Special Needs Plan Model of Care
(SNP - MOC)

2024 Model of Care Training for Providers



Learning Objectives

« To gain an understanding and comprehension of CCHP's
Special Needs Plans (SNPs)

« To gain an understanding and comprehension of the
Elements of the SNP Model of Care

« At the end of this training, you will be able to:

¢ Describe the best practices for the SNP Model of
Care

» Describe how to improve coordination of care and
member health outcomes



PROVIDER TRAINING STANDARDS

« Chapter 42 of the Code of Federal Regulations, Part 422 (42 CFR
422.101 (f)(2)(i))) mandates that Special Needs Plans (SNP)
conduct SNP Model of Care (MOC) training for all employed and
contracted providers.

« All CCHP participating providers who routinely sees CCHP Medicare
SNP members must receive training on the MOC initially and
annually thereatfter.

= [nitial training must be completed within 90 days from contract
execution date and annually thereatfter.

= Annual training is provided via live webinar and attestation
statement must be completed within 90 days from the live
webinar.



I \\/hat is SNP Model of Care?

« Special Needs Plans are specialized Medicare Advantage plans for
beneficiary with special circumstances. A SNP can be one of 3 types:

= Chronic SNP (C-SNP) for members with severe or disabling chronic
conditions.

= [nstitutional SNP (I-SNP) for members requiring an institutional level
of care or equivalent living in the community.

= Dual-Eligible SNP (D-SNP) for members eligible for Medicare and
Medicaid.

* Model of Care is a comprehensive plan for delivering integrated care
management program for special needs member.

It is the architecture for promoting quality, integrating benefits,
coordination of care, and operation processes.



I CCHP offers a Dual Eligible SNP (D-SNP)

e CCHP offers a D-SNP named “CCHP Senior Select
Program (HMO SNP)”

= Enrollees must have Medicare and Medicaid benefits

= Offered in San Francisco
= Enrollees in this D-SNP are responsible for $0 for

covered medical services



I D-SNP Benefits at CCHP

« CCHP offers specific benefits plans that meet the unique

needs of our population which may include:

= Walk in services at our Member Services

= Medication Therapy Management

= Disease management services

= Non-emergency transportation services

= Holistic and complementary health services

=  Community partnerships — Chinese Community Health Resource
Center (CCHRC)

= QOver-the-counter allowance

= Flex card benefits



- D-SNP Model of Care

« Written documentation that describes the care management
process and operations

» Required by Centers for Medicare and Medicaid Services
(CMS)

« Must be NCQA accredited and renewal depends on scoring,
ranges from every one (1) to three (3) years

* CCHP received three (3) years approval in 2022

* There are four (4) Model of Care Domains and fifteen (15)
Elements



SNP MOC: 4 Domains, 15 Elements

DOMAIN 1: Description of the SNP Population
Element A. Description of Overall SNP Population
Element B. Sub-Population: Most Vulnerable Beneficiaries

DOMAIN 2: Care Coordination
Element A. SNP Staff Structure
Element B. Health Risk Assessment Tool
Element C. Face-to-Face Encounter (F2F)
Element D. Individualized Care Plan (ICP)
Element E. Interdisciplinary Care Team (ICT)
Element F. Care Transitions Protocols



SNP MOC: 4 Domains, 15 Elements (cont.)

DOMAIN 3: SNP Provider Network
Element A. Specialized Expertise

Element B. Use of Clinical Practice Guidelines and Care Transition
Protocols

Element C. MOC Training for the Provider Network

DOMAIN 4: Quality Measurement / Performance Improvement
Element A. MOC Quality Performance Improvement Plan

Element B. Measurable Goals and Health Outcomes for the MOC
Element C. Measuring Patience Experience of Care (Satisfaction)
Element D. Ongoing Performance Improvement Evaluation of the MOC
Element E. Dissemination of SNP Quality Performance Related to the MOC



I SN\NP MOC responds to our mission

Provide high-quality, affordable healthcare through
culturally competent and linguistically appropriate services

. CCHP provides services to:

Frail elderly

High health risk individuals

Low-income and low socioeconomic population

Individuals with multiple chronic and acute health problems

Individuals with or at risk of medication and treatment plan non compliance
Individuals that lack family support

Limited English literacy individuals

Individuals with barriers to access community resources and support
Strive for quality outcomes

Support PCPs plan of care

Educate, guide, and support individuals to health and community resources



- SNP MOC Goals

= Improve access to care

= Improve transitions of care to reduce unnecessary ED and hospital
admissions

= Improve coordination of care through a single point of contact
= Improve access to preventive health services

= Improve appropriate utilization of services

= Improve quality scores

= Improve member satisfaction with providers and the plan

= Improve health outcomes



- Description of the SNP Population

CCHP currently has 3,748 SNP beneficiaries in San Francisco.

