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MOC 1 - Description of the SNP Population (General Population)

Element A: Description of the Overall SNP Program

The identification and comprehensive description of the SNP-specific population is an integral
component of the MOC because all of the other elements depend on the firm foundation of a
comprehensive population description. The organization must provide information about its
local target population in the service areas covered under the contract. Information about
national population statistics is insufficient. It must provide an overview that fully addresses
the full continuum of care of current and potential SNP beneficiaries, including end-of-life
needs and considerations, if relevant to the target population served by the SNP. The
description of the SNP population must include, but not be limited to, the following:

Clear documentation of how the health plan staff determines or will determine, verify, and
track eligibility of SNP beneficiaries.

Alterwood Advantage Dual Plan offers services to a targeted population, which includes fully
dual-eligible beneficiaries that meet the following criteria:

» Qualify for Medicaid with subsidy level as a Full Benefit Dual Eligible (FBDE) or Qualified
Medicare Beneficiary (QMB); or, Qualify as a Specified Low-Income Medicare
Beneficiary

» Are entitled to Medicare Part A and are enrolled in Medicare Part B.

» Permanently reside in the counties within the CMS approved service area for Alterwood
Advantage Dual Plan in Maryland which include Anne Arundel, Baltimore, Baltimore
City, Caroline, Carroll, Cecil, Charles, Dorchester, Howard, Harford, Kent, Montgomery,
Prince George'’s, Queen Anne’s and Talbot.

» Are a United States (U.S.) citizen or a legal resident for at least five years.

Member identification eligibility requirements for the Dual Plan:

The Dual plan is intended to meet the needs of beneficiaries who receive certain Medicaid
benefits. In order to be eligible for this plan the beneficiary must be eligible for Medicare and
for Medicaid.

The following Medicaid beneficiary categories are eligible based on benefit plan:
» Full Benefit Dual Eligible (FBDE)
» Qualified Medicare Beneficiary (QMB)
» Specified Low Income Medicare Beneficiary (SLMB)

Alterwood Advantage Dual Plan’s Enrollment department is responsible for accepting
enrollment applications and information from potential members. The Enrollment Department
follows the Centers for Medicare & Medicaid Services (CMS) compliant policies and procedures
(P&Ps) which outline detailed enrollment verification and eligibility tracking procedures for the
enrollees in this SNP.
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Alterwood Advantage Dual Plan’s Enrollment Department accepts enrollment requests from
eligible members through the following options:

» In-person: Dual eligible members may request a face-to-face visit with a licensed sales
agent to learn more about this SNP product and/or to enroll in the program.

» Telephonic enrollment: Dual eligible members may contact Alterwood Advantage Dual
Plan’s Telephonic Sales Department to enroll via telephone between the hours of 8:00
a.m. to 8:00 p.m., seven (7) days a week during October 1 through March 31 and 8:00
a.m. to 8:00 p.m., five (5) days a week April 1 through September 30. Telephonic
enrollment will be completed using online enrollment tool using a CMS-approved call
script on a recorded line.

» By mail: Dual eligible members may contact Alterwood Advantage Dual Plan Sales
Department at the above number to request a sales and enrollment kit. Members may
complete the CMS-approved enrollment form and return it to Alterwood Advantage
Dual Plan for processing and data entry.

» Medicare.gov Website: Dual eligible members may complete the CMS-approved
enrollment form on the CMS online system and the Enrollment Department will
download the application for processing and data entry.

At the Alterwood Advantage Dual Plan, the Field Sales Agent/Broker conducts field marketing
activities including in-home presentations to prospective members and presentations in
seminar settings at community centers and similar venues. Once a presentation attendee
expresses interest in our plan, the Field Sales Agent/Broker verifies the potential member’s
eligibility for the plan: enrollment in Medicare Parts A and B, residence within Alterwood
Advantage Dual Plan’s service area. Field Sales Agents/Brokers are state licensed and have
either America’s Health Insurance Plans (AHIP) or Gorman certification. They have expertise in
Alterwood Advantage Dual Plan’s D-SNP eligibility requirements and assist members in
understanding what is considered valid proof of eligibility, i.e., a Medicare card, a Medicaid
card, an award letter from the Social Security Administration, an award letter from the State of
Maryland for Medicaid, etc. In addition, at the time of the Sales appointment, for applicants
with full Medicaid benefits, the Field Sales Agent/Broker verifies Maryland eligibility in the State
of Maryland through the Broker Support Unit (BSU). The BSU has access to the Eligibility
Verification System (EVS) through the state of Maryland, which verifies Medicaid eligibility and
type of eligibility, such as Full Benefit Dual Eligible (FBDE) or Qualified Medicare Beneficiary
(QMB) or Specified Low Income Medicare Beneficiary (SLMB). These three eligibility types are
the only three that would qualify a member for the Alterwood Advantage, Dual Special Needs
Plans (D-SNPs). Activities of the Field Sales Agents/Brokers are monitored by the Sales
management team, who monitors Sales productivity and turn over, particularly rapid
disenrollment which could signify a need for re-training or other action. The Sales management
team, in conjunction with Compliance, also ensures that the Field Sales Agent/Broker conduct
their sales activities in compliance with the Medicare Improvements for Patients and Providers
Act (MIPPA) and other CMS regulations.




In order to demonstrate proof of Medicare Part A and B entitlement, the applicant must be able
to provide their name, Medicare number, Part A entitlement date, and Part B entitlement date
as it appears in the MARXx system (which the Enrollment Department uses to verify Medicare
eligibility). When being assisted by an agent, the beneficiary can do this by showing one of the
following: 1) a copy of their Medicare card, 2) Social Security Administration (SSA) award
notice, 3) a Railroad Retirement Board (RRB) letter of verification; or 4) a statement from SSA or
RRB verifying the individual’s entitlement to Medicare Part A and enrollment in Part B.

Alterwood Advantage Dual Plan will limit enroliment to individuals who meet the specified
Medicaid eligibility requirements, either SLMB, QMB, or FBDE. In addition to the eligibility
requirements as set forth by CMS in Chapter 2 of the MMCM applicable to the target
population. Before processing an enrollment into Alterwood Advantage Dual Plan D-SNP, the
Enrollment Department will confirm Medicaid eligibility by using the State of Maryland
eligibility verification system (EVS). If the Enroliment Department is unable to verify dual
eligibility using EVS, then Alterwood Advantage Dual Plan’s acceptable proof of Medicaid
eligibility will be a letter from the state agency that confirms entitlement to Medical Assistance.

New enrollments are processed within seven (7) calendar days of receipt of the completed
enrollment request. Once the Enrollment Department has completed initial verification and
deems the application complete, a Batch Eligibility Query (BEQ) is sent.

Daily enrollment files are transmitted to CMS, and the associated enrollment responses are
received in the Daily Transaction Reply Report (TRR). The Alterwood Advantage Dual Plan
Enroliment Department processes these reports and takes appropriate actions to complete the
enrollment, resolving rejections and correcting errors. The corresponding confirmation of
enrollment letters are triggered from the TRR for printing and mailing.

Once the Enrollment Department has received the confirmation of enroliment from CMS, all
membership data will be transmitted to the Alterwood Advantage Dual Plan’s systems utilized
by the Claims, Health Management and Member Services Departments. This data is utilized by
administrative and clinical staff to ensure eligibility and provide services to the newly enrolled
members. Daily, a Health Insurance Portability and Accountability Act (HIPAA) standard
transaction is sent to first tier and downstream vendors providing additional benefits and
services.

Alterwood Advantage Dual Plan will process the Monthly Membership Report (MMR) to
reconcile payments related to Alterwood Advantage Dual Plan’s membership.

The Alterwood Advantage Dual Plan Enrollment Department understands that the Low-Income
Subsidy (LIS) or any other Medicaid status flag in CMS’ systems are not acceptable evidence for
an enrollee’s initial or ongoing Medicaid eligibility verification for the purposes of determining
D-SNP eligibility. The Plan will verify continuing D-SNP eligibility at least once a year as per the
State of Maryland regulation, COMAR 10.09.24.03-3C(4)(a).




Alterwood Advantage Dual Plan’s Medicare Enrollment polices are reviewed no less than
annually by the Enrollment Department and the Compliance & Regulatory Committee and are
updated as required by CMS. Alterwood Advantage Dual Plan’s Security and Privacy Policy
ensures the appropriate handling of protected health information (PHI).

» A detailed profile of the medical, social, cognitive, environmental, living conditions, and

>

comorbidities associated with the SNP population in the plan’s geographic service area.

Identification and description of the health conditions impacting SNP beneficiary’s, including
specific information about other characteristics that affect health such as, population
demographics (e.g. average age, gender, ethnicity, and potential health disparities
associated with specific groups such as: language barriers, deficits in health literacy, poor
socioeconomic status, cultural beliefs/barriers, caregiver considerations, other).

The D-SNP specific target populations of the Alterwood Advantage Dual Plan Dual Plans include:
(1) Full Benefit Dual Eligible Beneficiaries (FBDE) and Qualified Medicare Beneficiaries (QMB), or
(2) Specified Low Income Medicare Beneficiaries SLMB) Medicaid. D-SNP enrollment is
voluntary and provides the beneficiaries specialized services based on its population needs.

According to the most recent Medicare-Medicaid Enrollee Information Maryland, 2011 from
the Center of Medicare & Medicaid Services http://www.cms.qgov/Medicare-Medicaid-
Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-
Office/StateProfiles.html this subgroup of the Maryland dual population makes up
approximately 15% of the Maryland Medicare population and 28% of total Medicare
expenditures:

Figure 1. Total Medicare, Medicaid, and Medicare-Medicaid Dually Enrolled Populations’

Medicare-Medicaid Enrollees Medicare-Medicaid Expenditures
(127,209) ($4.615 B)

Medicare Medicaid Medicare Medicaid

Enrollees Enrollees Expenditures xpenditures
(857,852) (1.142 M) ($9.676 B) ($7.258 B)

According to the Data Analysis Brief: Medicare-Medicaid Dual enrollment 2006-2019 from the
Center for Medicare and Medicaid Coordination Office from November 2020
http://www.cms.gov/files/document/medicaremedicaiddualenrollmenteverenrolledtrendsdata
brief.pdf the Dually eligible beneficiaries continues to grow nationwide, with 59.4% of the
enrollees being female , 48% from a minority race/ethic group and 38% younger than age 65.
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In Maryland, approximately two thirds (62%) of the Dual Medicare/Medicaiis female. Fifty-five
percent (55%) are over the age of 65 (See Below).

Sex of MD Dual Beneficiaries, 2011

Age of MD Dual Beneficiaries, 2011

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html|

The figure below represents the racial makeup of Duals in Maryland. Whites and African
Americans each represent 45% of dual beneficiaries. Hispanic/Latino Marylanders make up just
under 4% of Duals and Asians represent over 6% of beneficiaries.



http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html
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Race of Dual Beneficiaries, 2011
S0.0% 45.73%

ggggg

A5 [ 42.2%

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html|

The dual-eligible beneficiaries have a much higher prevalence of multiple chronic conditions.
According to CMS Medicare-Medicaid Enrollee State Profile data in Maryland, “the full benefit
duals were nearly 2.3 times more likely than Medicare-only beneficiaries to have 5 or more
chronic conditions” http.//www.cms.qov/Medicare-Medicaid-Coordination/Medicare-and-
Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html.

There tends to be a higher rate of heart disease, diabetes, depression, congestive heart failure
(CHF), arthritis, and respiratory disease, including chronic obstructive pulmonary disease
(COPD) among the dual population. In addition, there are higher rates of modifiable risk factors
including smoking, substance use disorders, and obesity. These chronic and modifiable factors
present another opportunity for our dual health plan to engage the beneficiary and
subsequently improve their care through meaningful interventions. The figure below
represents the health condition categories for Duals in Maryland compared the beneficiaries
with only Medicare or Medicaid.

In addition, there are higher rate of modifiable risk factors including smoking, substance abuse,
and obesity. These individual are also more likely to have challenges with the Social
Determinants of Health such as home and food insecurity.



http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html

Orabetes, ESRO, & 46% Bl Medicare-Medicaid
Other Endocrine/Renal | | T33%
D Madicaid—Only with Disability
Heart DiseasaFallure 3@%
& Oither Cardiovascul
Arcovasedan | ] 32% D Medicare-Only
39%
PaychiatricMental Health
IS In the State of Maryland, in 2011,
34% ameong Medicare-Medicaid FFS en-
et Oveoporce | [I— nong
& Other Joint-reiated | | 1 30% rollees:
* 22% & 46% had diabetes, ESRD, or
Hearing & Visual Imgalrment I 1 ] 31% another endocrine or renal
disorder;
20%
Aathma & COPD 111% & 39% had a psychiatric (i.e.,

mental health) disorder; and

19%
Alzheimers & Dementa m e 39% had heart disease/failure or

another cardiovascular disorder.
oot Congions Asocres | [N 1%

with Physical Disabilly | | i

Cancer [BM!EJ. Colorectal, 5%3{1%
Endometrial. Lung, Frostate) 9%
T
Imtellectual/Developreental Disability Toa

0% 10% 20r% 0% 40% 50%

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-Office/StateProfiles.html|

Dual-eligible beneficiaries over 65 are more likely to need the Alterwood Advantage Dual Plan’s
assistance with multiple ADLs (activities of daily living) due to worsening chronic disease and
disabilities such as depression; different types of cancer; diabetes, renal, lung, heart and
vascular diseases, specifically CHF and COPD. Dual-eligible elderly tend to be in worse health
than non-duals on all chronic disease and disability measures and are more likely to have a
mental illness or Alzheimer’s disease. Since many are living at, or near, poverty levels they are
more likely to be home bound, be socially isolated, have poor nutrition, require more social
supports and be at risk of institutional level of care. Dual-eligibles constitute 15% of the
Medicare beneficiaries 28% of total Medicare spending. Forty-five percent (45%) of the Duals
have aged in and fifty-three percent (53%) are disabled as part of the disabled Medicaid
beneficiaries’ populations. At least three times as many Full Benefit Medicare-Medicaid
enrollees originally became eligible for Medicare because of a disability compared to the
Medicare-only (Medicare with no Medicaid coverage) population.

D-SNP: What are the unique health needs for beneficiaries enrolled in a D-SNP? Include
limitations and barriers that pose potential challenges for these D-SNP beneficiaries.

As mentioned above, the Dual-eligible beneficiaries over 65 are more likely to need Alterwood
Advantage Dual Plan assistance with multiple ADLs (activities of daily living) due to worsening
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chronic disease and disabilities such as depression; different types of cancer; diabetes, renal,
lung, heart and vascular diseases, specifically CHF and COPD. Dual-eligible elderly individuals
tend to be in worse health than non-duals on all chronic disease and disability measures and
are more likely to have a mental illness or Alzheimer’s disease. Since many are living at or near
poverty levels, they are more likely to be home bound, be socially isolated, have poor nutrition,
require more social supports and be at risk of institutional level of care.

Sufficient data is not currently available to quantify the barriers of the D-SNP population in
Maryland in terms of health literacy and cultural beliefs. Knowing about a beneficiary’s culture
and language is key in determining how health literate the beneficiary is in each situation. Low
health literacy, cultural barriers and limited English proficiency have been coined “the triple
threat” to effective health communication by the Joint Commission (Schyve, 2007). As such, our
health plan recognizes the importance that beneficiaries understand health conditions, disease
processes, and interventions in order to self-manage their health. Our aim is to identify
beneficiary preferences, gaps in care, at-risk areas, and knowledge deficits in self-management.
Our care management team will adapt communication approaches to meet the individual
needs of the D-SNP population.

The Alterwood Advantage Dual Plan understands the potential challenges of the coordination
of benefits between Medicare and Medicaid. Beneficiaries may be confused when transitioned
from one care setting to another, such as from the acute setting to a nursing facility, and the
shift in program coverage and requirements (Health Affairs, 2011). Members of the Alterwood
Management Executive Staff have experience in running a Medicaid MCO offering for the State
of Maryland. Thus, bring the experience of managing Medicaid MCO beneficiaries with
complex needs and have found that care coordination is essential in minimizing health risks and
ensuring proper care of this population. Identification of beneficiary needs, and preferences is
necessary to facilitate care coordination with different providers who are treating the same
patient, including end-of-life needs and considerations. Sharing information with providers will
reduce the risk of medication interactions, avoid duplication of services, and avert unnecessary
hospitalizations.

There is a dichotomy of the costly beneficiaries across two disparate federal programs in that
they are in contrasting community care settings. The beneficiaries most costly to Medicaid are
those who are institutionalized. Those most costly to Medicare are those using extensive acute
care services due to chronic conditions. Thus, efforts to improve care coordination for high-cost
dually eligible beneficiaries might be directed at nursing homes, while care coordination for
high-cost Medicare beneficiaries might be better focused on keeping patients healthier and out
of the hospital.

Element B: Most Vulnerable Beneficiaries

As a SNP, you must include a complete description of the specially-tailored services for
beneficiaries considered especially vulnerable using specific terms and details (e.g., members
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with multiple hospital admissions within three months, “medication spending above
$4,000”). The description must differentiate between the general SNP population and that of
the most vulnerable members, as well as detail additional benefits above and beyond those
available to general SNP members. Other information specific to the description of the most
vulnerable beneficiaries must include, but not be limited to, the following:

A description of the internal health plan procedures for identifying the most vulnerable
beneficiaries within the SNP.

Dual-eligible elderly live at, or near, poverty levels, and therefore are more likely to be home
bound, be socially isolated, have poor nutrition, require more social supports and be at risk of
institutional level of care. These social factors contribute to the complexity of impacting clinical
outcomes for chronic conditions with this subpopulation. The most prevalent chronic diagnoses
among this vulnerable population are:

Diabetes

Heart disease

Lung disease

Mental illness or Alzheimer’s disease

YV VYV

In identifying this vulnerable population, there is specific focus on multiple domains including:
claims data; medical records data including but not limited to pharmacy claims and lab results;
beneficiary outreach, and assessments covering: medical, mental health, psychosocial,
functional, cognitive and nutritional needs. During assessment and re-assessment, our clinicians
will strive for cost savings by avoiding duplicative services and allowing the beneficiary to
remain in the least restrictive environment, for example-home versus nursing home.

Alterwood Advantage Dual Plan’s approach in identifying the most vulnerable beneficiaries
utilizes a comprehensive Health Risk Assessment Tool (HRAT) which gathers information
pertinent to a beneficiary’s overall health status, as well as identify health risks in the following
categories:

» Barriers: to meet the goals and /or comply with the individualized care plan

» Behavioral/Lifestyle: tobacco, alcohol and drug use; physical activity, nutrition, and oral
health

» Benefits/Coordination of Benefits: benefits available and level of understanding; work
status; disability

» Cognitive Status: educational level, understanding of health conditions, and ability to
follow self-management instructions regarding health; memory/thought processing
issues

» Communication: language, visual or hearing limitations, preference or needs
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» Cultural/Religious: complementary and alternative medicine utilized; any religious or
cultural needs, preferences or limitations that may impact healthcare and/or the
individualized care plan

» Functional Level: activities of daily living (ADLs), instrumental ADLs, history of falls;
elimination, pain and sleep issues; DME usage/needs

» Health Status/Clinical History: General health history, co-morbidities, allergies, and
treatment/surgical history

» Internal Health Management Process: member contact information; HIPAA
considerations; consent for engagement/participation; marital status; living
arrangement; Care Management status

» Life Planning: Healthcare power of attorney, advance directives, living will, life goals

» Preventative Health/Key Metrics: Sexual health, preventative screenings, and
immunizations

» Psychosocial/Mental Health Status: Coping status; depressions/stress/anger;
loneliness/risk for social isolation; family and social support

» Resources & Support: Caregiver resources/ level of involvement, external resources
utilized

» Safety: health and personal well-being issues: safety concerns

» Utilization/ Treatment: Inpatient and Emergency Department (ED) utilizations, PCP and
specialist utilization, current treatment plan and planned interventions

Regardless of opportunities identified, every dual eligible beneficiary is contacted to offer
health management services due to the population’s high vulnerability identified above. Once
engaged, those beneficiaries that can be located, and/or consent to health management
services, are engaged in the next steps for health management.

