*Following members for approximately 30 days was added to the 2022 tool as it reflects the
timeframe for most CT protocols, is in our MOC and the highest risk of readmission for
older adults is 30 days post-acute. We consider this a best practice.

*Yes, you are accountable for the current audit tool elements when the look-back period is
in prior year. We review and revise the tool yearly around Q3 and we send out the revised
tool to delegates in Q1 of 2022. This year the tool was emailed in March.
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SNP MOC Training
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SNP MOC FAQs

Are PCP's for SCAN SNP members
required to take this training as
they are a part of the ICT?

Who do we submit our internal
SNP training to at SCAN for
review?

Can the IPA offer MOC or do all
have to take SCAN MOC.

What is required if the IPA only
manages the Medicare portion of
the Medi-Medi member

*Yes, PCP who is taking care of our SNP members are required to have MOC training.

*Please send your SNP MOC training deck to DO Submissions mailbox for approval; Delegated
Oversight <DOversight@scanhealthplan.com>

« If groups want to develop their own deck, they submit their training to SCAN Delegation Oversight

*Per MOC: Provider groups can provide SNP training in the most appropriate manner for their
networks, which can include using SCAN training materials, printed materials, watching the webinar,
or attending in-person training.

» The group still needs to participate in either the SCAN Provided Annual training or the group’s own
SNP MOC training as they are part of the Interdisciplinary Team providing care to the SNP members.
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Frequently Used Acronyms
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Frequently Used Acronyms

Acronym -1|Full Name
AA Authorization Assistant
ACO Accountable Care Organizations
ACOVE Assessing Care of the Vulnerable Elderly
ACSC Ambulatory Care Sensitive Conditions
ADHC Adult Day Health Center
ADL Activities of Daily Living (bathing, grooming, eating, etc)
AEP Annual Enroliment Period (Oct 15 — Dec 7)
ALOS Average Length of Stay
BH Behavioral Health (mental health + substance abuse)
BHCM Behavioral Health Case Management = BHR
BHIE Behavioral Health Inland Empire
BHR Behavioral Health Rounds
BMI Buenas Medidas
BMI Body Mass Index
CAHPS Consumer Assessment of Healthcare Providers & Systems
CAP Corrective Action Plan
CCIP Chronic Care Improvement Plan
CCM Complex Case Management (Ambulatory Care Management)
CD Chemical Dependency
21

Acronym 1|Full Name M
CMR Comprehensive Medication Review

CMS Centers for Medicare and Medicaid Services

CN Care Navigators

CcOB Close of Business

COoC Continuity of Care

COPD Chronic Obstructive Pulmonary Disease (emphysema, etc)
CRTT Clinical Resource Triage Team

CQl Continuous Quality Improvement

CVD Cardio Vascular Disease

DM Disease Management

DME Durable Medical Equipment

DODR Division of D-SNP Responsibility

DOFR Division of Financial Responsibility

DORC Delegation Oversight Review Committee

DPOA Durable Power of Attorney

DTO Danger to Others

DTP Drug Therapy Problems (interaction, inappropriate, etc)
DTS Danger to Self
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Frequently Used Acronyms

Acronym =0

Full Name M

Acronym S

Full Name

ElQD

Expedite Initial Organization Determination

ICT/IDT

Interdisciplinary Care Team

IEHP Inland Empire Health Plan

I0P Intensive Outpatient Program

IRC Investment Review Committee

IRE Independent Review Entity

IRR Inter Rater Reliability

LIS Low Income Subsidy for prescriptions
LOA Letter of Agreement

LTC Long Term Care

LTC Specialist

Long Term Care Specialist

LTSS

Long-Term Supports and Services

EOB Explanation of Benefits

EPSDT Early and Periodic Screening, Diagnosis and Treatment
ESRD End Stage Renal Disease (Dialysis)

FCM Field Care Manager

FSTP Website List of all SCAN SNP members

GAD Grievance and Appeal Department

GAU Grievance and Appeal Unit

HA Home Advantage

HA CN Home Advantage Care Navigators

HCC Hierarchical Condition Category (or code as use by SCAN)
HCP Health Care Plan

HEDIS Healthcare Effectiveness Data and Information Set

HIPPA Health Insurance Portability and Accountability Act

HOS Health Outcome Survey

HRA Health Risk Assessment

IADL Instrumental Activities of Daily Living (phone, shopping, food prep, etc.)
ICO Integrated Care Organization

22

MAPD Medicare Advantage Plan Part-D
MAR Medication Administration Records
MC Medicaid

MCI Mild Cognitive Impairment

MCO Managed Care Organization

MCP Managed Care Plan

MH Medical Homes

MHP Mental Health Plan
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Frequently Used Acronyms

Acronym  .i|Full Name Acronym -1|Full Name v

MMIA Medical Management Infrastructure Assessment PDSA Plan, Do, Study, Act (Quality Improvement Cycle)

MOC Model of Care PERS Personal Emergency Response System

MaQl Member Quality Inquiry / Intervention / Issue (urgent issue) PHI Protected Health Information

MTMP Medication Therapy Management Program PHP Partial Hospitalization Program

NCQA National Committee for Quality Assurance PMD Power Mobility Device

NDA Non-Disclosure Agreement PMPM Per Member Per Month (pricing)

NFLOC Nursing Facility Level of Care PO Provider Organization

NIATX Network for the Improvement of Addiction Treatment POW Performance Optimization Workgroup

NIH National Institute of Health PQl Patient Quality Issue / Potential Quality Issue

NQF National Quality Forum QRTS Quality Review Tracking System AKA Quality Risk Tracking System

OCM Office Care Manager RAP Refill Assistance Program

OIF Outstanding Issues Form RN Registered Nurse

OIG Office of Inspector General RN NFLOC Registered Nurse Nursing Facility Level of Care

OON Out Of Network RTH Returning to Home

000 Out Of Office SAMHSA Substance Abuse and Mental Health Services Administration

PAL Personal Assistance Line — experts in Medical (866) 722-6725 SFC Solutions for Caregiver

PCH Probable Cause Hearing SMI Severe Mental Impairment

PDP Prescription Drug Plan SNP Special Needs Plans; Can enroll year round (D-SNP, C-SNP, I-SNP)
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Frequently Used Acronyms

Acronym 1|Full Name

SOB Short of Breath

SRAE Serious Reportable Adverse Events

TAT Turn Around Time

TMR Targeted Medication Review (follow up/2nd try on failed contact)
TPL Third Party Liability

UAT User Acceptance Training

UM Utilization Management

URL Uniform Resource Locator

24
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Submit your SNP Model of Care
Questions

HCompliance@scanhealthplan.com
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