* 96.6% of the SNP Population are Chinese
« 25-101+ years old is the age range of this population

* 64.9% of beneficiaries are between the ages of 65-80 years
old

 55.2% beneficiaries are women, 44.8% are men



- What is Care Coordination?

* Facilitates effective use of resources to reduce the overall cost of care
with overall goal of improved health outcomes

* Provides a single point of contact for the member across the continuum
of care

« Coordination staff include registered nurses, social workers, and non-
clinical coordinators

« Work collaboratively with the member, family/significant others, and
providers of health care to implement a plan of care which meets the
individual's needs



I \Vhat are Care Coordination Activities?

« Performs an assessment to Encourages preventive care

identify individual health - Post Discharge planning
needs | - Reviews and educates on
« Develops a comprehensive medication regimen
iIndividualized care plan (ICP) .
- |  Assists member to access
 Identifies barriers to goals and community resources,
strategies to address Medicare, Medicaid benefits
* Provides personalized - Assists caregiver when
education for optimal wellness member is unable to participate



- Health Risk Assessment

CMS reqgulation requires a Health Risk Assessment (HRA) is
conducted for each member enrolled in SNP

% CCHP administers a health risk assessment (HRA) to all SNP
members.

» Self-reported survey includes questions on medical, psychosocial,
cognitive, functional and mental health.

»» Consistent with CMS HRA regulation, CCHP updated HRA in 2024 to
include questions regarding housing stability, food security, and access
to transportation.

Initial HRA sent upon effective enrollment.
Annual reassessment sent upon 365 days of last HRA.

Telephonic outreach is conducted if no HRA is returned within 1
month of mailing date.

HRA provides the basis for the development of the plan of care.

Care Coordinators will review HRA and may contact member for
follow up.
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HRA Sample

m @ ccHr

MEMBER HEALTH SURVEY
RN A R AT

Member Marme:
CCHP ID #

1 Whatis yeour prefermed language? #2805 RS B 48T

]

CCHP

Health Plan

Do you need help with any of these actions? (Please check all that apply)
RS RERETH FROEE? (W8 FTeE MEE)

O Engish %K O Spanish BEFH
O Cantonese it %5 O Other, please specify 24, MWEEE:
O Mandarin #1858

2 Whatis your ethnicty? SRS

O Adrican American JE G5 LA O Korean ML

0O Caucasian .4 O Mathve American or American Indian
O Chinese & A, BHRTEEMREPNE L

O Filipine i A, O Vietnamese BRI

O Hispanic o Latine HEFEHLTE O Other, please specify 2/, WIEH:

3 Ingeneral, you would say your health &: — 8RS, SriE S8 B SRR E?

O Taking a bathor o GuﬁEﬂ:: tovistfamly O Shopping/getting food B8
shower # BEE or AR
O Eafing S# o ?E.‘:ﬁuﬁ;m. ofl' x O Washing dishes or chothes
DO Using the tolet Ml - R
O Getting Dressad B2 TR B ) O Writing checks or kesping
FER O Getting out of bed or frack of maney
O Walking 47 chair BT Wiia®
O Going up stairs O Using the phone 01 Brushing tecth, i
i 7] R shaving BT M. BIR
O Making meals or .
kg 0 Donghouse, yardmerk 0 None A (4L LMD
Ga Are you getting all the help you need with these actions abowe?