Beneficiaries who consent to health management services are further engaged to ensure they
have input into the health management opportunities/barriers identified for the ongoing care
plan agreement. Beneficiaries and the Health Manager also agree to the intensity of their care
management support. Beneficiaries are sent a copy of the agreed upon care plan. The
beneficiaries also agree to have their primary care physician (PCP) allow input into the care plan
by having the completed document available for review on the provider portal. The beneficiary
and/or health plan health manager agree to share this document for the PCP input. Sharing will
occur via U.S. mail, follow up input to or from the PCP via telephonic notes and/or during the
visit of the beneficiary with their PCP.

The intensity of health management contacts is based on the following definitions:

High Risk Members — Beneficiaries with high resource use and risk, including high frequency of
visits, more than 3 hospitalizations or ED visits within three months, treatments, multiple co-
morbid conditions, non-adherence with treatment, adults with special needs, and
polypharmacy. Note: Includes beneficiaries potentially at-risk or at-risk for misuse or abuse of
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frequently abused drugs (FADs). The Health Manager will collaborate with the Clinical
Pharmacist regarding the Drug Management Program.

Medium Risk Members — Beneficiaries with a moderate resource use and risk, and a
combination of the following: usually beneficiaries with limited number of co-morbidities
(typically 3 or less), 1-2 visits to the ED or inpatient hospitalization within previous 90 days, and
limited number of gaps in care.

Low Risk Members — Beneficiaries with a low resource use and risk, and a combination of the
following: usually individuals with 2 or less co-morbidities, less than 2 ED visits or inpatient
within the previous 90 days, and limited number or no gaps in care.

Alterwood Advantage Dual Plan manages chronic conditions such as Asthma, Diabetes and
Chronic Heart conditions taking a population-based approach to the clinical and quality
management of these conditions. This approach identifies individuals with chronic conditions,
and using disease-specific interventions, attempts to alter the course of the disease. Referrals
may be received from several sources: Alterwood Advantage Dual Plan staff, practitioners,
facility staff, vendors, or self-referral by a beneficiary or caregiver. The Health Management
team works collaboratively with other clinicians and licensed professionals at Alterwood
Advantage Dual Plan to improve disease state outcomes and maximize individual member
functioning.

All dual beneficiaries are referred to our Health Management program for assessment of their
needs. Program components include mailed educational materials, provider education on
evidence-based clinical guidelines, telephonic member education, and care coordination. The
clinical basis for our program was established by using both the State of Maryland and
Alterwood Advantage Dual Plan guidelines for chronic conditions.

A description of the relationship between the demographic characteristics of the most
vulnerable beneficiaries with their unique clinical requirements. Explain in detail how the
average age, gender, ethnicity, language barriers, deficits in health literacy, poor
socioeconomic status and other factor(s) affect the health outcomes of the most vulnerable
beneficiaries.

Dual-eligible beneficiaries are among the sickest and poorest individuals covered by Medicare
and Medicaid. The dual-eligible beneficiaries living in our service areas reflect national data
and have significant medical, behavioral health, and social service needs. Past research has
demonstrated that there is considerable diversity within the dual-eligible population in
Maryland. This diversity has important implications for these beneficiaries’ health spending
especially between our target population: FBDEs, QMBs, and SLMBs. About three-quarters of
dual-eligibles are “full duals” and entitled to all Medicaid benefits, including long-term care
services. In addition, Medicaid pays Medicare cost sharing for the FBDEs and QMBs. The
balance of dual-eligibles that are called partial duals such as SLMBs, do not receive Medicaid
benefits except for help with Medicare premiums. Dual-eligible beneficiaries are at greater risk
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for having more chronic conditions, mental illness, and impaired functional abilities putting
them at greater risk for nursing home admissions as well as an increased utilization of
emergency room, inpatient stays and readmissions. Within this dual population, there are
vulnerable subpopulations that require additional services. These include frail beneficiaries
having multiple, complex and/or chronic conditions, the disabled (both under 65 and over 65),
those with end stage illnesses such as cardiovascular and respiratory, and beneficiaries near the
end of life. Due to the specialized needs of this identified population, there is a need to
prioritize beneficiaries through stratification.

Dual-eligible beneficiaries who are under 65 tend to have a higher rate of serious physical,
behavioral, or mental illness and have more comorbidities, are socially isolated, and are more
likely to have difficulty with permanent housing, and higher rate of substance abuse. Language
barriers and deficits in health care knowledge of the beneficiary can be obstacles in providing
the best care possible. All these factors have an impact to the health outcomes of our D-SNP
population. Our multi-faceted clinical team (clinicians, special needs coordinators and social
workers) assesses these potential obstacles and uses tools and resources to adjust in these
situations. Alterwood Advantage Dual Plan has implemented special provisions to
accommodate the beneficiaries in their preferred communication method. Bilingual staff is
available and TTY services to better communicate with beneficiaries and caregivers. In
addition, Alterwood Advantage D-SNP members may be offered supplemental benefits which
are designed to meet the needs of and improve health outcomes for our vulnerable members.
The following is a brief description of some of these specialized benefits:

» Dental Services: Including but not limited to the following services: preventive care (such
as cleaning, routine dental exams, and dental x-rays), emergency care visits, including X-
rays, dentures, and oral surgery.

» Durable Medical Equipment: Including but not limited to such items as canes,
wheelchairs, walkers, commodes, special beds, and monitoring equipment.

» Medical/Surgical Supplies: Including but not limited to items such as urinary catheters,
wound dressings, glucose monitors, and diapers.

» Home Delivered Meals, post discharge: A value added benefit which includes preparing,
packaging, and delivering meals to member homes during critical transitions of care.

» Home Health: All home health care services, including durable medical equipment (DME)
associated with such services; part-time or intermittent skilled nursing care and home
health services; physical, occupational, and speech language therapy; and medical social
services.

» Transportation: Ambulance services for emergency and for non-emergent medical
reasons to doctor appointments by taxi or car transportation

» Vision Care Services: Including the professional services needed for the purpose of
diagnosing and treating all pathological conditions of the eye, including eye examinations,
vision training, prescriptions, and glasses and contact lenses.

» Over-the-Counter products allowance

» Preventive Services and Immunizations
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Due to the complexity of the population across multiple variables including demographic, social
and disease burden parameters, Alterwood Advantage Dual Plan places special emphasis on
supporting the beneficiaries in the highest risk category exhibiting impactable behaviors that
when changed, can support ongoing health and wellness.

The identification and description of the established partnerships with community
organizations that assist in identifying resources for the most vulnerable beneficiary’s,
including the process that is used to support continuity of community partnerships and
facilitate access to community services by the most vulnerable beneficiary’s and/or their
caregiver(s).

Alterwood Advantage Dual Plan established partnerships with various community organizations
that assist in identifying resources for the most vulnerable beneficiaries and/or their
caregiver(s). Working closely with community partners and local health departments, our team
can assist the vulnerable beneficiaries and/or their caregivers in accessing community services
and receiving additional support as needed. After identifying a service need, our team actively
solicits, in person or by telephone, a relationship with a service agency if one is not already
established. Alterwood Advantage Dual Plan provides the beneficiary and/or caregivers with
information including contact name and location. Appointment coordination and/or
transportation assistance is also available through Alterwood Advantage Dual Plan.

These established partnerships include, but are not limited to, the following agencies serving
adults and seniors:

Local health departments by county

Adult day services

Respite care

Residential care

Home delivered meals

Homemaker services

Adult companion services

Transportation

Health clinics

Women’s health

Men’s health

Substance Abuse

Mental health clinics

Domestic violence

Specialty health clinics (i.e., Asthma, HIV/AIDs)
Specialized medical and supplies and office equipment
Immunizations

Cognitive development centers

Senior community centers

Transitional support services

Family and caregiver training and education services

VVVVVVVVVVVVVVVYVVYYVYYYY
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If there is already an established relationship between a beneficiary/caregiver(s) with a
community resource or agency, the Alterwood Advantage Dual Plan team ensures that
relationship is maintained in order to facilitate continuity of care.

16




MOC 2 - Care Coordination

Care coordination helps ensure that SNP beneficiary’s healthcare needs, preferences for
health services and information sharing across healthcare staff and facilities are met over
time. Care coordination maximizes the use of effective, efficient, safe, and high-quality
patient services that ultimately lead to improved healthcare outcomes, including services
furnished outside the SNP’s provider network as well as the care coordination roles and
responsibilities overseen by the beneficiary’s caregiver(s). The following MOC sub-elements
are essential components to consider in the development of a comprehensive care
coordination program; no sub-element must be interpreted as being of greater importance
than any other.

Element A: SNP Staff Structure
Fully define the SNP staff roles and responsibilities across all health plan functions that
directly or indirectly affect the care coordination of beneficiaries enrolled in the SNP. This
includes, but is not limited to, identification and detailed explanation of:
Specific employed and/or contracted staff responsible for performing administrative
functions, such as: enrollment and eligibility verification, claims verification and processing,
other.
Employed and/or contracted staff that perform clinical functions, such as: direct beneficiary
care and education on self-management techniques, care coordination, pharmacy
consultation, behavioral health counseling, other.
Employed and/or contracted staff that performs administrative and clinical oversight
functions, such as: license and competency verification, data analyses to ensure appropriate
and timely healthcare services, utilization review, ensuring that providers use appropriate
clinical practice guidelines and integrate care transitions protocols.
Alterwood Health Management Company provides management services to Alterwood
Advantage Dual Plan. The Executive, Clinical, Quality, and Operational Leadership Structure is as
follows:

Alterwood Health

Management Companies | Employed/Contracted | Description
Senior Leadership

Oversight of all operational, financial, clinical, and

President/CEO Employed relational functions of all Alterwood Advantage
plans.
Oversight of clinical policy, training, and

Chief Medical Officer

MD Employed management responsibilities for external clinical

relationships.

Oversight Claims Configuration, Claims
Processing, Member Services, Enrollment,
Provider Network, Provider Credentialing, and
Appeals and Grievances.

Oversight of financial operations including,
Employed billing, financial reporting, analytics management
and bid planning.

Chief Operations Officer | Employed

Chief Financial Officer
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Chief Health and Quality
Officer

Employed

Responsible for all clinical operations, health
management, utilization management, pharmacy
and quality improvement functions.

Chief Marketing Officer

Employed

Oversight of marketing, sales, and external
affairs. Responsible for ensuring the training,
licensing, credentialing of sales team, the
development of required materials such as
Provider Directories, Summary of Benefits, and
Evidence of Coverage, websites, specialized
letters, brochures, posters, and the submission
and approval of all materials through CMS.

Chief Information Officer
(IT)

Employed

Responsible for all medical claim data
submission, CMS attestation reporting, CMS
payment report, Part C and Part D data and
Member Services and Claims performance
reporting based on contract and CMS standards.
Also, responsible to capture and reconcile all
CMS MMR and TRR files and fills role of Chief
Security Officer.

VP Business and
Regulatory Affairs

Enrollment, Claims
Administration, and

Member Service

Member Services

Employed

Employed/Contracted

Responsible for ensuring the Plan’s Federal and
statutory compliance, and compliance with
Alterwood Advantage policies and procedures.

Description

This role is responsible for the operational
components of the Member Services functions

M Employed including eligibility verification, claim inquiries,
anager benefit questions, new member verification calls,
appeals and grievance intake.
) This role is responsible for the for day-to-day
ﬁ/lppeals & Grievances Employed oversight for the correct and timely resolution of
anager all member and provider appeals and grievances.
Responsible for all the Membership Accounting
Member Enrollment Employed functions including enrollment/disenrollment
Manager processing, eligibility verification and CMS
enrollment file management (MMR and TRR).
Responsible for all new member enrollment
Member Fulfillment Contracted packet, ANOC/EQOC, other regulatory and/or
Management supplemental member information mailings
when applicable.
Responsible for claims adjudication. In addition,
they will perform EOB and EOP generation,
Claims Analyst Employed encounter submissions to CMS, suspected fraud,

waste and abuse reporting and subrogation
reporting. They will follow all current CMS and
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state guidelines in the accurate and timely
processing of claims.

Member Services
Representatives

Employed

Responsible for all Member Services functions,
including eligibility verification, claim inquiries,
benefit questions, new member verification calls,
appeals and grievance intake. Trained and
knowledgeable on benefits and who is eligible to
receive from both the Medicare and Medicaid
programs. Well-trained in giving members clear
explanation of benefits and claims, cost sharing
and coordination of benefits between Medicare
and Medicaid. Skilled in giving members clear
explanations of their rights to pursue grievances
and appeals under Medicare Advantage and/or
the state Medicaid program. Engages member
for initial and reassessment HRAs.

Network Development "
Empl D
and Maintenance mployed/Contracted escription

Provider Services
(Telephonic)
Representatives

Employed

Responsible for telephonic Provider Services
including eligibility verification, claim inquiries
and benefit questions. Member Services will be
well-trained and knowledgeable in all HIPAA and
federal and state compliance regulations and
trained to answer Medicare/Medicaid questions.

Provider Relations (Field
Based) Representatives

Employed

Communication and education will occur through
the Plan’s Provider Relations Representatives.
These professionals will be versed in covered
benefits under Medicare and Medicaid,
Medicaid/Medicare Coordination of Benefits
(COB) issues, and administrative processes under
both programs as part of their toolkit when they
visit or talk with network providers. These
subjects will also be covered in the Provider
Manual available in hard copy and/or on the
Provider website. They will also perform
contracting to supplement the existing network

Provider Credentialing
Specialists

Administrative Services

Analytics Management

Employed

Employed/Contracted

Employed

Responsible for all providers credentialing,
including initial credentialing and re-
credentialing. This role will also include regular
review of relevant provider bulletins and
monitoring any actions or sanctions against
contracted providers.

Description

Alterwood Advantage’s CFO is responsible to
perform all work ensuring the correct capture
and submission of HCCs.
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Preparation, completion and submission of

Actuary Management Contracted annual bids. CFO is responsible for the oversight
. , . The CFO is responsible to capture and report all
Financial Reporting Employed financial information and required NAIC.
, This role oversees the training of all DE
Operational Management Model of Care as well as ensurin
Effectiveness and Employed & &

Training Supervisor

Health Management and
Quality

Employed/Contracted

the auditing of all Health and Quality operational
areas.

Description

Medical Director
MD

Employed

Oversight of clinical policy, training, and
management responsibilities for external clinical
relationships.

Quality and STARs
Director

Employed

This role is responsible for direction and
oversight of the day-to-day quality activities of
the Plan and for the development and continuous
improvement of the SNP Model of Care. This
position also coordinates health education and
preventive care outreach campaigns related to
quality initiatives. Quality Improvement staff
have the responsibility of monitoring the goals
and key performance indicators for the SNP
Model of Care Program. He/She is also
responsible for the Health Services Model of Care
Program’s analysis, evaluations and works side-
by-side with the medical director in developing
new initiatives/programs.

Vice President of Medical
& Pharmacy
Management

Employed

Day-to-day oversight of all utilization and
pharmacy management activities of clinical and
non-clinical staff. Evaluation clinical performance
to metrics, analyzes deficiencies, and leads in
developing plans to address those deficiencies.

Health Operations
Manager

Employed

Day-to-day oversight of all care management
activities. Evaluates clinical performance to
metrics, analyzes deficiencies, leads in developing
plans to address deficiencies, supervises clinical
and non-clinical health management staff

Clinical Pharmacist -
Medicare

Employed

Provides oversight of the pharmacy benefit
program for the D-SNP in conjunction with the
CMO and the delegated PBM.
ALTERWOODAdvantage’s Clinical Pharmacist for
Medicare is an integral team member working
with PCPs, specialists and the member’s complex
Health Managers.
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Health Managers

Employed

This role is responsible for the day-to-day
management of care management activities for
the Plan, assessment, planning, facilitation and
advocacy for an individual’s health needs which
all play a role in the delivery of the SNP Model of
Care. There is a dedicated behavioral health
manager that supplement the health
management staff to ensure behavioral health
needs of each beneficiary are met.

Transitional Care
Coordinators/Discharge
Planner

Employed

This role is responsible for the day-to-day
management of beneficiaries experiencing
transitions of care. They actively engage the
beneficiary to ensure proper care transition
protocols are adhered to and for assisting the UM
RN and hospital staff in ensuring a smooth
transition at a lower level of care.

Special Needs
Coordinators/Social
Workers

Employed

Ensure that members are receiving access to
PCPs and specialty providers. Work with primary,
acute and specialty care providers on behalf of
the member. Participate in hospital discharge
planning. Participate in pre-admission hospital
planning for non-emergency hospitalizations.
Engage both the member and the family when
applicable. Refer to community services groups
for additional supports and services.

Utilization Management
RN

Employed

This role is responsible for the day-to-day
management of utilization management activities
for the Plan, such as prior authorization,
concurrent review, retrospective review, which
all play a role in the delivery of the SNP Model of
Care.

Health Operations
Coordinators

Employed

Clinical Operations Coordinators work in
conjunction with Health Managers to coordinate
health care services by facilitating, scheduling,
and arranging a variety of treatment and
services.

Quality Improvement RN

Employed

This role includes data collection and performing
or coordinating member outreach activities such
as mailings, newsletters and phone reminders for
preventive care or other key services related to
improvement initiatives. In addition, monitoring,
auditing and evaluation activities as outlined in
the Ql Work Plan, coordinates Ql projects and
supports the QI Program.
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The role supports the health manager in all
Employed aspects of outreach, ongoing management of
beneficiaries.

Health Manager
Assistant

Provide a copy of the SNP’s organizational chart that shows how staff responsibilities identified

in the MOC are coordinated with job titles.
Attachment A: The SNP’s Organizational Chart.
-

— Manager Credentialing — Credentialing Specialist

— Chief Marketing Officer

mal Manager Member Services Ll Mtamnlhags Sel_'wce
Representatives

Provider Relations
Representatives

mad Chief Operations Officer

| Manager Network and
Provider Relations

md Chief Information Officer

— Manager Appeals
Grievances

Manager Enrolimel

al Pharmacist

P, Utilization and Pharmacy G
Managemen

Ll Health Manager Assistant

Plan
Utilization Management RN
Quality Improvement Nurse

L Supervisor, Operational
Effectiveness & Training

J i
—[ ecial Needs Coordinators

- -T— lit d Stars Direct
Bl Chief Health and Quality |l QR e ST DI
Officer

Company- CEO President

Health Operations
Coordinators

=
<
]
<
]
[y
@
<
©
=
=
=
©
o
T
°
o
o
2
2
]
=
<

ea anager Assistants

Director Health Operati

Financial Repor

L

B

=
airs

Social Workers

22




Identify the SNP contingency plan(s) used to ensure ongoing continuity of critical staff
functions.

Alterwood Health Management Company has implemented a contingency plan for Alterwood
Health Advantage in order to avoid a disruption in services and ensure ongoing business
functions.

Alterwood Health Management Companies leadership team oversees four Medicare lines of
business in both Maryland and Delaware and as such, will have the ability to manage their
teams as needed to meet the requirements of the businesses.

Our Disaster Recovery Plan (DRP) will provide procedures for continuation of normal business
functions for Alterwood Advantage. The procedures identify specific steps and resources
required to recover critical processes. Also, the DRP includes detailed plans to address critical
business functions until normal business operations are resumed. The plan includes:

Procedures to follow if on-site or field based

Contact information and notification procedures

Alternate methods of communication

Business recovery information (e.g. critical functions)

Step by step process to establish temporary work locations, employee redeployments,

contacts, and contracts and resources

Business recovery teams (e.g. skill set documentation, primary and alternate

assignments)

» Vital records (e.g. inventory, local and access information, restoration and recovery
procedures)

» Assets and inventory

YVVVYVY

Y

There is a testing and revision plan in place to provide detailed steps, type of test(s) that will be
conducted and the schedule to be followed for DRP testing and revision. The DRP is kept
current through a formal change control process. The plan is updated at least annually with
additional updates when key staff changes occur, or significant environment changes occur.