R LR e E AT e

O Excellent =T O Far i#aTkl
0O Good §F O Poor 2

4 When was the last fime you saw your primany care doctor? 5 | Mokt BB B 7E RS B

O Yes ¥ O No## O | do not need help 8 FMERS
Can you live safely and move easiy around in your home?
ENRTE R PR R R A T

O Yes & O No F &

O Less than & months ago <@ 8 M
O 8-12 months ago 5+ _@ 50
O More than 1 year ago Slf—F 5

What is your living situation today?" BRI B 0 0008 51N 35 i 2

What health conditions do you have or have you had in the past?
5 (Flease check all that appiy]
EFFERRABE TFEN —BERT (FERFTHRGHEE)

O Chronic chstnective pulmonary O High blood pressure & 8
disease BN O High cholesterol & B

O Chronic pain 5568 E# £ O HWAIDS 5w

O Congestive heart failure 4538 O Kidney dialysis BiE6 (8

O DCementia 7 OO Obesity [ERE

O Depression fhfsE O Parkinson's disease i #5
O Diabetes MFEH O Stroke B E

O Heart disease @M O Mone #3#

O Hepatitis 7

O | hawe a steady place to fve. O | have a place to live today, but |
ENARRESN am wormied about bosing it in the
furture.
BE5FEHRTERN, ERN0HF
PURRLEE
O | do not have a steady place to live || am temporarily staying with others, in a haotel, in
a shelter, Iving outside on the street, on a beach, in a car, abandoned building, bus or
frain station, or in a park) ERETEEEN (ENYEALEAES. BW. . §
THUTEN. MM PON. REEEER. SR

Do you have family members or others willing and able to help you when you nesd it?
TEMENES,, RTINS EE R R

O Yes ¥ O No#@#

Do you ever think youwr caregiver has 3 hard time giving you all the help you need?
R RERLE RN RELEREERENEH?

O Yes O No#@#®

[Few. 2004 EMICH

Fagzlafd .

B 7w eneck

FageZofd .



I Face-to-Face Encounter

CMS regulation requires require that all SNPs must provide for
face-to-face encounters for the delivery of health care, care
management or care coordination services as feasible on at
least an annual basis

 The Care Coordination team may engage with the member
In-person where possible and feasible and/or collaborate with
a provider for the in-person contact such as a contracted
home health, case manager, facility/office provider,
community health worker

« May work with various providers or entities to coordinate the
member’s needs

* When in-person engagement is not available or appropriate
such as when the member refuses, CCHP may utilize
alternative communication methods such as telemedicine
platforms, telephonic outreach, or mail to supplement the
member contact



I Development of Individualized Care Plans (ICP)

CMS regulation requires an individualized care plan (ICP) is
developed for each member enrolled in SNP

 HRA responses used to develop/update the ICP

« Data such as claims and labs is used to develop the
member’s ICP when no HRA response is received

« ICP is maintained and stored to assure access by all care
providers and meet HIPAA and professional standards

* |CP may include the following:
= Member’s health care preferences

» (Goals and objectives and targets with detailed tasks
and self-management plans

=+ Interventions and services tailored to member’s
unigue and individual needs

» Documentation if time-bound goals met or not met

. Utlllze evidence-based guidelines such as InterQual Care
Guidelines



I (ndividualized Care Plan Goals Model

ICP goals based on the SMART Measurable Goal Model:
1. Specific — Exactly what is to be learned/accomplished by the
member.

2. Measurable — A quantifiable goal and specific result that can be
captured reported and documented in the ICP.

3. Attainable — Goal is achievable by the member.
Relevant — Goal is clearly linked to health status.

5. Time-Bound — The deadline or time period to motivate and evaluate
IS specific in terms of specific date, number of days/weeks/months or
calendar year.

P



I |ndividualized Care Plan...cont.

* |ICP developed addresses HRA responses and member
preventive care gaps.

 Members that do not respond to the HRA will receive an ICP
based in part of claims or encounter data.

« ICP is documented in the care management tool and
updated when a member’s health status changes or at
minimum annually.

« ICP updates and changes are communicated to the
member, caregiver(s) and provider(s).