Please see Attachment B to review the Disaster Recovery Policy for more information.
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Attachment B: Screenshot of the Disaster Recovery Policy.
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Policy & Procednre

DEPARTMENT: POLECY W VERSION W
Infarmation Technalagy AHBIOP S0 S8 1.0
IPOHLECY TITLE: EFFECTIVE DGATE:
Disaster Recavery Plan 1717203
PRODUCT: REVISION DATE: NEKT REVIEW DATE:
Medicare =

POLICY OVERVIEW|

The Health Insurance Partability and Accountability Act of 1996 (HIPAS) requires that access to Protected
Health Infarmation [PHI) shall be managed to guard the integrity, confidentiality, and availability aof
alectranic PHI {ePHI) data. According to the law, all Sltereocd Health MasasaepastbAHMI) officers,
amployesas and agents of units within a Cavered Cntity must preserye the integrity and the confidentiality
af indwidually identifiable health infarmation ([IH] pertaining ta each patient or client

POLECY

Thes purpase is to establish and implement, & needed, proceduras to restare amy [oss of data,

Thes disaster recovery plan applies to major, usually catastrophic, avents that demy access to the narmal
facility for an extended peried. A disaster recowvery plan refers tooa Solutions (IT]-focused plan designed ta
restore aperability of the target system, application, or computer facility at an albernate site after an
EmErgEncy.

A disaster recovery plan provides a blusprint to continus business operations in the svent that a
catastraphe gecurs. The disaster recovery plan must include contingencies for the periad of time of the
digsaster and wntil the recosery plan can be completely implemented. The price for not developing a
digsaster recovery plan & that AHBI may find it difficult to continue to be in buginess or potentially suffer
a significant lass,

Thils specification pravides guidance for SHREs Security Officer in adopting the Contingency Plam standard
[45 CFR 1645 3084a](7]].

AHBA is responsible for @PHI and will take ressonable and appropriate steps to maintain a documented
and detailed plan to recover ePHI that is lost, damaged, or oorrupted in the event of a disaster ar other
“MmErgency.

Thes Disaster Recovery Plan will include:
+  The caonditions under which the Disaster Recowery Plan may be activated

= AHMI s workforce members' roles and respongibilities in executing the Disaster Beoawvery
Plan

Aderwasad Neakth Wowoposet Juc casgTdanss’ ol proprimony gescriay, Lo sed tae decianss ar noyredicton O roimf arcaditnd,
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Policy & Procednre

DEFARTRMENT: POMLICY ¥ VERSION W
Infarmation Technalagy AHMIOP S0LSE 1.0
IPOHLECY TITLE: EFFECTIVE DATE:
Disaiter Betdvery Plan 17172022
PFRODUCT: REVISION DATE: MEXT REVIEW DATE:
Medicare =

+ Recommended procedures that contain the actions ta be taken to restore @PHI, and m
return @PHI Systems to normal aperations, within a defined timeframe

# [Documented order in which ePHIwill be restored and the aPHI Systems will be returned Ba
operatian

+ [Dpsumented reporting and notification procedures ta AHRMI's @PHI security officer or
designated workfarce membsers

= In the event of & disaster or ather emergency, documented procedures for permitting
appropriate specified woarkforce members physical access to AHMI'S facilities, and to any
backup media an which ePHI & stored whether ansite or offsite, in arder ta carry aut the
recovery plan in accordance with the Emergency Acosss Procedure implementation
L pecification policy.

+  Proceduras that specify how and when the plan will be tested and maintained as indicsted
in the Test and Revision Procedurs implementation specfication policy.

+= AN Emergency Mode Operation Plan a5 set farth in the Emengency Made Operation Plan
implementation specfication.

AHRAL i% responsible for ePHI and will provide current copies of the Disaster Recovery Plan and training
and awareness an that plan to AHMI 'S Secerity Compliance Officer and to the appropriate S0
workforos meambers named in the Dicaster Recowery Plan, an s periadic basis, as well a5 kepp copies of
the plan aff-site,

DEFIMITIOMS
Spe AHMIAD.CA 101 Defimed Tarms for Policies and Procedures

PROCEDURE
AHBAL will define & Formal pracess that will be follraed by the designated indridual or team to develap

the fallawing plans.

&, Disaster Becovery Plan

The DEP will provide procedures for resumption of narmal business for AHMI departments. These
procedures will identify specific steps and resources required ta recover critical processes. &len, the DRP

[

Adrerwasd Heah Wesopomer fac. casgTdors’ o propeemay Sgteserias.  Dvorstardsed tae, decianes ar rgeredierhon O roiody srosiiaend
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Policy & Procedure

DEFARTRMENT: POLCY W VERSION R
Infarmation Techndlagy AHBLOE S0L38 1.0

POLECY TITLE: EFFECTIVE DATE:
Disaster Retavery Plan 1712022
PRODUCT: REVISION DATE: MNEXT REVIEW DATE:
Medicars =

will include detailed plans ta address critical business functions wuntil normal buginess operatians are
resurned, & disaster recavery plan will be developed far AHMI This plan will minimally include the

fallowing:

#  Initial Instructions
a Procedures to fallow if at work
a Procedures to fallow if sy from work

= (Contact Information and how contacts will be notified
a  Callut Lists

o Emploges Contacts and alternatives
o Alternate Communications

+  Business Recovery Infarmation
o Critical Functions

o Functions to perform days 1 - B and beyond if neceisany

o Critical function Documantation

+  Step by step process
a  Temparary wark lacation requirements
a E[mployes redeployment informatian
o Contacts, contracts and resgources

=  Businews Recovery Teams
o Contact Infermation
a Skl sot documentation
o Primary assignmient
a Alternate assignment

= Wital Records
o Ineaentory
o Location and scoess infarmation

Afrerwadad Heah Wesopome Mac. casgTlamels’ ond propedmary dgbemaiasy.  Divenssiard sed 1as, decfanes ar rguredierhon O ooy aroscidsind.




ALTERWOOD HEALTHV S

Policy & Procedunre

DEPARTMENT: POLICY ¥ VERSION ¥
Infarmation Technalagy AHBALOP SOLEE 1.0

POLICY TITLE: EFFECTIVE DATE:
Ditaster Betovery Plan 15172022
PRODUCT: REVISION DATE: NEKT REVIEW DATE:
Medicare =

o HRestaration and recavery prisceduras

*  fssets and inventory
o  Invantory
o Acquisition procedures
o Haguired instructions

B Testing and Reviion Plan

Thee testing and revision plan will provide detailed steps, type of test that will be conducted and the
schedule to be follvwed for DRP testing and revBion. The testing and revidian plan will include the
tallowing testing reguirements:

= Paper Test
Table Top Test
Lirmfed Seope Test

=  Simulated full-scale pest

The disaster recosery plan will be kept current via & formal change contral process. The plan will b
updated at least annually with sdditional updates when key staff changes ooour, ar significant
amvironment changes occur. Eeents that would recolt in a plan update include (list not all inclushee):

=  Change in disaster recoeery persanne
Change in pantact information for disaster recovery personnel
Significant changes to techinical or physical infrastructure
Change in key suppliers
Significant change in threats to facilities or information systems.
Changes in AHRAL such as significant espansion ar acquiring new lines af business.

DOCUMEMTS/FORMS/LETTERS AWORK FLOW/IOB AIDS
Mis

Adrerwaad Hearh Woesprme Dee, ol g Ty’ ol propormony gvessorias.  Divoresiod e tae, esfaneg ar revreducrion I ooriy arceauiiieed
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Policy & Procedure

LI TR RN PR W WVERSILIN B

FERLRLTY T TILE: EFFRCTIVE DuyTE

| 1 ] Y_g' L 120

FERICALHE T HE WIS DIATE MERT REWIEW DATE
Medicare .=

REGULATORY REFERENLES

Regulation Repulation Reference
Federal Cantingency Plan standard [45 CFR 164, 308{al THi) ).
MO8
Flaryland
Delaware

» Describe how the SNP conducts initial and annual MOC training for its employed and
contracted staff, which may include, but not be limited to, printed instructional materials,
face-to-face training, web-based instruction, and audio/video-conferencing.

The Corporate Training team is responsible for ensuring initial and annual follow-up training
occurs for employees on the Dual SNP (D-SNP) Model of Care. The training can be conducted
in a classroom setting, via a web conference, or via an asynchronous online eLearning course.
The Compliance and Legal Affairs Department is responsible for ensuring that all First Tier,
Downstream and Related Entities (FDR), including contractors complete the MOC within 90-
days of contracting and annually thereafter. All participation in the MOC training will be
documented and retained in records showing that training has been satisfactorily completed.
MOC training will be required for all staff, FDRs, and contractors that interact with the Special
Needs Population (SNP).
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Attachment C: Screenshots of the Model of Care training tool.

ALTERWOOD HEALTHSS,

Model of Care Training

Alterwood Health Management, Inc.
Proprietary and Confidential

ALTERWOOD HEALTHY4,

Model of Care Training
e This course is offered to meet the CMS regulatory
requirements of Model of Care Training for our
Special Needs Plans.

e It also ensures all employees and providers who
work with our Special Needs Plan Members have
the specialized training this unique population
requires.
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ALTERWOOD HEALTHV4,

Model of Care Training

e The Model of Care (MOC) is Alterwood Health
Management, Inc.'s (AHMI) documentation of the
Centers for Medicare and Medicaid Services (CMS)
directed plan for delivering coordinated care and case
management to members within a Special Needs Plan
(SNP).

e CMS requires all AHMI staff and contracted medical
providers to receive basic training about the AHMI MOC.

¢ This course will describe how AHMI and its contracted
providers work together to successfully deliver the dials
MOC program.

ALTERWOOD HEALTHV4,

Training Objectives

After the training, attendees will be able to:

* Describe the basic components of AHMI’'s MOC

* Explain how AHMI medical staff coordinates care
for all dual eligible members

* Describe the essential role of providers in the
implementation of the MOC

* Explain the critical role of the provider as part of
the MOC required Interdisciplinary Care Team
(ICT)




All educational materials will be available as print or web-based documents.

The Health Management team will undergo an intensive Model of Care training program upon
hire, and annually thereafter addressing community services, transitions of care, utilization
management protocols, advance planning, end of life issues and palliative care, and specific
clinical conditions and syndromes. Depending on the location of the staff, the training will
either be face-to-face or web-based.

Annual evaluation of the Model of Care training program is completed prior to the new plan
year to ensure any changes mandated to the MOC elements are identified and the training
updated with those changes.

Alterwood Advantage requires clinical staff to maintain appropriate licensure and provides time
and resources to allow staff to do so. Additionally, Alterwood Advantage encourages Health
Managers to complete continuing education classes offered through professional organizations
or publications, and to receive professional health management certification. In addition, our
Health Managers maintain memberships in care management and disease-specific
organizations and participate in collaborative efforts to develop, review, and revise practice
guidelines. Regular review of disease-specific scientific findings ensures that our staff remains
current with new emerging technologies and medical advances.

A listing of some of the topics on which Alterwood Advantage will train our clinical staff would
include, but not limited to:

» Reinforcement on the management of D-SNP cases

» Licensure training — Provide educational opportunities for medical and nursing staff
alike to ensure they are compliant with state and medical nursing requirements and
provides financial resources for external educational opportunities.

» CMS FWA and general compliance training — Ensures staff remains compliant with
CMS mandated training

» Disability competency training- Teach, model and reinforce key concepts, including
understanding the importance of sensitive etiquette practices, personal prejudices,
barriers, needs, community resources and procedures/policies that accommodate
persons with disabilities. Utilize resources from the local community, including
community-based organizations and thought-leaders on disability policy to assist in
developing and conducting the training session.

Describe how the SNP documents and maintains training records as evidence to ensure MOC
training provided to its employed and contracted staff was completed. For example,
documentation may include, but is not limited to copies of dated attendee lists, results of
MOC competency testing, web-based attendance confirmation, and electronic training
records.
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The successful completion of required training is tracked, documented, and maintained for
every Alterwood Advantage employee. For all in-person training sessions,

participant attendance is captured via dated attendee lists. For web-based training,
participation is captured via successful completion of the online course. Completion tracking,
and employee training outcomes are available as part of on-demand elLearning reporting.

In addition to those with responsibilities directly interacting with beneficiaries, all Alterwood
Advantage employees (i.e., administrative staff) are required to complete web-based annual
trainings for Compliance Policy, HIPAA, and Fraud, Waste and Abuse. Web-based trainings
capture individual attendance through secure login, post session testing results, and employees
must maintain a minimum passing competency.

Explain any challenges associated with the completion of MOC training for SNP employed and
contracted staff and describe what specific actions the SNP will take when the required MOC
training has not been completed or has been found to be deficient in some way.

Alterwood Advantage has incorporated the MOC training into its new hire and annually
required training process for all employees who work with the Special Needs Population. The
Director of Operational Effectives & Learning Management, in coordination with the Director of
Human Resources and Director of Compliance, evaluate compliance of training requirements on
an ongoing basis. Any staff member that has not completed the required training within the
required timeframe is forwarded a notification via email or letter notifying them that they must
complete the training. In addition, correspondence regarding non-compliance with Model of
Care training is forwarded to a staff member’s manager.

If training requirements are not completed, corrective action measures will be implemented.
This may result in termination of employment from Alterwood Advantage.

Element B: Health Risk Assessment Tool (HRAT)

The quality and content of the HRAT should identify the medical, functional, cognitive,
psychosocial and mental health needs of each SNP beneficiary. The content of, and methods
used to conduct the HRAT have a direct effect on the development of the Individualized Care
Plan and ongoing coordination of Interdisciplinary Care Team activities; therefore, it is
imperative that the MOC include the following:

A clear and detailed description of the policies and procedures for completing the HRAT
including:

» Description of how the HRAT is used to develop and update, in a timely manner, the
Individualized Care Plan (MOC Element 2C) for each beneficiary and how the HRAT
information is disseminated to and used by the Interdisciplinary Care Team (MOC
Element 2D).

32




Alterwood Advantage’s Health Risk Assessment Tool (HRAT) is utilized to assess and assist
beneficiaries eligible for both Medicare and Medicaid benefits with the identification of need
and coordination of appropriate services with the primary goal of allowing the beneficiary to be
maintained in the least restrictive environment (i.e., home versus nursing home). In addition,
the HRAT identifies opportunities for potential cost-effective service utilization by avoiding
unnecessary or duplicative services.

Comprehensive assessments are necessary in providing appropriate care for beneficiaries with
numerous and complex care needs. Alterwood Advantage’s HRAT focuses on multiple domains
including medical, behavioral health, psychosocial, functional, cognitive and nutritional needs.
Additionally, the HRAT assesses adequate caregiver support, restorative therapy, DME, skilled
nursing services and ADL/IADL needs.

D-SNP beneficiaries are at a greater risk for having more chronic conditions, mental illness and
impaired functional abilities. They are also at high risk for nursing home admissions, multiple
service utilizations, as well as an increased utilization of emergency room, inpatient stays and
readmissions. Capturing the needs of the beneficiaries is an important part of establishing a
holistic plan of care.

The HRAT, in addition to the comprehensive health management assessment, is a thorough
assessment tool which gathers information pertinent to the beneficiary’s overall health status
and identifies health risks in the following categories:

» Barriers: to meet the goals and /or comply with the individualized care plan

» Behavioral/Lifestyle: tobacco, alcohol and drug use; physical activity, nutrition, and oral
health

» Benefits/Coordination of Benefits: benefits available and level of understanding; work
status; disability

» Cognitive Status: educational level, understanding of health conditions, and ability to
follow self-management instructions regarding health; memory/thought processing
issues

» Communication: language, visual or hearing limitations, preference or needs

» Cultural/Religious: complementary and alternative medicine utilized; any religious or
cultural needs, preferences or limitations that may impact healthcare and/or the
individualized care plan

» Functional Level: activities of daily living (ADLs), instrumental ADLs, history of falls;
elimination, pain and sleep issues; DME usage/needs

» Health Status/Clinical History: General health history, co-morbidities, allergies, and
treatment/surgical history
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» Internal Health Management Process: member contact information; HIPAA
considerations; marital status; living arrangement; Health Management status

» Life Planning: Healthcare power of attorney, advance directives, living will, life goals

» Preventative Health/Key Metrics: Sexual health, preventative screenings, and
immunizations

» Psychosocial/ Mental Health Status: Coping status; depressions/stress/anger;
loneliness/risk for social isolation; family and social support

» Resources & Support: Caregiver resources/ level of involvement, external resources
utilized

» Safety: health and personal well-being issues: safety concerns

Utilization/ Treatment: Inpatient and Emergency Department (ED) utilizations, PCP and
specialist utilization, current treatment plan and planned intervention.

The assessment questions and responses are designed so that responses will be added into the
comprehensive individualized care plan that the health manager can customize towards the
beneficiary’s personal healthcare preferences. The HRAT responses are shared among the ICT
as the ICP is being developed. Care pathways identify multiple, individualized, potential
opportunities which concentrate on gaps in care, at risk areas, knowledge deficits, and self-
management issues. The opportunities are then linked to an associated goal with correlating
interventions for the ICT and actions for the beneficiary.

Detailed explanation for how the initial HRAT and annual reassessment are conducted for
each beneficiary.

The initial HRAT is conducted telephonically within ninety (90) days of enrollment. Alterwood
Advantage Health Management teams conduct the assessment or schedule an appointment to
conduct the assessment. If the beneficiary cannot be reached after a period of 45 days, a
mailing (trying to reach you postcard) will be sent encouraging the beneficiary to call and to
complete the HRAT. If the beneficiary cannot be reach by day 90, they are moved to an unable
to locate status.

HRAT reassessments will occur within 365 days of the initial or last assessment. However,
should a beneficiary’s condition change, reassessment can occur sooner. Additionally, higher
risk beneficiaries may have more frequent assessments to evaluate the impact of interventions
and potentially move beneficiaries to a lower or higher risk category, as necessary.

Detailed plan and rationale for reviewing, analyzing, and stratifying (if applicable) the results
of the HRAT, including the mechanisms to ensure communication of that information to the
Interdisciplinary Care Team, provider network, beneficiary’s and/or their caregiver(s), as well
as other SNP personnel that may be involved with overseeing the SNP beneficiary’s plan of
care. If stratified results are used, include a detailed description of how the SNP uses the
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stratified results to improve the care coordination process.

The Alterwood Advantage clinical team utilizes a HRAT/comprehensive health management
assessment that allows for identification of gaps in care and/or health goals that are currently
lacking for each beneficiary.

An integrated team approach is utilized to maintain the beneficiary care plan with input
encouraged from all team members. All updates across the team, whether with
beneficiary/caregiver(s) or providers are documented into the health management system and
suggested updates incorporated into the ICP. As the ICP is re-evaluated and goals are met, the
ICP is updated in the care management system to reflect achievement of the goal and the
completion date. If goals are not met, the ICT will determine if goal remains appropriate for the
beneficiaries’ current health care needs, or new goals need to be established.

Attachment D: Sample HRAT

=R =T S
¢ Taking Assessment~- X  +
& C ® Notsecure | rvr-cm-prg0l.headquarters.healthedge.com:7001/WebClient/#/member/10179767/case/10327718/assessment... ¥ @

{i Assessment - Medicare_HRA 2018 [v4.2]

¢ | Eligible

Insurance ID Age Gender Preferred Address More 4 Preferred Phone More Info
R 69years  Male oo, T S

= Case Menu | Member 360 > Take Assessment > Medicare_HRA 2018 [v4.2]

MEDICARE_HRA 2018 [V4.2]

¥ Medicare HRA questions Section 10f 1

¥ In general, how would you rate your health? Question 1 of 46

Excellent 0

Very Good
Good
Fair

Poor

Cancel Assessment
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Attachment E: Sample of Comprehensive Assessment Tool
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Element C: Individualized Care Plan (ICP)

» The ICP components must include but are not limited to: beneficiary self-management goals
and objectives; the beneficiary’s personal healthcare preferences; description of services
specifically tailored to the beneficiary’s needs; roles of the beneficiary’s’ caregiver(s); and
identification of goals met or not met.

= When the beneficiary’s goals are not met, provide a detailed description of the
process employed to reassess the current ICP and determine appropriate alternative
actions.

The Individualized Care Plan outlines a comprehensive care plan consisting of opportunities,
interventions, goals and actions. The HRAT and comprehensive health management assessment
guestions and responses are configured so that designated responses will automate algorithms
and the auto-creation of a comprehensive ICP that the health manager customizes towards the
beneficiary’s personal healthcare preferences. Care pathways identify multiple, individualized,
potential opportunities which concentrate on gaps in care, at risk areas, knowledge deficits, and
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self-management issues. The opportunities are then linked to an associated goal with
correlating interventions for the ICT and actions for the beneficiary.

As the beneficiary’s goals are met, the Health Management staff captures the date within the
ICP and continues to focus on those goals that still need to be addressed. On a regular basis, ,
the Health Management staff reassesses the beneficiary against all achieved goals to monitor
and ensure beneficiary/caregiver(s) adherence to therapy and other elements of self-care. The
Health Management team routinely reviews claim data, as well as hospital ED and/or
admission/discharge data, via the State of Maryland CRISP Report which allows for real time
snapshots of these events. If beneficiary activity via either data sets demonstrate usage which
is not consistent with positive self-management, the Health Management team outreaches to
the beneficiary to re-engage them in the health management process.

The closure of any beneficiary goals is agreed upon between the beneficiary and the health
manager.

If the beneficiary does not meet an assigned goal, the Health Manager, with input from the
beneficiary/caregiver(s), and any other applicable members of the ICT, will have input into a
plan to modify the goal. The modification of the goal should provide interventions that the
team feels are more achievable for the beneficiary/caregiver(s).

In summary, the ICP is utilized as a snapshot in time to move the beneficiary through the
medical and psychosocial needs that present at the time of the HRAT. It is not meant as a rigid
guide, but more a road map to meet a beneficiary’s healthcare needs at that point in time. The
ICP, based on the beneficiary/caregiver(s) needs are continuously assessed and reassessed —
driven by the primary Health Manager — to ensure the beneficiary can stay at his/her optimal
level of wellness. This reassessment includes the ongoing review of claims data and any visits
to the emergency department or inpatient hospitalizations, as available on any business day,
through Maryland CRISP data.

Explain the process and which SNP personnel are responsible for the development of the ICP,
how the beneficiary and/or his/her caregiver(s) or representative(s) is involved in its
development and how often the ICP is reviewed and modified as the beneficiary’s healthcare
needs change. If a stratification model is used for determining SNP beneficiary’s’ health care
needs, then each SNP must provide a detailed explanation of how the stratification results
are incorporated into each beneficiary’s ICP.

Alterwood Health Management company has adopted a Population Health Management (PHM)
strategy. The foundation of our strategy is to improve health outcomes of targeted populations
by ensuring access to quality care and preventative care services. Our PHM framework is
displayed graphically below.
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This strategy utilizes existing data to stratify our DSNP membership into appropriate segments.
Segmentation allows Alterwood Advantage to categorize our members into sub-populations when
appropriate, as in chronic conditions, to ensure the appropriate resources are available and supporting

these sub-populations. Our segments consider the following parameters:

Demographic inclusions

HRAT responses

Open Quality (i.e. HEDIS, CAHPS, STARS) gaps

Number of chronic condition(s) such as Diabetes, Hypertension, CHF, COPD, Asthma
Clinical/lab results (e.g., HgA1C, blood pressure, etc.)

Healthcare use (e.g., inpatient admission, emergency department, urgent care)
Medication use (e.g., polypharmacy)

At Risk Conditions/Compounding Situations

Social Determinants (e.g., physical disability, homelessness, substance abuse, etc.)
Other: No PCP visit, no HA

These parameters are then used to assign a member into one of five Continuum of Care Stages:
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e Chronic Conditions
e Complex Health Management

Each stage has various programs available to our members to maintain or improve their health and
wellness depending on their condition (target population) and placed within the continuum. Alterwood
Advantage establishes measurable goals for each targeted population that can be used to measure
individual member health as well as evaluate the overall effectiveness of each program based on the
health of the entire targeted population. Thus, based on where a beneficiary falls in the Continuum

of Care, will drive opportunities and goals in the development of the ICP.

The owner of the beneficiary’s ICP is an assigned primary Health Manager. The Health Manager
then coordinates with all applicable ICT members to develop the initial ICP. The primary Health
Manager, in conjunction with the PCP, ensures continuity of care across all care transitions and
multiple modalities of care. The results of these meetings/conversations are captured in the
Health Management system as “Case Round” notes.

For those beneficiaries that have refused health management services, or are unable to be
located, the Health Manager Assistant continues to monitor those members via claims activity
and/or inpatient census reports and assists in updates to the ICP.

The Health Management team and beneficiary/caregiver(s) will review the ICP at designated
intervals (at least bi-annually) and/or at any significant care transition (hospitalization,
discharge from home care, etc.) to manage and revise the ICP based on the changes in
beneficiary’s status or progress toward the goals. Alterwood Advantage will partner with the
PCP, any specialists involved in the care and/or any service providers to help navigate the
beneficiary’s health care needs and goals.

Outlined is a high-level example of how a Complex Health Management Individualized Care Plan
(ICP) is managed, presented, and updated.

» The Health Manager reviews the ICP after the HRAT is completed (initial and re-
assessments)

» The Health Manager reviews the ICP with the PCP and the beneficiary/caregiver(s). The
Health Manager may also receive input from all service entities involved in the
beneficiary’s care (i.e., Home Health, etc.) as well as any specialists.

> The Health Manager, with assistance from the ICT, decides at the time that the ICP is
completed if additional ICT members are needed based on the needs of the beneficiary
identified in the ICP.

» The Health Manager collaborates with all internal members of the ICT (which may
include, if applicable, utilization review staff, pharmacy, social worker and special needs
coordinators).

> The Health Manager documents each meeting with ICT members via Case Round notes
in the health management system.
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» The Health Manager will provide an ongoing overview of all interventions, progress and
any new challenges/barriers.

The process above is intended to be ongoing and collaborative to ensure the beneficiary needs
are met across the healthcare continuum. The Alterwood Advantage teams strongly believe
that effective care coordination can be accomplished only through regular monitoring of the
patient’s health status, needs, and services, and through frequent communication and the free
exchange of information across the ICT. This exchange requires multiple modes of
communication (in person, by phone, or in writing).

The primary Health Manager, in order to appropriately update the ICP, ensures that the
frequency of communication across the ICT is as needed, based on the beneficiary need, and
that the communication occurs at the following levels:

» between health care professionals and beneficiary/caregiver(s) to ensure they
understand the ICP and their responsibility for self-care, and/or any other help that is
available.

» across the entire care spectrum, particularly when individuals transfer between care
settings (for example, hospital, rehabilitation facility, nursing home, or community
residence).

If care is to be coordinated effectively, all communication must be timely, and it must include
the information that each team member must know in order to provide care that is congruent
with the beneficiary/caregiver(s) preferences without subjecting the team to information
overload.

Describe how the ICP is documented and updated as well as, where the documentation is
maintained to ensure accessibility to the ICT, provider network, beneficiary and/or
caregiver(s).

ICP development, re-evaluation, modification will take place in the ICP housed within the health
management system. Alterwood Advantage provides updates and modifications to the
beneficiary/caregivers, and the ICT via telephone, mailings and/or fax when applicable. As the
ICP is re-evaluated and goals are met, the ICP is updated in the care management system to
reflect achievement of the goal and the completion date. If goals are not met, the Health
Manager in conjunction with any applicable ICT member, will determine if goal remains
appropriate for the beneficiary’s current health care needs, or new goals need to be
established.

Explain how updates and/or modifications to the ICP are communicated to the beneficiary

and/or their caregiver(s), the ICT, applicable network providers, other SNP personnel and
other stakeholders as necessary.
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When the ICP is completed, a copy is sent via mail) to the beneficiary/caregiver(s). The PCP is
notified that a new care plan has been added for their member to the provider portal. The ICP
is sent to other providers, specialists and stakeholders if requested. The Health Manager strives
to have the ICP available to providers prior to scheduled visits and the Health Manager
documents all submissions of ICP’s to all interested stakeholders.

Beneficiaries receive two (2) copies of the ICP. Beneficiaries are encouraged to share the ICP
with their providers during scheduled clinical visits. All changes, revisions or modifications
made by the beneficiary’s clinical team to the ICP are communicated back to the beneficiary
and or caregivers to ensure understanding and agreement. Health Managers work closely with
the beneficiary and/or caregiver to re-negotiate and re-prioritize identified goals. All changes
are documented in the health management system.

Example 1:

John is identified into the Complex/Catastrophic risk category, which indicates that in addition
to standard care management, ancillary interventions will be offered including, but not limited
to, increase telephonic and in person contact, in-home assessments, increased social support,
and transition of care program interventions and add-on benefits. The ICP created includes
dates for goal completion and follow-up. Interventions are listed with responsible party
identified.

The Health Manager utilizes the ICP tool to accomplish set goals, track interventions, and
document progress toward set goals. ICP contains identified opportunities, information, and
progress reported by all members of the ICT. During the completion of the HRAT the
beneficiary is identified with the following problems:

e Lack of education regarding a condition (diabetes and coronary artery disease)

e Lack of transportation and medical home (beneficiary lacks medical home due to no

transportation)
e Lives alone, needing assistance with cleaning and preparing meals.

Identified goals for this beneficiary would include the following:

e John will verbalize understanding of his condition state — “l want to understand how to
manage my medical conditions.”

e John will obtain needed transportation — “I need transportation to get to my
appointments, and that transportation needs to be reliable.”

e John will have appropriate nutritious meals and clean environment — “l want to eat 3
meals a day that taste good and are good for me. | would like some help to keep my
home clean.”

The interventions for this beneficiary would be as follows:

41




Action Item

Accountable Person

Provide beneficiary with written educational materials for the Health
manager and beneficiary to review

Health Manager

Health manager will evaluate, identify gaps of beneficiaries
understanding of their condition

Health Manager

Continue following up with beneficiary to provide ongoing
education on Diabetes and CAD

Health Manager

Discuss with the ICT the need for an endocrinologist and cardiologist

Health Manager
and Beneficiary

Review beneficiary transportation benefits and
available related community resources to include family support

Health Manager

Educate beneficiary on the value and services that his medical home
can provide and how the emergency department is not a place to
receive routine care

Health Manager
and Beneficiary

Health manager will communicate with the ICT to discuss
possible need for RN evaluation/social worker consult

Health Manager
and PCP

Health manager will review community resources and available family
support related to meals and housekeeping (keeping the beneficiary in
the community)

Coordinator

Health Manager, Social
Worker or Special Needs

In the health management system Case view, the beneficiaries Care Plan is displayed. The
details of the beneficiaries ICP opportunities, interventions, goals and actions are listed.

Attachment F: Sample of Care Plan

Care Management Care Plan Report

P ibesName: *  Care Plan Date:
* TWedicare Member ID:
* Benefit Plan: Medicare Maryland DSNP ¢+ Case Manager:
Opportunity Goal Action or Intervention Goal Goal Outcome
Target Date | Close Date
Short Term: Member will Intervention: Assess member's
Priority: understand understanding of | status of CHF.
CHF management
Opportunity: Congestive Heart Intervention: Educate on CHF
Failure (CHF) Long term: Member will management
have decreased
Barier: hospitalizations/ED visits Intervention: Facilitate obtaining
related to CHF DME (Convey- BP cuff)
Long term: Member will Intervention: Educate on Urgent
have improvement in CHF care centers, 24-hour nurse hotline | Short term
symptoms goal:
Intervention: Facilitate specialist
referral if indicated Long term

goal:
Action: Member will verbalize

understanding of disease process/
management.

Action: Member will attend
provider/specialist appointments
a5 recommended

Action: Member will implement
chanoes for CHE management —
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In the health management system Member Summary view, a consolidated overview is
provided of information about the beneficiaries’ case, programs and services. The ICT
members with access privileges can view beneficiary information, as dictated by role-

based security.

Attachment G: Sample of Member Summary Screen

Workboard '/ | System Administration gperations|guthor Search | Send

Member

ase | CM Program

0 CASE MANAGEMENT

Links| Help | Logout

- Programs ~ Clinical
[ IMine & Open | IPG Account: [Medicare Maryland/ DOB: |essswum
Record type / ID Owner Type Status/State Company: }"-,-I.arxd,-"r=-1edn:are Maryland DSNF/ Age: |69
All Assignments PCP: lRE:jd'y', Vijayalakshmi Gender: |P-'1.3IB
Authorizations (1) Conditi 3
L] 0010091632 Napoli, RN, L... Skilled Nursi... Approved ODCINDN:
Cases (1) Noae Type
L[| 006-10740777 amereihn, R... DSNP Open L
CM Programs (0) CELLULITIS OF LEFT LOWER LIMB ICD10 9/17/18 |
¢ UM Request (0) BRADYCARDIA UNSPECIFIED ICD10 o718 O
Case Requests (0) PAROXYSMAL ATRIAL FIBRILLATION ICD10 9/16/18
CM Program Requests (0) OTHER CHRONIC OSTEOMYELITIS UNSPE... ICD10 9/16/18
CUTANEOUS ABSCESS OF LEFT AXILLA ICD10 9/14/18 |,
~Tasks S
[ Mine ¥ Open ¥ Payer ¥ Provider v/ FF ¥ Sys ¥ Memb :

i = S or i 5 = Name Dosage Form Frequency Start |
n— w"tr DlII\'IjeH - Ta e S @"e f}" froro Elli... 62525  MCG BID 3/10/17 |+
P OPEOUL;s L 10N FLs FONLT-HOE:, 10/2 / o ‘a Tramadol 50 MG PRN aioii7 O

SL0G: | Amereihy.. | SN, AgE..,9/25/ ¥ = Pravasta.. 40 MG QD 3/10/17

Aripipraz... 20 MG 3/10/17 %

Detailed Member Data

Member Tasks

The health management system has task functionality to allow the ICT to create calendar
entries prompting them to complete tasks specific to each beneficiaries ICP at planned
intervals. Follow up tasks can be generated systematically based on the creation of the ICP, or
manually at the time of an interaction. When the Health Manager accesses their “Workboard”

they can view their list of tasks that are prioritized.
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Attachment H: Sample of Health Manager Work Board Tasks

Workboard
& Select more than one record:

Reason Member LOB. Owner. Last Modified | Modified Date Created Date  Due Date Severity Priority Source Reason

= Inbox (45)
Y — Case DSNP QRN i <rsidehealthChvostal, RN, Nvelvin, Cynihia1/29/2019 51112016 Initiated CM - Low (RiskhMember Analyz
Cases (44) Case DSNP G < rsicehcalinChvostal, RN, WMelvin, Cynthia1/23/2019  12/26/2018 Inifiated CM - Set AcuityMember Analyz
Case Requests (0) Case DSNP @ RiersidenealinChvostal, RN, KCimino, Malt  1/24/2019  5/1/2016 Initiated CM - Moderate Member Analyz
CM Programs (0) Case DSNP —Rwersldehealmcnvostal, RN, MHarris, Krystal 1/24/2019 2172018 Initiated CM - Low (RiskMember Analyz
M Program Requests (0) Case DSNP S -iversidehealthChuostal, RN, hvelvin, Cynthia 1/23/2019  51/2017 Initiated CM - Set AcuityMember Analyz
Reviews (0) Case DSNP Ui <rsicenealthnChvostal, RN, NCrawford, Comi/23/2019 1211472018 Inifiated CM - Set AcuityMember Analyz
& Utilization Management (0) J| case DSNP S RiversicenealinChvostal, RN, hCimino, Matt  1/23/2019  12128/2018 Initiated CM - Set AcuityMember Analyz

Authorizations (0)

UM Appeals (0)

Case - Transferred from Melvin, Cynthia on 1/20/2019
Reviews (0)
Created Date: 512016
& Administrative (0) Last Modified By: Melvin, Cynthia Modified Date: 1/20/2019
Owner: Crvostal, RN, Mary State: Open

eason: Source: hember Analyzer
Reviews (0) v | severity: Initiated Priority: CM - Low (Risk)

Due Date: Contact Date:
INBOX Type: DSNP

Upon enrollment with Alterwood Advantage Plan the Health Management team will reach out
to the beneficiary to complete the HRAT. Upon completion of the HRAT, and agreement to
enroll into a health management program, a member of the health management team will
review and begin follow up with the member to begin care coordination efforts. The Health
Management team will then facilitate the active involvement of the beneficiary and/or
caregivers, the beneficiary’s primary care physician (PCP), and a variety of specialist(s) as well as
ancillary care providers. The PCP may recommend needed health care services and may also
facilitate information exchanges among the treating providers. The Health Management team
will then create a comprehensive treatment plan, in collaboration with the beneficiary and any
other identified providers. The plan will include an identified list of opportunities and their
priority, and identification of prioritized goals and objectives the action plan on how to achieve
progress towards goals. The treatment plan is developed by an integrated care team (ICT) and
is specific to the beneficiary’s needs and preferences and each beneficiary will have an
individualized care plan (ICP). ICT composition may involve Care Coordinators, a Clinical
Pharmacist, Health Management Assistants, Behavioral Health Providers and/or other support
staff working closely with the beneficiary’s PCP, Specialist(s), Discharge Planners, and UM staff
and other ancillary providers, where appropriate, that will assist in the coordination of care for
the beneficiary. The Health Manager will serve as the lead of the ICT.

The foundation of the ICP is based on the beneficiary's level of engagement to become an
active participant in care delivery. ICP interventions are aimed to educate, empower and
facilitate the beneficiary to exercise their rights and responsibilities. ICP development includes
detailed and in-depth understanding of the beneficiary’s strengths and vulnerabilities. If a
beneficiary is unable or unavailable to participate, an authorized member representative can
participate on behalf of the beneficiary. The ICP identifies specific services and benefits that
have measurable impact and outcomes. A member of the Health Management team discusses
the ICP with the beneficiary and/or caregivers and ensures availability of the information and
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support for the beneficiary to make appropriate decisions regarding their health whenever
feasible. The Health Management team works closely with the beneficiary and their caregiver
to outline an agreed upon set of prioritized goals.

The Health Management team makes certain that ICPs are kept current and update to date on
our Provider Portal. Availability of an updated ICP prior to the appointment ensures that
providers will be aware of the beneficiary’s point of view and preferences, in care when the
beneficiary is unable to participate in decisions. In addition, the Health Management team
places special emphasis on assisting the beneficiary in recognizing their role as the daily self-
care manager and caregivers’ engagement in the beneficiary’s overall self-care management.

If the beneficiary is unable to contact or refuses to participate in care coordination efforts or
programs, the PCP is contacted. The goal is to communicate with the PCP and obtain
beneficiary information for a member of the health management team to create an ICP.
Subsequently, the Health Management team will add the information received from the PCP to
tailor the care plan to the specific beneficiary. The Health Management team is trained to
develop ICPs that are realistic, practical, and yet have a high probability of leading to successful
outcomes. The Health Management team is comprised of RN health managers, health manager
assistants, Social workers, discharge planners, care coordinators, and other staff who may
support beneficiaries and providers through all phases of care.

The ICP follows the traditional principles of care management, incorporating the assessment of
individual needs via telephonic interview and developing a plan of care that incorporates
prioritized goals. Alterwood Advantage Health Managers are licensed nurses who supervise the
plan of care process. If information for the ICP is gathered by non-licensed personnel, the final
ICP is reviewed and signed off by an RN as part of the ICP completion process. The ICP is
documented in the beneficiary’s record and the progress towards the beneficiary's prioritized
goals is updated as each intervention is implemented, and actions are evaluated. The
Department of Training and Operational Effectiveness supervises, educates and coordinates the
activities of Alterwood Advantage staff to ensure the staff understands and functions in
accordance with the Model of Care.

The Health Management team coordinates the inter-disciplinary services provided to the
beneficiary. The goals are to provide the beneficiary quality services, utilizing a care plan that
defines the planned interventions and coordinate the provided services to avoid duplication,
making changes to the care plan as needed. The Health Management team identifies any
special needs of the beneficiary and will serve as a liaison between the beneficiary and
providers, ensuring the beneficiaries are receiving appropriate medical care. The Health
Management team determines the beneficiary’s social support and assists those who are
unable to access necessary care due to their medical or emotional condition, or who do not
have adequate community resources to comply with their care. The Health Management team
assists the beneficiary and caregivers in obtaining available community resources to manage
their condition. Beneficiaries near the end of life are counseled regarding palliative and hospice
care and the range of available services.
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Example 2:

Joann is a 57-year-old female who was diagnosed with Coronary Artery Disease, diabetes,
hypertension, COPD, hyperlipidemia, GERD, bipolar disorder and episodic mood disorder.
Joann has been enrolled with Alterwood Advantage since its inception in 2016. General
assessment identified several recent ED visits and inpatient hospitalizations, positive Patient
Health Questionnaire (PHQ-9) test and access to reliable transportation. She currently lives
with her significant other.