CCHP
NAERRHE
. IE'G?EHHFE’JEEE{J:FRE#EEIH: 11/09/2020)
R 11/09/202 «  Twill take diabetic madications if it iz praseribad
R e W You reported that vou have Diabetes. - g ﬁﬁiﬁﬁﬁgﬁa’;ﬁ% ek +  I'will see an endocrmelogist if recommended by my
HEERERN: What is Diabetes? IR AR doctor (Last Visit: Data Not Available)
SR s R S SN, fF | Disbetes is usually a chronic and lifelong disease. Diabetes C MEFEBEEE REE NN - Iwill do home blood sugar monitoring and keep
ﬁﬁw&iﬂiﬂﬁ&ﬁ&’]ﬂ&#.a Eﬁﬂ:# happens when there 1= not enough msulin m your bedy. Bt {Ifhﬂ#ﬂfﬁﬁ W EED records
R FIEERE S kA . AW & | Insulin is made by the pancreas. Food is broken down into - BEEFHLEASTEESE +  Twill know what my blood sugar goal i= after my next
MOHE S (GluCDSE). ﬂ.ﬂ‘##{ﬁﬁﬁ sugar (glucose) durng digestion. Insulin changes sugar and - BEFEESESE, e doctor's appointment
?ﬂﬁﬁﬁﬁﬁiﬁr%&'}ﬁti- yﬂ%ﬂﬁ;lﬂﬁ starches into energy that you need throughout the day. M$HE SR - Twill know what my target blood pressure range is
MRS E, WMEEMEEMENNE. Eil | Without enough insulin_ glncose builds up in your blood. . ET-RERBEE RemEmm after my next doctor's appeintment
BAZRHE R RE, MEERMATH | When the level of slucose becomes too high, it spills into L i . TIrecently completed my HbAlr fast (Last Test: 5.70
. BRG] SEE N AR, 10 | the wine Disbetes can cause serious health problems, such . ﬁﬁl_mﬁi_]’mﬁmﬂfmlcﬁla 05/04/2020) o
LEE. W R MR as heart, kidney, eye, or nerve damage. (B E - 5. - Twill get my cholesterol blood test by06/07/2021
HREIR What are he symptoms? . %%ﬁ‘*é’ff%%’émmma T St
- iz Being very thirsty a -
- R RERN i Lmhgald . iﬂﬂg%ﬁmﬁﬁﬂlﬂ‘lﬂlm@!aﬁ. . ?;EEOTWEﬁVthﬂUWEightgoalisahumy
| # 1 [ Losmg wightwabort i e . pext docor's appoininent
ve - . + Iwill check and examime my feet dail
R e ; Bmyvhen L BT REAELES, REMERD " e
. ENGERER | Home i HEARRIE
L OB - Faeling very fired . ﬂ'&ﬁﬁlﬁﬂéﬂﬁliﬁ&ﬁ
- R ERERE A AU A +  Losing feeling or having tingling in your feet
FMEERE What should I do?
HrREnEERE. BEENEECE The following are your recommended goals, unless different
A gnalshm'ehemgnenw)'cubywmducw
- FEARHEM) IR, i dUEE AT My HbAle test will mamtain under 7% ora
EHbAlcHMRET % L FETETR S personalized goal my doctor set for me and averd low
g-ﬂaiﬁia‘j BEREA, Edefn blood sugar over the next year
. E*Kg@iw T . i?'li:i:;ﬂubehe:lthyandﬁuﬁommfmmmw
B Rk e e B =
- M kidney function will i the
. ERRR TN, RENOSEAE | mcovehenenyen
PSRRI « My cwrent cholesterel levels will improve or stay the
- EREMFEA, RHWAREREE same over the next year
FiE R AR RTRIR + My blood pressure will be under 130/80 mmHg at
- FERERERN, BROEEE every doctor's visit
?ﬁﬂgﬁ?lﬂl!ﬁﬂ'ﬁ%ﬁﬂﬂfﬁﬂ - Mywu'ghwi]ll:einahealﬂiymgeora
TR ) E T, T T personalized goal set by my doctor over the next year
g%iﬁ. B AREENEELRE

The following actions will help you and vour doctor develop
" " g 2 plan to prevent or reduce your chances of serious bealth
B e e B |

: »  Iwill make sure I see my doctor regularly (Last Visit:




o CCHP

I |CP Distribution

e |CP are communicated u P S S u
via mail, fax, and secure
email.

 Providers are asked to -
sign and return the o
Physician Care Plan ST
Signhature Statement to
Care Coordination
department. .

445 Grant Ave. Sute 700
San Franciseo, CA 94103
FA™ (628) 228-3436

I, Dw. X300 | hereby agree with CCHP on the care plan created for my patient below:

{Please retwn this completed



B (nterdisciplinary Care Team (ICT) and Staffing

« Participants of the ICT may include, but not limited to:

= Member/ Designated representative. Provides input on health care
preferences and plan of care.

= Primary Care Provider. Acts as the member’s gatekeeper. Works closely
with the member to identify needs and ensure timely access to quality care.