Joann was assigned to a Health Manager who contacted her and successfully enrolled her into a
care management program. The assessment identified the following issues:

Member: Joann Smith
Member ID:; XXXXXXXXXX
Medicare D-SNP Plan of Care

between PCP,
cardiologist, and
behavioral health
specialist.

healthcare needs

Ineffective Joint rounds are coordinated Effective
medical home as | between providers, Health communication
evidenced by the | Managers, and other supporting between
lack of staff to discuss the optimal providers
coordination treatment plan to address Joann’s providing

seamless care
coordination

counseling in
progress with no
current threats to
self and others.

stable as collaborative rounds with the
evidenced by counselor and psychiatrist to
weekly ensure that the psychotherapy and

medication therapy are in sync.
Provide Joann with crisis
intervention services.

Poorly controlled | Assist with coordinating a medical Controlled
diabetes with follow-up with the Beneficiary’s glucoses
random blood medical home provider (PCP) to ranging from
glucose ranging evaluate medication regimen. 80-120
300-600mg% Discuss nutritional counseling

options and conduct a home

evaluation to assess Joann’s social

and environmental status.
Homicidal and Continue follow up with behavioral | Maintain
suicidal ideation- | health and counseling. Health stability of MH
the condition is Manager assists with coordinating disorder
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Element D: Interdisciplinary Care Team (ICT)

Provide a detailed and comprehensive description of the composition of the ICT; include how
the SNP determines ICT membership and a description of the roles and responsibilities of
each member. Specify how the expertise and capabilities of the ICT members align with the
identified clinical and social needs of the SNP beneficiary’s, and how the ICT members
contribute to improving the health status of SNP beneficiaries. If a stratification model is used
for determining SNP beneficiary’s’ health care needs, then each SNP must provide a detailed
explanation of how the stratification results are used to determine the composition of the
ICT.

o Explain how the SNP facilitates the participation of beneficiary’s and their
caregivers as members of the ICT.

o Describe how the beneficiary’s HRAT (MOC Element 2B) and ICP (MOC Element
2C) are used to determine the composition of the ICT; including those cases
where additional team members are needed to meet the unique needs of the
individual beneficiary.

o Explain how the ICT uses healthcare outcomes to evaluate established
processes to manage changes and/or adjustments to the beneficiary’s health
care needs on a continuous basis.

Alterwood Advantage relies on an Interdisciplinary Care Team (ICT) to support care planning,
implementation and monitoring of individualized care plans for its beneficiaries. The team
manages the medical, cognitive, psychosocial and functional needs of each beneficiary. ICT
members may include primary care physicians (PCP) and other licensed practitioners,
concurrent review staff, social workers, integrated health management specialists,
behavioral/mental health practitioners, member services representatives, quality management,
clinical pharmacist and Medical Directors.

ICT composition is driven by the Health Manager, beneficiary/caregiver(s) and PCP based on the
input into the HRAT and comprehensive assessment. The inclusion of additional department
representatives will be based on specific beneficiary needs and the ICT’s request for additional
members. In addition to their technical qualifications, ICT clinical members have extensive
knowledge and experience with working with dual-eligible beneficiaries, will be familiar with
the beneficiary’s needs, serve as subject matter experts in their respective fields and will be
able to impact care.

For example: The ICT would be involved with the management of an inpatient admission for
treatment of drug-drug interaction between a medication prescribed by the PCP for
management of chronic obstructive pulmonary disorder (COPD) with another psychotropic
medication prescribed by a behavioral health provider. The Health Manager will convene an ICT
meeting that might include the beneficiary and/or caregiver, PCP (prescribing physician),
Medical Director, clinical pharmacist, social worker and administrative support staff as needed.
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The ICT plays a critical role in ensuring that the beneficiary’s desired health outcomes are met.
The Health Manager and beneficiary/caregiver(s) along with members of the ICT, will review
the ICP at designated intervals (at least bi-annually) and/or at any significant care transition
(hospitalization, discharge from home care, etc.) to manage and revise the ICP based on the
changes in beneficiary’s status or progress toward the goals. Alterwood Advantage will partner
with the PCP, any specialists involved in the care and/or any service providers to help navigate
the beneficiary’s health care needs and goals.

Outlined is a high-level example of how an Individualized Care Plan (ICP) is managed, presented
to the ICT, and updated.

» The Health Manager reviews the ICP at designated intervals or at a significant care
transition.

» The Health Manager reviews the ICP with the PCP and the beneficiary/caregiver(s) and
any specialists involved in the beneficiary’s care. The Health Manager may also receive
input from any service entities involved in the beneficiary’s care (i.e., Home Health,
etc.).

» The Health Manager will provide an overview of all interventions, progress and any new
challenges/barriers as she performs case rounds with any member of the ICT.

» The Health Manager updates the ICP based on all input from the above.

The process above is intended to be ongoing and collaborative to ensure the beneficiary’s
needs are met across the healthcare continuum. The Alterwood Advantage teams strongly
believe that effective care coordination can be accomplished only through regular monitoring
of the patient’s health status, needs, and services, and through frequent communication and
the free exchange of information across the ICT. This exchange requires multiple modes of
communication (in person, by phone, or in writing).

The primary Health Management team, in order to appropriately update the ICP, ensures that
the frequency of communication across the ICT is as needed, based on the beneficiary need,
and that the communication occurs at the following levels:

» between health care professionals and beneficiary/caregiver(s) to ensure they
understand the ICP and their responsibility for self-care, and/or any other help that is
available;

» across the entire care spectrum, particularly when individuals transfer between care
settings (for example, hospital, rehabilitation facility, nursing home, or community
residence).

If care is to be coordinated effectively, all communication must be timely, and it must include
the information that each team member must know in order to provide care that is congruent
with the beneficiary/caregiver(s) preferences without subjecting the team to information
overload.
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In summary, the ICP is reviewed bi-annually, at minimum. It is modified on a regular basis as
the beneficiary’s health care needs change.

Upon enrollment, Alterwood Advantage will make multiple efforts to engage beneficiaries and
their caregivers in the development of their individualized care plans. Multiple attempts are
made to reach the beneficiary at different times and on various days. The attempts and results
are documented within Alterwood Advantage’s Health Management System and kept as part of
the beneficiary record.

Beneficiary awareness of the ability to participate in their care planning is the first step in
engagement. This is communicated to the beneficiary’s during the telephonic and face-to-face
interactions with Alterwood Advantage team.

If requested, beneficiaries and providers will be informed of the names of the ICT participants
who were involved in the development and implementation of the care plan.

Once the beneficiary agrees to participate and is enrolled in one of the DSNP Health
management programs, the individualized care plan is developed with beneficiary and caregiver
input. The plan is created in a manner to allow the beneficiary to be an active participant in
their care and to help them self-monitor the progress of their plan. All interventions are aimed
at increasing the beneficiary’s knowledge of their condition and improving their ability to
manage their disease or conditions. This is accomplished through the use of the following
mechanisms but not limited to: initial HRAT responses; annual assessment survey responses;
assessment of the beneficiary’s physical health and behavioral health conditions, social needs,
barrier use, understanding of their healthcare conditions, management of those conditions,
current medications, and access to care; an assessment of the beneficiary’s self-efficacy or a
motivational level; education on the beneficiary’s diseases that has been provided,;
individualized feedback that is provided to the beneficiary regarding their progress. Member(s)
of the ICT will work with beneficiaries to update their health management plan with numerous,
subsequent follow-up contacts.

In the event the beneficiary is unable to be contacted or refuses health management services,
then other outreach is conducted that includes:

» Mailing care management brochures to the beneficiary, available in English and Spanish
and other languages per request.

» Contacting the PCP to obtain updated demographic information and providing the PCP
with health management contact information to refer the beneficiary to health
management

» Sending initial communication plans to providers for those beneficiaries whose provider
lacks additional information on the beneficiary to individualize the care plan

» Sending a letter(s) to the beneficiary with information regarding the health
management program and contact information to reach the health management
department, available in English and Spanish and other languages per request.
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» Continuous follow up by the Health Management teams to ensure preventative and
health care screenings are being completed

A member of the Health Management team will engage beneficiaries who may be receiving
care at a different setting including when a beneficiary becomes hospitalized. In such event the
a member of the Health Management team will attempt to contact the beneficiary
telephonically or in person during the hospitalization stay. Outreach to beneficiaries also takes
place when a referral is received from an internal or external source.

When a referral is made, the process of managing the referral is documented from start to
finish in the health management system. For example, a concurrent review nurse identifies a
member as being enrolled in the D-SNP health management program by the open case in the
health management system. The request is forwarded to the health management department
to make the health manager aware of the care transition. A member of the Health
Management team outreaches to the beneficiary for coordination of care such as: DME,
transportation, handicapped accessible living arrangements and any other specific beneficiary
needs. The referral and subsequent activity are managed and documented.

Example 3:

The following is an example of the individualized care plan for a beneficiary with diabetes. For
example, John is a 57 years old male who was diagnosed with coronary artery disease, diabetes,
hypertension, asthma, hyperlipidemia, GERD, bipolar disorder and episodic mood disorder.
John has been enrolled with the health plan since its inception a few months ago. The initial
assessment identified several recent ED visits and inpatient hospitalizations, a positive Patient
Health Questionnaire (PHQ-9) test and difficulties with access to reliable transportation. He
currently lives with his significant other. John was assigned to a Health Manager who contacted
John and successfully enrolled him into care management program.
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Attachment I: Sample of Care Plan

Knowledge deficit related to
congestive heart failure

Prioritized Goal #1- Member
states “l want to understand
my congestive heart failure.”

Schedule an on-site visit to
member’s home to assess the
members home environment
support system and overall
cognitive capabilities in order
to determine the most
appropriate educational
interventions

3/1/18

Initiated

Successful and
completed on
3/22/13 by the
health manager

Ongoing

3/22/13 Health Manager (CM)
met with John and his
significant other and identified
that John has a supportive
family that can assist with
reinforcement of his primary
care physician’s treatment
plan. The CM identified that
John has a difficult time
comprehending written
materials and prefers to go to a
class with his significant other.

Member agreed
to follow-up call
on 3/29/13

Provide member with
educational materials and/or
external services that will
provide appropriate
understanding of congestive
heart failure

Identified a free
educational class in
John’s community
that will provide
heart healthy
management and
chronic disease
management

CM assisted with coordinating
attendance for the 4/3 class

Member agreed
to follow-up call
on 3/29/13

Alterwood Advantage’s ICT will ultimately serve as the vehicle to facilitate communication and
coordination of services between PCPs and specialists, behavioral health providers, ancillary
services, home care agencies, hospitals, skilled nursing facilities, and community services.
Alterwood Advantage’s ICT ensures that beneficiaries have timely access to care, improves
health outcomes, eliminates barriers to accessing services, and ensures the appropriate use of

health care services.

Identify and explain the use of clinical managers, health managers or others who play critical
roles in ensuring an effective interdisciplinary care process is being conducted.

A primary Health Manager acts in the role of the “air traffic controller” overseeing the
beneficiary’s health care needs and ensuring communication across the beneficiary’s service

providers and/or ICT.




The below grid defines a high-level listing of ICT members and the roles they may play in
ensuring the beneficiary has the individual’s needed for an effective interdisciplinary care

process.

Interdisciplinary Care
Team (ICT) Member

Operational Activities

Outcome

Beneficiary/Caregiver

At enrollment each beneficiary chooses a Primary
Care Physician (PCP) and is assigned to a Health Manager
(HM) Participates in development of the care plan

PCP

Overall clinical direction of the beneficiary’s care including:

Medical oversight

Primary care services

Initial and ongoing assessments

Collaboration in care plan development

Participates with ICT to identify a change in
beneficiary status

Participates with ICT to identify service needs/issues

Nurse or Social
Worker Health

Develops and implements the care plan
Acts as a single contact point for the ICT,

Management RN

Manager beneficiaries, physicians, social workers, community
resources and all caregivers involved in the
beneficiary’s care

e Responsible for communication and dissemination of
information to ICT
e Coordinates with other health managers (facility,
etc.)
e Reports to all stakeholders
Utilization e Provides input on concurrent review if beneficiary is

hospitalized in acute, subacute or rehab setting

Health Manager
Assistant

Participates with the PCP, CM and Pharmacist to
integrate non-medical support services (such as
transportation) into the ICP

Clinical Pharmacist

Assesses medication adherence, sub-therapeutic
regimens, medication conflicts or duplications,
reconciliation of medications at time of care
transitions, and high-risk medications

Individualized
Care Plan

Behavioral Health
and other specialists
(as needed)

Additional input is sought after the core team has
made initial and ongoing assessments of the
beneficiary, such as behavioral health or ancillary
services.

Provide a clear and comprehensive description of the SNP’s communication plan that

ensures exchanges of beneficiary information is occurring regularly within the ICT, including

not be limited to, the following:
o Clear evidence of an established communication plan that is overseen by SNP
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personnel who are knowledgeable and connected to multiple facets of the SNP MOC.
Explain how the SNP maintains effective and ongoing communication between SNP
personnel, the ICT, beneficiary’s, caregiver(s), community organizations and other
stakeholders.

o The types of evidence used to verify that communications have taken place, e.g.,
written ICT meeting minutes, documentation in the ICP, other.

o How communication is conducted with beneficiary’s who have hearing impairments,
language barriers and/or cognitive deficiencies

During the care plan development, the following information, at a minimum, will be discussed
between the ICT members: beneficiary diagnoses and health status, functional status,
pharmacy profile, resource utilization (ED, outpatient and inpatient), behavioral health issues (if
applicable), social support, risk category, and when applicable the reason or need for ICT
evaluation. ICT will identify all relevant issues; identify the success and failure of previous
interventions; determine subsequent action items; perform a barrier analysis; and explore all
available options and action items to meet those goals and objectives. The above information
will be incorporated in the formulation of new or updating of an existing care plan. ICT
participants will review their deliverables and timelines for completion.

Care plans will be made available to the PCP via the ALTERWOOD ADVANTAGE provider portal
and will be modified based on their feedback. Beneficiaries will be sent two copies of the care
plan in order to take one to the PCP at their next visit. Beneficiary care plans and other
documentations are kept on the care management shared files, and all ICT members will be
able to access it as needed.

Alterwood Advantage’s health management system will serve as the fundamental technology
platform that will link the ICT, beneficiaries and caregivers, and providers. ICT participant
activities will be documented and will become a part of the beneficiary’s record as case round
notes. All individual ICT meetings will be documented in the system. The Health Manager will
update the existing care plans as well as reports that will be shared with beneficiaries and
providers.

The ICT, at a minimum, must include the beneficiary and/or caregiver, the primary care
physician and the assigned Health Manager. The team may communicate via fax, mail and
email. However, the beneficiary or any other member of the ICT may request a team meeting
at any time in order to meet the beneficiary’s individual needs, levels of care required and
complexity of the plan of care. All ICT meetings are documented in the health management
system in the case notes related to the case by the primary Health Manager.

The ICT promotes the team-based care and care coordination by partnering with and
supporting the PCPs, as well as other providers who are providing care to the beneficiary. As
part of our “holistic” management approach, it is understood that care coordination and care
management of individuals who are receiving services and supports through multiple systems is
most effective when there is cooperation among the various entities. The scope of services
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provided to our beneficiaries is unique, therefore, the providers may not be aware of all
services that a beneficiary may be receiving. The ICT helps to bridge those gaps in
communication.

The communication among the ICT is provided on an individual basis with calls to the PCP and
providers involved in the beneficiary’s care, facilities, or community agencies. ICT participants
can meet with the PCP in their offices, hospitals, or meet beneficiaries in their homes or other
community locations. The Health Manager is responsible for working with beneficiaries and
their caregivers and providers to implement the action items. The care reviews and the
recommendations generated by the ICT are documented in the system as part of the
beneficiary’s care plan. The ICT approach is a collaborative effort that easily identifies and
addresses problems/shortcomings and finds resolution to health or care issues for the
beneficiary.

Alterwood Advantage has implemented special provisions to accommodate the beneficiary’s
preferred communication method. Translation and TTY services are available to better
communicate with beneficiaries and caregivers. Translation of printed materials is also
available.

ICT case rounds are conducted based on the needs of the beneficiary’s ICP.

Element E: Care Transitions Protocols

Explain how care transitions protocols are used to maintain continuity of care for SNP
beneficiaries. Provide details and specify the process and rationale for connecting the
beneficiary to the appropriate provider(s).

Alterwood Advantage recognizes that older and/or disabled adults who move between
different health care settings are particularly vulnerable to receiving fragmented care,
especially when transitions are poorly coordinated. In response to this, Alterwood Advantage
works actively to coordinate the care transition process with beneficiaries.

The Alterwood Advantage Care Transitions Protocol aims to support beneficiaries and caregivers;
increase communication among healthcare providers; enhance the ability of health information
technology to promote health information exchange across care settings; implement system level
interventions to improve quality and safety and develop performance measures. During this 4-week
protocol, beneficiaries and caregivers receive specific tools and work with a member of the Health
Management team to learn self-management skills that will ensure their needs are met during the
transition between settings. The intervention focuses on four goals that have been key indicators as gap
in care when a member goes from one healthcare setting to another or home:

1. Medication self-management: Beneficiary and/or caregivers are knowledgeable about
medications, any medication changes that may have occurred and has a medication
management system.
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2. Use of the beneficiaries revised ICP: Beneficiary and/or caregiver understands any updates to
the ICP based on the care transitions. The Care Management team utilizes the ICP to facilitate
communication and ensure continuity of care plan across providers and settings.

3. Primary Care and/or Specialist Follow-Up: Beneficiary and/or caregivers schedules and
completes follow-up visit (s) with the primary care physician or specialist physician and is
empowered to be an active participant in these interactions.

4. Knowledge of Red Flags: Beneficiary is knowledgeable about indications that their condition is
worsening and how to respond.

The four goals are operationalized through two mechanisms:

1. Anupdated ICP and

2. Aseries of structured phone calls with a member of the Care Management team
Both mechanisms are designed to empower and educate beneficiaries and/or caregivers to meet their
healthcare needs and ensure continuity of care in the transition(s) following discharge from a
hospital/skilled nursing facility.

Evidence supporting this type of approach during the transition of care process found beneficiaries were
significantly less likely to be readmitted to the hospital, and the benefits were sustained for five-months
after the end of the one-month intervention. Thus, rather than simply managing post-hospital care in a
reactive manner, imparting self-management skills pays dividends long after the program ends.
Members who received this program were also more likely to achieve self-identified personal goals
around symptom management and functional recovery.

» Describe which personnel (e.g., health manager) are responsible for coordinating the care
transition process and ensuring that follow-up services and appointments are scheduled
and performed as defined in MOC Element 2A.

Members of the Health Management team that are responsible for coordinating the care
transition process are as follows:

e RN Discharge Planner (either on site or telephonic based on facility)

¢ RN Transitional Care Coordinator

e RN Health Manager

e RN Utilization Management

e Health Manager Assistants

A Health Manager/ Health Management Assistant, in conjunction with the Utilization
Management staff will engage beneficiaries who may be receiving care at a different setting
including when a beneficiary becomes hospitalized. To coordinate the transition process, the
Health Manager/ Health Management Assistant will continue to follow the member’s care via
the Utilization Management case. Outreach to beneficiaries after the first three days of an
acute care transition setting is attempted to guide the member through this critical transition
process.
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» Explain how the SNP ensures elements of the beneficiary’s ICP are transferred between
healthcare settings when the beneficiary experiences an applicable transition in care. This
must include the steps that need to take place before, during and after a transition in care
has occurred.

The ICT promotes the principles of a medical home by partnering with and supporting the PCPs,
as well as other providers who are providing care to the beneficiary. In addition, the ICT
participants will develop relationships within communities where our beneficiaries reside. The
scope of services provided to our beneficiaries is unique therefore, the providers may not be
aware of all services that a beneficiary may be receiving. The ICT helps to bridge those gaps in
communication.

In order to assess beneficiaries for the possibility of a transition of care, the Utilization
Management staff are in close contact with the D-SNP Health Manager during a hospital stay.
In addition to the communication with the Utilization Management staff, the use of daily
management reports such as Daily Inpatient Acute Census, Daily Inpatient SNF/Sub-
Acute/Transitional Care Census and Readmission reports, as well as daily CRISP (Chesapeake
Regional Information System for our Patients) report help to identify beneficiaries in need of
transitional care planning. The health manager coordinates with the beneficiary and/or the
facility discharge planning staff to re-assess the beneficiary in order to determine any new
opportunities, goals, interventions, or preferences. The health manager will educate the
beneficiaries and/or caregivers about their condition. The beneficiary and/or caregivers will
express a verbal understanding of changes in their condition and verbalize appropriate self-
management activities. Education about signs and symptoms indicative of further changes and
how to respond to such changes will be reviewed with the beneficiary and/or caregiver.

For example, the focus of health management during a transition of care from inpatient to
home would include an assessment that identifies eight (8) core points that would require
monitoring to assist with preventing a readmission. Those core points are:
e Any knowledge deficits related to existing/new diagnoses or conditions
e Telephonic follow-up with the beneficiary
e Medication reconciliation
e Assistance with scheduling primary care and specialty appointments within seven (7)
days of discharge
e Provide transportation or other needs as identified by ICT
e Assess home health and DME needs and coordination of delivery of services
e Periodic follow-up calls for thirty (30) days post-discharge to ensure services are
received, appointments are scheduled, and education is provided for self-
management
e Evaluation of ongoing needs for health management program referrals

» Describe, in detail, the process for ensuring the SNP beneficiary and/or caregiver(s) have
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access to and can adequately utilize the beneficiary’s’ personal health information to
facilitate communication between the SNP beneficiary and/or their caregiver(s) with
healthcare providers in other healthcare settings and/or health specialists outside their
primary care network.

All SNP beneficiaries can access their personal information 24 hours a day, 7 days a week, via
our online Member Portal. The tool provides access to personal health information, such as the
services received, prior authorizations, eligibility information, and the ability to search for in-
network providers and pharmacies.

Core functionality for the Member Portal includes:

e Ability to view services which were received

e List of services which have been submitted for prior authorization

e Verification of eligibility

e Accumulator information such as deductibles and maximum out-of-pocket costs

e Ability to submit a PCP change request

e Initiation of request for ID Card replacement

e Links to tools in which beneficiary can search for providers and pharmacies in our
network. Search results include contact information to enable beneficiary to contact
provider directly.

Core functionality for the Provider Portal includes:

e Ability to view services which were rendered
e List of services submitted for prior authorization
e Member eligibility search
e For PCPs:
o Panel Roster
o Care Gaps for members in panel
e Submit request to update contact information
e Links to resources such as Credentialing forms and information, Prior Authorization
Request forms, Clinical Practice Guidelines, Formulary, etc.

Access to all portals is administered through an automated registration process. To register,
each beneficiary or provider must first provide key pieces of information to validate their
identity.

The portals are HIPAA compliant and are monitored for performance and availability on a
constant basis. All updates are managed through a change control process which includes
testing of any changes in a separate controlled environment to ensure changes will not
adversely impact the portals once implemented.
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Underlying data is updated frequently to ensure the information presented is as current as
possible. In addition, alerts have been implemented in which the IT team is notified if there is a
failure in critical processes which support the portals.

Describe how the beneficiary and/or caregiver(s) will be educated about indicators that
his/her condition has improved or worsened and how they will demonstrate their
understanding of those indicators and appropriate self-management activities.

Throughout the entire process of working with a beneficiary and/or their caregiver (from the
start of enrollment), the Health Management team does everything possible to understand the
learning level of each. Understanding limited literacy levels, different learning skills and
communication are all drivers in successful instruction and understanding. A critical part of the
patient education that occurs during the health management process is helping the member to
under their disease process(es) using key points, supplying education in small amounts over
several sessions and avoiding medical jargon. Written patient education, highlighting important
points and encouraging questions are techniques employed by the Health Management team.

Once a beneficiary and/or caregiver understand what their disease is, they can be educated on
the key “red flags” that would mean their condition is worsening. Again, employing the same
techniques as above, education is provided in small doses to ensure understanding. Allowing
the beneficiary and/or caregiver to role play and explain step by step their disease and/or
treatment is one of the techniques used to ensure education is being comprehended.

Reiteration and continuously building on the education with every engagement opportunity are
applied in helping a beneficiary and/or caregiver gain appropriate self-management activities.

As reflected through this MOC, the beneficiary/caregiver(s) are an integral part of the ICT
managing the care received. The ICP provides the beneficiary/caregiver(s) with the road map of
opportunities, barriers, interventions and goals to appropriate self-management activities. This
ICP is reviewed frequently and is updated if the ICT feels it is needed to ensure that the
member is continuing the path to self-management activities or recommending changes or
modifications the plan. The Health Manager (and ICT) continually involve the
beneficiary/caregiver(s) in three critical steps of ensuring their education:

(1) Planning & delivery of care —i.e., development of ICP

(2) Evaluation of results by beneficiary/caregiver(s) and adjusting the ICP as needed

(3) Evaluation of overall program effectiveness & adjustment of the ICP as needed

Describe how the beneficiary and/or caregiver(s) are informed about who their point of
contact is throughout the transition process.

The primary Health Manager/Health Management Assistant, assigned to the member at that
the time of enrollment, is responsible for following the beneficiary throughout the continuum
of care. The Health Manager/Health Management Assistant, at the time the member accepts
enrollment into the D-SNP Health Management program communicates her roles and
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responsibilities so that the beneficiary/caregiver(s) clearly understand who to contact
throughout the care continuum.

MOC 3 - Provider Network

Element A: Specialized Expertise

Provide a complete and detailed description of the specialized expertise available to SNP
beneficiaries in the SNP provider network that corresponds to the SNP population identified
in MOC Element 1.

Alterwood Advantage’s existing provider network incorporates all provider types included in
the SNP Model of Care Attestation. Alterwood Advantage has contracted with qualified
providers in its service area with experience in caring for Alterwood Advantage’s beneficiaries.
In addition to direct medical care, beneficiaries are also referred to community services as
needs arise. Alterwood Advantage is committed to developing and maintaining a
comprehensive provider network that meets the medical needs of Alterwood Advantage’s
beneficiaries. An online provider directory is available on Alterwood Advantage’s website or
printed upon request.

The provider network is designed to meet the needs of Alterwood Advantage’s member
population. The network includes all required provider and ancillary specialty types per CMS
guidelines. Examples of provider types covered in the network include:
Acute care facilities
Urgent Cares
Laboratories
Imaging Centers
Specialty Clinics
Long Term Care Facilities
Pharmacies
Rehabilitation Centers
Primary Care Providers
o Internal Medicine
o Family Practice
o Geriatrics
o General Practice
» Specialists
o All CMS required specialties for access and availability
o Medical specialists pertinent to targeted chronic conditions and co-morbid
conditions
Home Health Care
Physical, Occupational, and Speech Therapists
Dialysis Clinics

VVVVVVVYVYYVY
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Medical Specialists

Geriatricians

Pain Management Specialists
Nursing Professionals

Mental Health Specialists

Other Allied Health Professionals

VVVVYVYVY

These contracted providers are committed to working with Alterwood Advantage and
implementing the Model of Care.

» Facilities pertinent to the care of the targeted special needs population:

o Acute Care Facilities — Alterwood Advantage’s provider network consists of both
acute facilities and critical access facilities. The relationship between the health
plan and the acute care facilities, as required by the MOC, places the health plan
Health Manager and/or Mid-Level Provider in the transition of care decisions for
admission and discharge of Alterwood Advantage’s beneficiaries.

o Nursing Facilities — Alterwood Advantage’s network of nursing facilities serves
transitional and rehabilitation needs for the community-based dual population.
Nursing facilities must be Medicaid certified and employ certified and licensed
staff capable of handling the specific needs of this population. Because of the
crucial role that nursing facility staff plays in the ICT and the success of the
Model of Care, Alterwood Advantage has established a strong relationship with
all contracted facilities.

» Medical Providers:

o Primary Care Physicians (PCP) — The PCP is often the provider who has the most
interaction with a beneficiary. Each beneficiary chooses or is assigned to a PCP,
and the PCP is responsible for oversight and coordinating the care with
specialists. The PCP is a key member of the ICT for all of Alterwood Advantage’s
beneficiaries.

o Specialists — Specialists are available to beneficiaries to support the medical
needs of the dual population. Alterwood Advantage contracts with all CMS-
required specialty types, understanding there might be higher utilization of the
following specialties for the target population:

= Cardiologists - cardiovascular disease (CHF)

= Endocrinologists - diabetes

= Pulmonologists - respiratory disease including COPD
= Rheumatologists- arthritis

» Behavioral and mental health specialists — Contracted behavioral and mental health
specialists provide mental health support, including Psychiatrists, Psychologists, and
Licensed Social Workers. With a strong understanding of the unique needs of the dual
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population, these specialists provide ongoing behavioral health coverage and participate
in the ICT care team meeting when the situation requires behavioral health expertise.

» Nursing professionals — The Nurse Health Manager is a key member of the ICT, lending
clinical expertise to the coordination of care to the beneficiary. All nursing staff are
certified or monitored by the state licensing agencies. Nursing staff, which may include
the Director of Population Health Management, RNs, LPNs, LVN’s, CMAs, and CNAs,
have crucial roles on the ICT.

» Allied health professionals — Alterwood Advantage contracts with CVS Caremark to
provide pharmacy benefits. LabCorp and Quest Diagnostics will be providing laboratory
services for the network providers. Every nursing facility also has a staff pharmacy
consultant. Physical therapists, occupational and speech specialists are available in the
network and also in nursing facilities. All are members of the ICT.

On a quarterly basis, as part of the internal auditing and monitoring program, Alterwood
Advantage’s network will be reviewed for adequacy and gaps in the types of specialty care
needed to provide services to our beneficiaries, using the CMS Health Services Delivery (HSD)
Tables. The Quest Analytics software will compare the existing membership to the required
specialties and determine if the network meets the requirements for numbers of providers and
geographic adequacy. Provider network and contracting strategies will be developed based on
the outcome of the network analysis and needs. In addition, Alterwood Advantage will monitor
PCP and specialist availability on a regular basis. Offices that do not meet the availability of
appointment requirements will be placed on a corrective action plan to correct the deficiency.
The plan benefit design allows our beneficiaries access to all the required Medicare providers,
consistent with those specialties covered under traditional Medicare. The list below outlines
the some of the different types of specialists that are a part of Alterwood Advantage’s network.

Specialty List:
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001 — General Practice

002 — Family Practice

003 — Internal Medicine

004 — Geriatrics

005 — Primary Care — Physician
Assistants

006 — Primary Care — Nurse Practitioners
007 — Allergy and Immunology
008 — Cardiology

010 - Chiropractor

011 — Dermatology

012 — Endocrinology

013 — ENT/Otolaryngology
014 — Gastroenterology

015 — General Surgery

016 — Gynecology, OB/GYN

017 — Infectious Diseases

018 - Nephrology

019 - Neurology

020 - Neurosurgery

021 - Oncology - Medical, Surgical
022 - Oncology - Radiation/Radiation
Oncology

023 - Ophthalmology

025 - Orthopedic Surgery

026 - Physiatry, Rehabilitative Medicine
027 - Plastic Surgery

028 - Podiatry

029 - Psychiatry

030 - Pulmonology




031 - Rheumatology 048 - Mammography

033 - Urology 049 - Physical Therapy
034 - Vascular Surgery 050 - Occupational Therapy
035 — Cardiothoracic Surgery 051 - Speech Therapy

052 - Inpatient Psychiatric Facility
Facility/Ancillary List: Services

054 - Orthotics and Prosthetics
040 — Acute Inpatient Hospitals 055 - Home Health
041 - Cardiac Surgery Program 056 - Durable Medical Equipment
042 - Cardiac Catheterization Services 057 - Outpatient
043 - Critical Care Services — Intensive Infusion/Chemotherapy
Care Units (ICU) 061 - Heart Transplant Program
044 - Outpatient Dialysis 062 - Heart/Lung Transplant Program
045 - Surgical Services (Outpatient or 064 - Kidney Transplant Program
Ambulatory Surgery Center (ASC)) 065 - Liver Transplant Program
046 - Skilled Nursing Facilities 066 - Lung Transplant Program
047 - Diagnostic Radiology 067 - Pancreas Transplant Program

» Explain how the SNP oversees its provider network facilities and ensures its providers are
actively licensed and competent (e.g., confirmation of applicable board certification) to
provide specialized healthcare services to SNP beneficiaries. Specialized expertise may
include, but is not limited to: internal medicine, endocrinologists, cardiologists, oncologists,
mental health specialists, other.

All providers are licensed and determined to be approved for network participation through a
formal credentialing process completed after the provider initially contracts with Alterwood
Advantage. Providers are re-credentialed every three years, consistent with current regulations.

All licensed providers and providers who desire to become a provider in the network will
undergo the credentialing process after a signed contract is received by Alterwood Advantage.
Alterwood Advantage’s credentialing of providers follows NCQA guidelines. The provider
specifically agrees to participate in and provide care for participants enrolled in the Special
Needs Program (SNP) via contractual amendment/exhibit.

In order to accomplish credentialing, Alterwood Advantage requires a completed credentialing
application from the provider and performs the following verifications:

» Primary source verification of training and education — graduation from medical school
and completion of an internship, residency, fellowship, specialty, subspecialty, or
certification by a regional or national health care or medical specialty college,
association or society or board certification, as applicable for physicians and primary
source verification of professional education and training for non-physician practitioners
through professional school or appropriate licensing agency as applicable
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» Primary source verification of board certification if the practitioner claims board
certification on the application

» Verification of work history for at least the past five years with gaps of six months or
more explained

» Primary source verification of current valid license and registration to practice in the
state

» Verification of individual Medicare and Medicare provider numbers

» \Verification of clinical privileges in good standing at a participating hospital

» Verification of current adequate malpractice insurance coverage with limits not less
than $1 million per occurrence and $3 million in the aggregate

» Verification of valid Drug Enforcement Agency (DEA) Certificate, or Controlled
Dangerous Substance (CDS) Certificate as applicable

» Primary source verification of professional liability claims history during the prior five-
year period that resulted in settlements or judgements paid by or on behalf of the
provider. Such claims shall be verified by the National Practitioner Data Bank (NPDB) or
the applicable insurance carrier and/or primary source verification history of pending
professional lawsuits

» Checks the provider against the Medicaid Exclusion provider list

» Checks the provider against the Medicare Opt Out and Preclusion lists

All applicants are approved through a committee process. The credentialing process is
completed within an average 30-45 days after the provider contracts with Alterwood
Advantage. The provider is not approved for network participation until after the credentialing
process is successfully completed.

Re-credentialing is conducted at least every 36 months.

State licensing issues are monitored on a continuous basis by review of issuing boards,
monitoring of the National Practitioner Databank (NPDB), Council for Affordable Quality
Healthcare (CAQH) and CMS sanctions. In addition to licensing board reviews, the credentialing
department will review Medicare Opt Out and Sanction listings on a continuous basis to identify
providers excluded or sanctioned by Medicare/Medicaid. Both licensure and Opt Out Sanction
monitoring reports are provided to the Credentialing Committee for review and action at each
regularly scheduled meeting. Additionally, Alterwood Advantage reviews providers for
adherence to the program’s quality performance standards.

Issues identified between credentialing cycles that may impact the practitioner’s ability to
participate in the network are brought to the attention of Credentialing Committee for review
and action. Negative information that does not immediately impact the practitioner’s
participation in the network is tracked, trended and monitored for further activity and reviewed
at the time of re-credentialing.

Alterwood Advantage’s Credentialing Committee Program outlines the mission, functions,
duties, and authorities of this committee. Committee membership consists of the Alterwood
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Advantage’s Medical Director and representative participating providers who are clinicians, are
not employees of the organization, and are representative of those clinicians who most
frequently provide services to our beneficiaries. The Medical Director oversees the
development and guidance of the clinical aspects of the participating provider network. The
Credentialing Committee makes recommendations to the Board of Directors who has final
authority for approving or denying providers for network participation.

The Credentialing Committee is a peer review committee whose discussions are confidential,
and perform the following duties:

» Review and provide input into credentialing policies and procedures

» Review credentials of providers and make recommendations for approval, denial or to
pend for additional information

» Evaluate complaint and beneficiary satisfaction data as part of the re-credentialing
process

» Evaluate quality improvement and performance related findings as part of the re-
credentialing process

» Provide recommendations regarding appropriate follow-up actions

A separate committee, the Provider Advisory Committee (PAC), is responsible for reviewing
clinical policies. The PAC reviews, revises, and adopts clinical practice guidelines and makes
recommendations for implementing guideline changes.

Describe how providers collaborate with the ICT (MOC Element 2D) and the beneficiary,
contribute to the ICP (MOC Element 2C) and ensure the delivery of necessary specialized
services. For example, describe: how providers communicate SNP beneficiaries’ care needs
to the ICT and other stakeholders; how specialized services are delivered to the SNP
beneficiary in a timely and effective way; and how reports regarding services rendered are
shared with the ICT and how relevant information is incorporated into the ICP.

The Health Manager is the leader of the ICT and the primary point of contact that facilitates
communication between the PCP, the beneficiary and/or the beneficiary’s family and any
required specialty care or other social services. The Health Manager will help align performance
measures between each link of the care delivery model. The Health Manager engages the PCP
and PCP’s clinical staff in order to develop trust, strengthen communication and coordinate the
individual beneficiary’s care plan. This relationship enhances understanding and coordinating
services received outside the PCP’s office and improve the beneficiary’s care.

The Health Manager, beneficiary/caregiver(s) and PCP form the nucleus of the ICT. Other
providers are added into the ICT as needed. The Health Manager is responsible for the day-to-
day management of the beneficiary’s care plan on behalf of the PCP. The Health Manager
Assistant assists in completing non-clinical aspects of the care plan like appointment follow-up,
helping arrange transportation, family communication of non-clinical information, etc. This
process provides additional connectivity to the beneficiary and the beneficiary’s family.
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Care plan information is captured and maintained within Alterwood Advantage’s care
management system. As assessments are completed, services received, and beneficiary
education performed, the care plan is updated. As care plan goals are met and/or objectives
are modified, the updated care plan is shared with the PCP, the beneficiary and other pertinent
care providers. The PCP has the option of reviewing all care plan activities including specialty
care, information received from assessments, prescriptions filled, etc. online via the HIPAA-
compliant provider portal of the system. The ICT will reach out to specialists as needed by the
beneficiary to integrate the specialist treatment into the care plan and help enforce clinical
protocols through disease management and education programs. Behavioral Health and
Pharmacotherapy consultation in collaboration with the PCP and care team will be provided by
behavioral health professionals and community pharmacists.

All care plan communication, interventions and outreach are captured by the Health
Manager/Health Management Assistant within the care management system. This pertinent
information is documented while updating the care plan and the care plan is then shared with
the beneficiary/caregiver(s) and PCP.

Our Member Services Department will also assist the beneficiary regarding benefit questions,
provider inquiries and clarification of services. Additionally, Member Services facilitates the
intake of complaints. Member Services ensures the appropriate delivery of the complaints for
resolution, so the beneficiary receives timely and satisfactory outcomes.

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

» Explain the processes for ensuring that network providers utilize appropriate clinical practice
guidelines and nationally-recognized protocols. This may include but is not limited to: use of
electronic databases, web technology, and manual medical record review to ensure
appropriate documentation.

Alterwood Advantage contractually requires providers to deliver services to beneficiaries in
accordance with nationally recognized clinical protocols and guidelines when available. The
Chief Medical Officer facilitates the review and adoption of these guidelines for Alterwood
Advantage through the quality improvement infrastructure. In addition, the Provider Manual
will address provider practices and will be updated annually to reflect any newly adopted
protocols or modified protocols.

Annually the Alterwood Advantage Provider Advisory Committee (PAC) reviews the health
plan’s clinical practice guidelines. The PAC is composed of network physicians representing a
diverse array of specialties and regions within the service area. Based on population
assessment data provided by the Quality Improvement Department, the PAC identifies clinical
practice guidelines that are relevant to the needs of the population. The PAC selects clinical
practice guidelines that are nationally recognized and are based on the most recently available
clinical evidence. Upon approval of clinical practice guidelines by the PAC, the Provider
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Relations and Quality Improvement Departments collaborate to distribute to clinical practice
guidelines to the entire provider network via providers newsletters and the UMAH website.