= Chief Medical Officer. Responsible for administrative performance
compliance and care delivery services to ensure high quality of care for all
beneficiaries

= Care Coordination Manager. Oversees the day to day operations of the
care coordination team.

= Care Coordination Nurses. Contact communicate and coordinate care;
post-discharge, disease and case management and health education.

= Medical Social Workers. Address psychosocial issues access to low or no
cost community resources, housing programs, appointments with network
and out of network providers.

= MTM Pharmacist. Address medication issues or concerns and refer to
MTM program for medication review if deemed eligible.



I (nterdisciplinary Care Team (ICT)

* |ICT composition is determined by member’s needs.

* Provider and member participation in the ICT can
better help address member’s needs and achieve the
plan of care.

« |ICT may provide input and evaluate member’s plan of
care.

 CCHP holds ICT meetings regularly with clinical staff.



I Transition of Care

Care transitions occur when a member moves from one health care

provider or setting to another; for example, member was admitted

to hospital and discharge to home, acute rehab, or skilled nursing

facility.

 The member’s plan of care is updated in the event of a health
status changes or care transition.

* Primary care providers are notified when their patient has a
transition of care.

« Our clinical staff will assist members to ensure appropriate
follow up care is arranged after a transition of care.



B N\ etwork Providers

* Incorporate relevant clinical information in the member’s plan of care
* Follow transition of care protocols
« Utilize evidence-based care guidelines

* Annually review delegated group utilization decisions and member
appeals process

* Review patient medication profiles in Medication Therapy Management
(MTM) Program

« Contribute to improve the STAR and HEDIS outcomes reporting

» Help improve member experience through CAHPS and HOS data
collection

« May participate in the Quality Improvement (Ql) committee quarterly
meeting



I Role of the Provider

* Plays an integral part of the care team

« Encourage member to work with CCHP’s care
coordination team

 Take calls from the member’s Care Coordinator

* Collaborate with the member’s Care Coordinator to
address needs

* Review the member’s plan of care and send back the care
plan attestation

« Participate in the ICT
« Complete the annual MOC training



Provider Dementia Care Aware Training

Per DHCS- MOC 3c Factor 1A- Providers are encourage to
complete training on initial screening and comprehensive
assessment for dementia.

The California Senate Bill 48 established an annual cognitive health

assessment as a Medi-Cal benefit for beneficiaries age 65 and older
If they are otherwise ineligible for a similar assessment as part of the
Medicare Annual Wellness Visit.

Providers can receive payment for this Medi-Cal benefit if providers
complete cognitive assessment training approved by DHCS using
validated tools recommended by DHCS.

Dementia Care Aware training in the link below:
https://www.dementiacareaware.org/



https://www.dementiacareaware.org/

I\ OC Measurement

CCHP measures the effectiveness of its MOC by utilizing
standardized measures to monitor performance such as:

 Healthcare Effectiveness Data and Information Set
(HEDIS)

« Utilization measures (Admissions, ER visits, Length of
Stay)

 Member experience (CAHPS, HOS surveys)
« Member satisfaction with Care Coordination



Summary

« CCHP SNP MOC needs to be YOUR model on
managing care for your patients

* The model supports the mission of CCHP and its
business objectives

* You are key to improving our members health
outcomes



I Training Attestation

To finalize completion of this training module, please click on the link
below or scan the QR code to sign the attestation statement online.

| acknowledge that | have completed the 2024 SNP MOC
Provider Training.

Link to the SNP-MOC Attestation: QR Code for the Attestation:

https://forms.office.com/r/NKbs5EJxby



https://forms.office.com/r/NKbs5EJxby

Contacts and information

General Mailbox:
For Care Coordination needs:

« Care.management@cchphealthplan.com
For Provider needs:

* Provider.relations@cchphealthplan.com



References

« Centers for Medicare and Medicaid (2014). Medicare Managed Care
Manual - Chapter 5 (https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/mc86c05.pdf)

» Centers for Medicare and Medicaid (2023). Medicare Managed Care
Manual - Chapter 16B (https://www.cms.gov/files/document/r129mcm.pdf)

« CMS Special Needs Plans (https://www.cms.gov/Medicare/Health-
Plans/SpecialNeedsPlans)

e CCHP SNP MOC
e CCHP Policies and Procedures



THANK

CCHP

Health Plan
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