Alterwood Advantage uses several methods to monitor the appropriate use of its selected
clinical practice guidelines but its network physicians:

e |CPs are developed based on the nationally recognized protocols of the clinical practice
guidelines. The structure of the ICP ensures that members of the ICT including
physicians comply with clinical practice guidelines in the provision of care to
beneficiaries. Alterwood Advantage regularly audits ICPs to ensure all aspects of the
ICPs are complete.

e HEDIS and Stars measures are based on nationally recognized clinical practice
guidelines. Alterwood Advantage uses these measures to monitor the provision of care
to its beneficiary population. Alterwood Advantage tracks prospective HEDIS and Stars
measure rates monthly. The prospective rates are reported to the Stars Committee,
Clinical Monitoring Oversight Committee and the Quality Committee at least
monthly. Benchmarks and goals for HEDIS and Stars measure are established. Through
these committees Alterwood Advantage develops actions and strategies to ensure
members receive clinically indicated care and are compliant for the HEDIS and Stars
measures. If Alterwood Advantage identifies opportunities in HEDIS or Stars compliance
it develops corrective actions to improve rates with the involvement of network
physicians. Monthly Alterwood Advantage sends providers “HEDIS Gaps in Care
Reports” which list beneficiaries on a physician’s panel who are non-compliant for select
HEDIS measures. Physicians are encouraged to outreach to their patients to ensure
provision of care as indicated by the clinical practice guidelines.

e Alterwood Advantage tracks quality of care and service complaints it receives about its
network physicians. Quality of care/service complaints can come from many different
sources such as beneficiaries, health plan staff, other physicians, ect... If through such a
complaint Alterwood Advantage determines that a network physician failed to adhere
to clinical practice guidelines it has the right to act against that physician in a manner
corresponding with the severity of the breach. Alterwood Advantage trends all quality
of care/service complaints to identify trends in failures to adhere to clinical practice
guidelines.

Alterwood Advantage’s Chief Medical Officer, who has extensive experience and training in the
care of the dual-eligible and the chronically ill (medically and behavioral), is responsible for the
review and dissemination of the clinical practice guidelines to Alterwood Advantage’s network
providers. The Chief Medical Officer will also ensure that the clinical practice guidelines are
utilized by Alterwood Advantage’s provider network when providing care to a Alterwood
Advantage beneficiary. During MOC training sessions, the Provider Relations Representative will
reinforce the required use of the clinical practice guidelines. If it is identified that a Alterwood
Advantage provider is not using clinical practice guidelines as required by the MOC, providers
will be reported to Alterwood Advantage’s Medical Director. Information will be shared with
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the QIC and if deemed appropriate, the Medical Director will institute a corrective action plan.
If a provider continues to remain deficient in complying with the protocols identified by
Alterwood Advantage, the Chief Medical Officer may recommend that the provider be removed
from Alterwood Advantage’s network of providers.

Alterwood Advantage uses several evidenced-based practices and nationally recognized clinical
protocols. In addition, Alterwood Advantage continues to consider several nationally
recognized clinical protocols as listed in the table below.

Conditions

Guideline Sources

Acute MI

American Heart Association 2014

Preventive Care: Adult
(21 years old & over)

U.S. Preventive Services Task Force 2014 (A
& B Recommendations)

Preventive Care: Adult Immunizations

(19 years old & over)

The Centers for Disease Control & Prevention’s (CDC's)
Advisory Committee on Immunization Practices (ACIP)

Asthma

GINA Report: Asthma Management 2018

Cardio-vascular Disease

American Heart Association 2011

Cardio-vascular Disease Women

American Heart Association 2011

Chlamydia

U.S. Preventive Services Task Force 2014

Cholesterol Management

National Heart Association 2013

Chronic Heart Failure

American Heart Association 2013

Chronic Obstructive Pulmonary
Disease

Global Initiative for COPD 2017

Chronic Pain:
Use of Opioid Analgesics in the
Treatment of Chronic Pain

Prescribing Opioids for Chronic Pain

Federation of State Medical Boards 2017

Centers for Disease Control and Prevention

Chronic Stable Angina

American Heart Association 2007

Depression

American Psychiatric Association 2010

Diabetes

ADA Standards of Medical Care in Diabetes 2018

Human Immuno-deficiency Virus
(HIV)

CDC HIV CPG 2017

Hypertension

American Medical Association 2014

» Define any challenges encountered with overseeing patients with complex healthcare needs
where clinical practice guidelines and nationally-recognized protocols may need to be
modified to fit the unique needs of vulnerable SNP beneficiaries. Provide details regarding
how these decisions are made, incorporated into the ICP (MOC Element 2C), communicated
with the ICT (MOC Element 2D) and acted upon.
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https://www.umhealthpartners.com/wp-content/uploads/2016/10/HIVInfectiousDiseasesSociety.pdf

While clinical guidelines exist for some conditions, they do not exist for all conditions and
general guidelines may not have been customized for Special Needs Populations. In addition,
most Special Needs beneficiaries on Medicare have multiple physical, behavioral, and cognitive
needs that clinical guidelines are often not intended to address. Thus, the ICT is challenged with
overseeing beneficiaries that may not fit into the existing practice guidelines. With the limited
established evidence or clinical practice guidelines specific to serving SNP, organizations must
explore new opportunities to find effective strategies for reducing costs and improving quality
of life for this population. Alterwood Advantage will use some of the following strategies to
address these challenges:
e Using administrative, claims, CRISP, and interview data to identify SNP members.
e Stratify beneficiaries to prioritize those most at risk and potentially prevent acute
exacerbations of chronic conditions.
e Reach out to caregivers to provide up-to-date clinical information and create integrated
health management programs that foster links to ancillary resources.
e Provide care coordination services to beneficiaries and their caregivers and working
with providers to establish and enhance a patient centered medical home.

Example:

John is a 57 years old male who was diagnosed with Coronary Artery Disease, diabetes,
hypertension, asthma, hyperlipidemia, GERD, bipolar disorder and episodic mood disorder.
John has been enrolled with the health plan since its inception in 2016. The initial assessment
identified several recent ED visits and inpatient hospitalizations, a positive Patient Health
Questionnaire (PHQ-9) test and difficulties with access to reliable transportation. He currently
lives with his significant other. John was assigned to a Health Manager who contacted John and
successfully enrolled him into care management program. While some of these conditions
have clinical guidelines, other contributing factors do not. Therefore, Alterwood Advantage will
utilize several techniques, including reaching out to John and his significant other, and
reviewing available claim data on a regular basis to ensure John receives the right care at the
right time.

Alterwood Advantage ensures its provider network is practicing evidence-based medicine and is
continuously monitoring its membership. The Medical Director is available daily to
communicate and consult with the medical staff regarding medical management cases, address
issues related to network provider, medical chart reviews, and conduct physician peer-to-peer
discussions on protocols and clinical guidelines as needed. Updates to clinical practice
standards and guidelines are communicated to providers on a regular basis as appropriate. A
variety of areas are regularly monitored to assist with early identification of issues including
hospital compare, nursing home compare, OIG list of excluded providers, etc. If a provider is
identified as potentially not complying with the standards set forth by Alterwood Advantage,
the provider may be presented at a Credentialing Committee meeting where the provider’s
performance and practice is reviewed. The provider will coordinate with the ICT and the
beneficiary to deliver needed care services. The provider, working with the health manager will
confirm follow-up is scheduled and performed in a timely way. Reports on services delivered to
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the beneficiary are shared with the Alterwood Advantage and discussed in the ICT. The ICT will
determine the need for any medical records that require review and will share these records on
an as needed basis under privacy regulations. All records will be maintained by the provider to
assure a complete beneficiary record.

Explain how SNP providers ensure care transitions protocols are being used to maintain
continuity of care for the SNP beneficiary as outlined in MOC Element 2E.

The Health Manager will use daily management reports to ensure she captures any
beneficiaries that may have transitioned to another level of care utilizing such reports as the
Daily Inpatient Acute Census, Daily Inpatient SNF/Sub Acute/Transitional Care Census, and
Readmission reports, as well as daily CRISP (Chesapeake Regional Information System for our
Patients) reports to identify beneficiaries in need for transitional care planning. The health
manager identifies a beneficiary for transitional care planning through their daily interaction
and health management duties (change in health condition, transition of care setting, new care
plan developed, etc.). The health manager coordinates with the beneficiary and network
providers to re-assess the beneficiary in order to determine any new opportunities, goals,
interventions, or preferences.

By following the standard Quality of Care processes, the Health Manager will identify network
providers who do not follow the required care transition protocols. These activities are
reported through the Quality Improvement committee structure which provides oversight.

Out-of-network providers that see beneficiaries on a routine basis may be sent materials to
enable them to become a participating provider. This information will include a provider
agreement and application materials. In addition to this information, they will also be provided
details on their responsibilities under the Alterwood Advantage model of care. If an out-of-
network provider cannot meet the requirements, they are asked to refer the member to an in-
network provider who can do so.

Element C: MOC Training for the Provider Network

Explain, in detail, how the SNP conducts initial and annual MOC training for network
providers and out-of-network providers seen by beneficiaries on a routine basis. This could
include, but not be limited to: printed instructional materials, face-to-face training, web-
based instruction, audio/video-conferencing, and availability of instructional materials via the
SNP plans’ website.

All contracted providers are required to complete initial and annual MOC training. Provider
training on the MOC focuses on working in collaboration with the ICT and the implementation
of the beneficiary care plan. Trainings are available in the form of a PowerPoint and are linked
on our website for all contracted and non-contracted providers to access. The training is
updated annually to reflect any Model of Care changes.
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All newly contracted providers receive an orientation meeting which reviews the operational
requirements of the plan. During this orientation, the providers review the training materials on
the Model of Care. The signed attendance sheet from these orientations is placed in the
provider’s contract folder documenting their completion of the Model of Care training.

On an annual basis, providers are notified that they must complete the most current Model of
Care training. This training is scheduled to be completed in the first quarter of the year.
Providers are notified either via an email communication or via fax blast notification (example
of fax blast noted below). The training is provided via a PowerPoint presentation available for
review on our website or they may schedule an in-person training with the Provider Relations
representatives to perform the training.

Alterwood Advantage reviews claims and authorization data to identify out of area or out of
network providers that provide care to members. These non-contracted providers are
contacted either telephonically, via email or via fax and instructed on the process required to
complete the Model of Care training using the website (Alterwood Advantagetraining.com). All
of these non-contracted providers are additionally offered contracts and credentialing
materials to enable them to become a network provider.

Attachment J: An example of the fax communicationis as follows:

- U L9
ALTERWOOD HEALTHVS
Provider Alert

MODEL OF CARE (MOC) TRAINING
Thank you for your participation with the Alterwood Health

The Centers for Medicare and Medicaid Services (CMS) requires a
Medicare Advantage Special Needs Plans (SNP) to conduct initial and
annual training that reviews the major elements of the MOC for

providers

Please visit https://www.alterwoodhealth.com

2. Review the PDF training information
Enter your contact information to confirm you have read the MOC
materais

4. Your information is recorded after pressing the “Complete

Training™ button

It is extremely important that you complete this CMS required training

within the next thirty (30) days
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Attachment K: Examples of slides from the MOC are shown below and Include:

ALTERWOOD HEALTHVS,

Training Objectives

After the training, attendees will be able to:

* Describe the basic components of AHMI’s MOC

* Explain how AHMI medical staff coordinates care
for all dual eligible members

* Describe the essential role of providers in the
implementation of the MOC

* Explain the critical role of the provider as part of
the MOC required Interdisciplinary Care Team
(ICT)

ALTERWOOD HEALTHY4,

What is the SNP MOC?

A plan for delivering case management and services for

AHMI’'s members with special needs. It sets guidelines for:

*  Staff structure and Care Management roles

* Interdisciplinary care team (ICT)

*  Provider network having special expertise and use of Clinical Practice
Guidelines

*«  Member health risk assessment (HRA)

* Assessment and case management of members

» Communication among members, caregivers, and providers

* Integration of the primary care physician (PCP)

*  Model of Care training

* Measurable program goals
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ALTERWOOD HEALTHVS,

Interdisciplinary Care Team Goals

The Goals of the MOC are achieved by the coordinated
efforts of ICT.

* |CT members include member/primary caregiver, nurses, physicians,
pharmacists, licensed clinical social workers and care coordination
technicians. Additional health care disciplines may be included as
appropriate.

* The ICT, together with the input from the member, collaborate to develop
and update individualized care plans (ICP).

* The team manages the medical, cognitive, psychosocial and functional
needs of the member.

* The team communicates to coordinate the care plans.

* Through the team, problems/opportunities can be identified and possible
resolutions can be presented to assist the member achieving solutions to
health or care issues.

e
ALTERWOOD HEALTHV,
Role of the Provider in the ICT

Provider responsibilities include:

* Accepting invitations to attend member’s ICT meetings
whenever possible

* Maintaining copies of the ICP, ICT worksheets and
transition of care notifications in the member’s medical
record when received

* Collaborating and actively communicating with:
* AHMI Case Managers
* Members of ICT
* Members and caregivers




» Describe how the SNP documents and maintains training records as evidence of MOC training
for their network providers. Documentation may include but is not limited to: copies of dated
attendee lists, results of MOC competency testing, web-based attendance confirmation,
electronic training records, and physician attestation of MOC training.

Providers are notified of the annual training requirement via email or fax communication
depending on their preference. The notification explains the importance of the training and the
method to complete the training using the website. The fax / email list is maintained as proof of
notification for the training. Additionally, the training requirement is highlighted in provider
newsletters and in provider meetings. All provider meetings that involve the model of care
include a dated and signed attendance sheet.

Once the training is completed via the website, providers are required to enter their
demographic information into a web form which confirms that they have successfully
completed the training.

» Explain any challenges associated with the completion of MOC training for network providers
and describe what specific actions the SNP Plan will take when the required MOC training has
not been completed or is found to be deficient in some way.

Any provider that has been identified as not completing the training receives follow up from the
provider relations representative for that area. Provider relations maintains the master list of
training and follows up with offices that do not complete it in a timely manner. A corrective
action plan (CAP) is created for those offices that do not complete the MOC training. The CAP
could include alternative methods of the training to meet the requirement.

Attachment L: Screenshot of Model of Care Training Slide — Role of the Provider in the ICT
Team

ALTERWOOD HEALTHVS,
Role of the Provider in the ICT

Provider responsibilities include:

* Accepting invitations to attend member’s ICT meetings
whenever possible

* Maintaining copies of the ICP, ICT worksheets and
transition of care notifications in the member’s medical
record when received

* Collaborating and actively communicating with:
* AHMI Case Managers
=  Members of ICT
* Members and caregivers
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MOC 4 — MOC Quality Measurement and Performance Improvement

Element A: MOC Quality Performance Improvement Plan

Explain, in detail, the quality performance improvement plan and how it ensures that
appropriate services are being delivered to SNP beneficiaries. The quality performance
improvement plan must be designed to detect whether the overall MOC structure effectively
accommodates beneficiaries’ unique healthcare needs. The description must include, but is
not limited to, the following:

e The complete process, by which the SNP continuously collects, analyzes,
evaluates and reports on quality performance based on the MOC by using
specified data sources, performance and outcome measures. The MOC must also
describe the frequency of these activities.

e Details regarding how the SNP leadership, management groups and other SNP
personnel and stakeholders are involved with the internal quality performance
process.

e Details regarding how the SNP-specific measurable goals and health outcomes
objectives are integrated in the overall performance improvement plan (MOC
Element 4B).

e Process it uses or intends to use to determine if goals/outcomes are met, there
must be specific benchmarks and timeframes, and must specify the re-
measurement plan for goals not achieved.

The Quality Improvement Program Description (QIPD) identifies the process by which the Plan
collects, analyzes, and reports data measuring health outcomes and indices of quality
pertaining to D-SNPs special needs beneficiaries. Structure, process, and outcome measures
are identified to evaluate the effectiveness of the care management plan and the beneficiaries’
health status. Alterwood Advantage uses its data management and reporting to improve care
and service for Medicare enrollees, so that clinical outcomes, satisfaction, use, and program
costs are closely tracked, measured, and analyzed.

Information is captured from many sources within the D-SNP and is channeled up through the
Quality Committee Structure and ultimately to the Board of Directors, who has oversight for
the Quality Improvement Program. Participants in the Model of Care coordinate and provide
care and are instrumental in determining the impact of care on overall outcomes. The specific
measures monitored, and quality improvement projects are outlined in the annual Quality
Improvement Work Plan (QIWP). Measures and quality improvement projects are based on the
previous year’s Quality Improvement Evaluation and annual population assessment. The QIWP
is a working document that is updated through the year to reflect additional monitors and
initiatives based on newly identified opportunities for improvement, issues, trends or priorities.
Quarterly updates to the QIWP specific to the SNP-MOC are overseen by the Clinical Monitoring
Oversight Committee and are then reported to the QIC as necessary.

Alterwood Advantage is committed to improving the quality of health care for its beneficiaries.
Alterwood Advantage will conduct clinical and non-clinical quality improvement initiatives that
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achieve, through ongoing measurements and intervention, demonstrable and sustained
improvement in significant aspects of clinical care and non-clinical services that can be
expected to have a beneficial effect on health outcomes and member satisfaction. The Quality
Improvement Committee (QIC) will establish ad hoc workgroups to analyze data, determine
root causes, review best practices, plan interventions, develop monitoring and evaluation plans,
collect/analyze data and evaluate performance. This continuous quality cycle, using the Plan-
Do-Study-Act (PDSA) methodology, will repeat until goals are met. To sustain performance,
monitors will be established and incorporated into the QIWP. The QIC is composed of senior
leadership and representatives from all areas within the organization. Both clinical and non-
clinical members of the QIC provide, oversight, direction and support of the quality
improvement program.

Various methods and tools to collect quality processes are employed. The Quality
Improvement Department coordinates the collection and analysis of certain data elements and
monitors the data elements set forth in the MOC 4 section of this document with internal
evaluation and/or auditing tools. Each business owner participates in monitoring and
evaluation activities for important aspects of care under their direction. Data is tracked over
time and documented using approved and consistent methodologies and processes. Data
collection and analysis is ongoing, as needed. Data analysis includes comparing available data to
established SNP MOC goals, previous performance and benchmarks. Tools and applications
such as geo-access software, call management applications and a suite of reports and data
collection records available in the Care Manager system facilitate data analysis. Statistical tools
and methods are applied to differentiate special-cause variation from common-cause variation.
Root cause analyses are employed to identify opportunities for implementing corrective and
improvement action. Pattern and trend analysis are incorporated into quality-of-care
investigations to determine the scope of the problem.

In addition to the oversight and performance evaluations conducted within the Alterwood
Advantage QI program (see section 2 of Compliance Plan) the following performance metrics
will be included in the D-SNP program and utilized in the day-to-day operations:

e The total volume of D-SNP patients who are fully engaged in the CM program:
» Data sets detailing the current statuses of all cases are available to staff to track
day-to-day operations. The data report forms a clinical picture of the Health
Plan’s most at risk membership
» Analyses by individual health management process, staff member, health load
and productivity assure adequate staffing and workflow
» Quarterly, results are summarized in narrative form and reported up to the
Quality Improvement Committee.
e Utilization metrics:
» Utilization metrics include but are not limited to data on ED visits for primary
care, Ambulatory-Sensitive Acute Inpatient and Skilled Nursing Facility
Admissions, average length of stay and readmissions within 30 days in this
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vulnerable SNP patient population are run weekly. Authorization records may
also be used for more current analysis and trending.

» Analyses include comparison to internal goals and baselines.

» Results are summarized quarterly in a narrative form during CMOC meetings.
Referrals to community resources, ongoing visits to PCP, care integration (PCP + BH
providers as indicated):

» Ongoing visits to PCP are measured to determine members who are due or

overdue for a PCP visit.

» Health Management audit data is used to measure appropriate referrals to
community resources.

» Summary data is presented to the CMOC; individual cases are reviewed with
Medical Directors to identify gaps in locating resources for patients

» Quarterly, these data are included in operational reports
Gaps in Care:

» Both health management strategies and formal campaigns have a role in
reducing gaps in care. Prospective clinical gaps in care data are available on the
Electronic Data Warehouse (EDW) which demonstrates progress towards gaps in
care both preventive or outcome goals.

» Operations managers and staff at every level, review aggregate data and
progress towards annual gaps in care goals (Element 2, Goal 6a.) to design
additional strategies throughout the year.

» Monthly reports on gaps in care are reported at all levels of the health plan.

Care Plan Goals, frequency of touch for acuity, and other process measures:

> Care plans are generated, using the care management application, prioritized
and customized to individual patient for the highest acuity patients with
impactable needs.

» The Chief Clinical Operations Officer (CCOO) /designee reviews the data through
clinical documentation audits and automated reports.

» Alterwood Advantage will perform clinical documentation audits on a random
sampling of individual Health Manager’s (CM) cases. CMs must achieve 95%
compliance with all care plan requirements. Lack of compliance with standards
results in a corrective action plan and potentially, disciplinary action. At least
one case per CM per quarter is audited by a trained auditor.

» Audit data is continuously updated and is presented to CMOC quarterly by the
clinical auditor. Audit data presented allows for tracking and trending of Health
Manager performance by individual health management process and by case
status type. Caseload and individual Health Manager productivity is also tracked

» The beneficiary’s ICT, run by the Health Manager, reviews individual patient
cases periodically.

» Data can be analyzed by Health Manager, region, zip code, and acuity, with
course correction to workflow, caseload, and individual Health Manager
productivity.




e CMS Performance Standards, i.e., Turn-around times for standard (14 days) and
expedited (72 hours) organizational determination

» Reporting out of the authorization system, data is reviewed, analyzed and
reported on. Management reviews trending data to ensure compliance with
timeliness and CMS standards.

» This is a proactive report that allows the manager to identify potential time line
infractions before they occur. Once identified the managers will address the
issue with the assigned staff person and the request for services is determined
before the time expires.

The Quality Improvement Committee is made up of the following standing members.

Chief Medical Officer — Chair
Chief Executive Officer/President
Chief Financial Officer

Medical Director(s)

Chief Health and Quality Officer
Chief Marketing Officer

Chief Operating Officer

Chief Information Officer

Vice Business and Legal Affairs
Compliance Officer

Manager, Health Management
Vice President, Medical and Pharmacy Management
Manager, Quality Improvement
Manager, Member Services
Manager, Appeals & Grievances
Manager, Credentialing

VVVVVVVVVVVVVVYVYYVYY

Alterwood Advantage collects all core health plan data, vendor data and other sources into the
single consolidated enterprise data warehouse (EDW). The EDW is used to produce internal
reports essential to Quality Improvement activities including monitoring model of care activities
and health outcomes of members. Data from the warehouse is also sent via secure site to our
NCQA certified HEDIS vendor which uses certified software to produce annual MAPD and SNP
HEDIS reports. This is monitored by NCQA approved auditors.

Most reports to support day to day operations are available on the EDW where data can be
refreshed and monitored frequently to support and oversee processes. Managers and other
authorized users are granted access to reports to support their operational area. Having real-
time, accessible data allows department staff and managers to promptly identify variations and
act to resolve identified issues before they impact beneficiaries, providers and/or overall health
plan performance.
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Alterwood Advantage provides senior leadership, department managers, clinical supervisors,
authorized staff and Quality Improvement Department staff access to data to assist in
coordinating high quality care for beneficiaries in the following ways:
» ldentifying and prioritizing patient needs and assigning staff members to the members’
integrated care plan.
» ldentifying specific high-risk patients with particularly difficult level of complexity for
daily/weekly case conference review with Medical Directors and/or clinical supervisors
» Monitoring caseloads so staffing levels can be adjusted as needed
» Monitoring timeliness and other indicators to ensure compliance and quality objectives
are met consistently and determine when intervention is necessary
» Evaluating trends and analyzing data to identify opportunities of improvement and
priorities
» Monitoring processes to ensure they are having desired effects and identify when
process improvements may be necessary.
Comparing scores on key performance metrics against best practice benchmarks and
quality goals to monitor progress
Tracking impact of corrective actions monitoring effectiveness of interventions
Monitoring compliance with standards, laws and regulations
Assessing network adequacy and evaluating access to plan services
Monitoring under and over utilization of services, including preventative services

A\

YV VY

Business leaders utilize data and reports daily to manage departments, establish priorities and
ensure human and technology resources are used optimally to meet beneficiary needs and
performance goals. Formal, aggregate reports are reviewed and discussed in the appropriate
guality committees on a regular basis. Data and reports are utilized to monitor the quality of
care and service provided to our beneficiaries, assess the functionality of established processes,
evaluate service delivery levels and impact on health outcomes, ensure beneficiaries’ individual
needs are being met, gaps in care are being closed and care plan goals are being met.

The reports and subsequent analyses help to monitor and improve areas such as preventive
care service delivery, chronic disease management, appropriate utilization of services,
continuity of care during care transitions, use of appropriate medication therapy and access
and use of primary care and specialty services. Examples of indicators include monitoring
HgbAlc levels in members with diabetes, hospital readmission rates, breast cancer screening
rates, ambulatory office visits, provider network geo-access analysis and appointment
availability surveys. Presentation of reports through the Quality Committee structure promotes
communication, collaboration and accountability. Based on findings, action plans are
established and result in corrections, updates or modifications to existing processes and
procedures, training and education, the creation of new procedures and initiatives, acquisition
of new resources or technology, opportunities to modify the Model of Care and implement ad
hoc quality improvement activities or targeted improvement efforts such as specific or
enhanced outreach campaigns.
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CMS STAR measures including HEDIS, Consumer Assessment of Healthcare Providers and
Systems (CAHPS) survey information, and the Health Outcomes Survey (HOS) data are reported
and tracked regularly through the Stars Committee and then are reported to the QIC. In
addition, utilization metrics are also tracked for the D-SNP patient population in the CMOC and
the Medical Management Review Committee (MMRC). Goals for all measures are set, based on
baseline data patient population. Health management process indicators are also included.
Examples of items tracked and reported are:

Medical and surgical inpatient stays by facility

Average length of stay

ED visits by facility and diagnosis

Prescription utilization by brand, generics, and specialty drugs
Categories of utilization of services per reporting period
Preventive Care Service Rates

Outcome indicators related to Diabetes and Hypertension control
Medication gaps in care and adherence

Satisfaction with the health management and utilization management experience
Satisfaction with the Health Plan and Health Care

Provider satisfaction with the Health Plan

Baseline health and functional status and outcomes over time

VVVVVVVVVVYVYY

Alterwood Advantage invests heavily on data collection and analysis of HEDIS measures which
assess a large scope of care and service and use a sound, nationally accepted methodology.
Alterwood Advantage has designed an internal prospective HEDIS dashboard based on HEDIS
methodologies to track month to month performance and trends in between annual HEDIS rate
reporting cycles. These reports allow the organization to pinpoint specific areas for
intervention, implement timely actions and evaluate impact. Member detail reports provide
member and provider specific characteristics for both compliant and non-compliant members
to assist with analysis and focus action planning. For example, examining members with
diabetes who have Alc levels >9 and the areas those members reside may result in community-
based interventions or partnerships to improve care in those areas. Likewise, providers who
have the greatest number or percent of members with Alc levels >9 could be targeted for
focused education and increased monitoring by on-site chart review.

Use of data and reports with the provider networks will also be used to help educate
practitioners on quality measures by providing physician specific data on outcomes through
Provider HEDIS Gaps in Care Reports, provider newsletters, communications sent along with
the monthly panel report, communications posted on the company website and the provider
portal, and decision support through working in ICTs or along with Alterwood Advantage’s
Medical Director.

Actions to improve the Model of Care may involve changes to policies and procedures, staffing
patterns or personnel, physician or facility network, systems of operation or internal/external
communication. These topics are monitored and addressed on an as-needed basis by the
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responsible manager to expedite the resolution of any barriers or gaps. In addition, all actions
will be documented and reviewed in QIC minutes.

Element B: Measurable Goals and Health Outcomes for the MOC

Identify and clearly define the SNP’s measurable goals and health outcomes and describe
how identified measurable goals and health outcomes are communicated throughout the
SNP organization. Responses must include but not be limited to, the following:
e Specific goals for improving access and affordability of the healthcare needs outlined
for the SNP population described in MOC Element 1.
e Improvements made in coordination of care and appropriate delivery of services
through the direct alignment of the HRAT, ICP, and ICT.
e Enhancing care transitions across all healthcare settings and providers for SNP
beneficiaries.
e Ensuring appropriate utilization of services for preventive health and chronic
conditions.

Alterwood Advantage’s dual-eligible target population faces key issues identified by CMS and
others regarding accessing and integrating care — lack of formalized structures and processes
for both beneficiaries and providers to provide comprehensive, integrated care. Better
coordination will engage beneficiaries with a usual source of care, leading to efficient utilization
of resources and achievement of optimal health outcomes. The following discussion outlines
Alterwood Advantage’s goals and associated metrics to identify and achieve goals that are
relevant to our population.

Describe how the SNP establishes methods to assess and track the MOC’s impact on the SNP
beneficiaries’ health outcomes.

Alterwood Advantage developed a series of goals based on national guidelines (i.e.,
NCQA/HEDIS, STAR Ratings) and requirements (i.e., provider access) to ensure quality care
delivery according to established best practices. Alterwood Advantage supports continuous
activities and initiatives to identify and evaluate health and service outcomes recognizing that
goal achievement and maintenance requires constant effort. In addition, goals are periodically
reassessed as part of the Quality Improvement Evaluation (QIE) regarding the degree and rate
of progression toward goals, barriers, relevance to the existing clinical environment and other
relevant observations. Local, regional and national benchmarks are used to assist Alterwood
Advantage with goal setting and to assess optimal goal achievement. The goals of the Plan’s
integrated care management are:

» Improving access to essential services such as medical, mental health, and social
services

» Improving access to affordable care and steering members to a more appropriate
setting.

» Improving coordination of care through an identified point of contact (e.g., gatekeeper)
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» Improving seamless transitions of care across healthcare settings, providers, and health
services

» Improving access to preventive health services

» Assuring appropriate utilization of services

» Improving beneficiary health outcomes

Alterwood Advantage’s measurable goals are established for indicators of care and service
based on several sources, including but not limited to:

NCQA Standards

CMS standards

Health Outcome Surveys

HEDIS measures

Satisfaction surveys

Admission/readmission rates

Completion of beneficiary risk assessments in a timely manner
Appropriate use of medications

Provider access and availability metrics

Internally developed audit and review tools based on established protocols or clinical
practice guidelines

VVVVVVVVYVYYVY

Alterwood Advantage will be using the care management system to monitor and track the
effectiveness of delivered care and progress toward achieving those goals. The system
functionality includes, but is not limited to:

Health Risk Assessment Tool (HRAT)

Determination of acuity level and risk stratification

Web portals to facilitate beneficiary participation in health management activity
Provider portal to facilitate information continuity and shared health management
activity across multiple settings

YV VY
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Identify the specific beneficiary health outcomes measures that will be used to measure
overall SNP population health outcomes, including the specific data source(s) that will be

used.
Goal / Focus: Improving access to essential services such as medical, mental health, and social
services
Metric / Topic | Measurement Measurable Objective Benchmark / Measurement
Methodology / Data Source Frequency /
Source Timeframe to
meet goal
Provider Geographical Access | Meet / exceed CMS 100% for each | Quarterly /
Network (Time/Distance) network adequacy provider type Immediately &
Adequacy Report / Provider standards for all and Ongoing
Relations regions and provider geographical
types area / CMS
standards
Appointment | Secret Shopper Initial visit w/in 90 days | 100% / CMS Quarterly /
Availability Survey / Provider Immediately &
Relations Ongoing
New enrollee high risk 100% / CMS Quarterly /
visits w/in 15 days Immediately &
Ongoing
Routine appointment 100% / CMS Quarterly /
w/in 7 days Immediately &
Ongoing
Preventive visit w/in 30 | 100% / CMS Quarterly /
days Immediately &
Ongoing
Urgent visit w/in same | 100% / CMS Quarterly /
day Immediately &
Ongoing
Emergency visit 100% / CMS Quarterly /
immediately Immediately &
Ongoing
After Hours After Hours Survey / | After Hours Access / 100% / CMS Quarterly /
Access Provider Relations Communication (one of Immediately &
the acceptable after Ongoing

hour communication
options is
available/functional)
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Goal / Focus: Improving coordination of care through an identified point of contact (e.g.,

gatekeeper)
Metric / Topic Measurement Measurable Benchmark / Measurement
Methodology / Objective Source Frequency /
Data Source Timeframe to
meet goal
New enrollee HRA Completion HRA completion 100% / Internal Quarterly /
HRA Report / Health w/in 90 days of Quarterly
Management enrollment
System
Initial PCP visit Initial PCP Visit Beneficiaries will TBD Quarterly /
within 90 days Report / IT have PCP visit within Quarterly
of enrollment 90 days of
enrollment
HRA HRA Completion HRA reassessment 100% / Internal Quarterly /
Reassessment Report / Health completion w/in 365 Quarterly
Management days of previous
System assessment
Recent PCP Claims / Health % of beneficiaries 5% improvement | Quarterly /
Visit Rules without a PCP visit in | from baseline Quarterly
the past 6/9/12
months.

Goal / Focus: Improving seamless transitions of care across healthcare settings, providers,
and health services

Metric / Measurement Measurable Objective Benchmark / Measurement
Topic Methodology / Source Frequency /
Data Source Timeframe to
meet goal
Outreach attempt within | 90% / Internal | Quarterly /
3 business days from Quarterly
notification of discharge.
Care Plans will be 90% / Internal | Quarterly /
DSNP Discharge reviewed and/or updated Quarterly
. Audit / Internal within 30 days post
Discharge DSNP Discharge discharge
Follow-up Case Audit Review Documented 90% / Internal | Quarterly /
Tool (HS/Q) communication of Quarterly
Individual Care Plans for
beneficiary’s post
discharge to ICT team
within 30 days of
discharge.
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Care Plans updated to 90% / Internal | Quarterly /
include Quarterly
referrals/resource
linkages as identified in
discharge plan or post
discharge assessment.
Goal / Focus: Improving access to preventive health services
Metric / Measurement Measurable Benchmark / Measurement
Topic Methodology / Objective Source Frequency /
Data Source Timeframe to
meet goal
Flu Vaccination TBD Annually / 1 year
Beneficiaries Self Pneumococcal
Report / CAHPS Vaccination TBD Annually / 1 year
Tobacco Use
) Cessation TBD Annually / 1 year
Preventive Intervention
Service Monthly
completion Colorectal Cancer Colorectal Cancer (Prospective
rates Screening (COL) Screenin TBD Rates) Annually
Measure / HEDIS 8 (Final Rates) / 1
year
Breast Cancer Monthly
Screening (BCS) (Prospective
B
Measure / S:j:rcﬂiancer TBD Rates) Annually
Prospective CY & (Final Rates) / 1
(internal) year
Goal / Focus: Assuring appropriate utilization of services
Metric / Topic Measurement Measurable Objective Benchmark / Measurement
Methodology / Source Frequency /
Data Source Timeframe to
meet goal
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CM evaluation
and follow-up

CM Case Audits /
UMHA Auditor.
Key CM Audit
Criteria will be
scored for this
purpose including:

Comprehensive
Assessment (Appt
status)

Comprehensive
Assessment (ED)

Comprehensive
Assessment
(Health Screen)

Comprehensive
Assessment
(Vaccines)

Assessment of
community
resources

Facilitation of
Beneficiaries
referrals to
resources

Behavioral Health
(PHQ-2) Screen and
referral to
resources

Follow-up calls,
referrals, etc. are
followed up as
planned

Education, care
coordination
services and
referrals to outside
resources are
recorded

Resolution to
issues are
addressed in a
timely fashion and
the CM plan and
goals are modified
as needed

CM Case audits show
beneficiaries are
evaluated for appropriate
utilization of services,
gaps are incorporated into
Individual Care Plan goals
and
interventions/referrals
and follow-up are
appropriate.

95% Overall
Audit Score

Quarterly /
Quarterly
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Documentation of
ICT Meeting
(offered or
occurred)

Care Plan Updated
in the past 6
months

Overall Audit Score
for each Health
Manager

Numerator: # of

ICPs in UTL Status 2%
. . Quarterly /
Denominator: improvement NA
. Active DSNP from Baseline
Beneficiary Measure the status of all
L members
Participating in DSNP cases and reduce
Numerator: # of e
Health ICPs in Opt Out the rate of beneficiaries in
Management P UTL or opt out status 2%
Status . Quarterly /
. improvement
Denominator: from Baseline NA
Active DSNP
members
SNP Care
Management / Increase rate of
SNP Care STARS Technical beneficiaries who receive TBD Monthly / 1
Management Specifications initial assessment and year
(Internal STARS reassessment
Report)
ED Visit Rate . Beneficiaries with ED 2%
. ED Visits Report / visits not resulting in . Quarterly /1
(without . . . . improvement
o UMHA Solutions hospital admission will . year
admission) from Baseline
decrease
— Increase beneficiaries
L Medication . .
Medication N who receive a medication | 5%
- Reconciliation Post e s . Quarterly / 1
Reconciliation reconciliation within 30 improvement

Post Discharge

Discharge (MRP)
Measure / HEDIS

days from discharge from
hospital

from Baseline

year

2%
. Inpatient Days Decre.as.,e qay.s spent by |mprovem(.ent Quarterly / 1
Inpatient Days er/K beneficiaries in an from Baseline car
P inpatient setting (Cy 2019) / y
Internal
Decrease the average 29
Average Length | Average Length of | length beneficiaries improvement Quarterly /

of Stay

Stay (Days)

remain in an inpatient
setting

from Baseline

year
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Readmission
Rates

Readmission Rate

Decrease the rate of
preventable readmissions
to the hospital w/in 30
days

2%
improvement
from Baseline

Quarterly / 1
year

Goal / Focus: Improving beneficiary health outcomes

Assessment

beneficiaries who
complete a functional
status assessment

Metric / Topic Measurement Measurable Objective | Benchmark / Measurement
Methodology / Data Source Frequency /
Source Timeframe to
meet goal
Diabetes Alc HEDIS CDC A1C Improve glycemic TBD Monthly / 1 year
Control control / STARS control for
Technical beneficiaries with
Specification (inverse | diabetes
of A1C >9 HEDIS CDC
sub measure)
Controlling Controlling blood Improve blood TBD Monthly / 1 year
blood pressure | pressure (CBP) pressure control for
(CBP) measure / HEDIS Beneficiaries with
hypertension
Med Med Adherence- Improve medication TBD Monthly / 1 year
Adherence- Diabetes / STARS adherence rates for
Diabetes Technical beneficiaries with
Specifications Diabetes
(Internal STARS
Report)
Med Med Adherence- Improve medication TBD Monthly / 1 year
Adherence- Hypertension / STARS | adherence rates for
Hypertension Technical beneficiaries with
Specifications Hypertension
(Internal STARS
Report)
Care for Old Advance Care Improve number of 100% / Monthly / 1 year
Adults Planning beneficiaries who Internal
complete advanced
care planning
Medication Review Improve number of TBD Monthly / 1 year
beneficiaries who
complete a
medication review
Functional Status Improve number of TBD Monthly / 1 year
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Health Outcomes
Survey

Pain Assessment Improve number of TBD Monthly / 1 year
beneficiaries who
complete a pain
assessment
Beneficiaries Beneficiaries Self Improve Health Care | TBD Annually / 1 year
satisfaction Report / CAHPS satisfaction rating
with Health based on CAHPS
Care survey
Beneficiaries Beneficiaries Self Improve Health Plan | TBD Annually / 1 year
satisfaction Report / CAHPS satisfaction rating
with Health based on CAHPS
Plan survey
Beneficiaries Beneficiaries Self Improve positive TBD Annually / 1 year
report of Report / CAHPS beneficiary’s
getting needed response related to
care "getting needed care"
on CAHPS survey
Beneficiaries Beneficiaries Self Establish baseline on | Establish Annually / 1 year
rating of Report / HOS beneficiaries rating of | baseline
quality of life quality of life via

» Describe, in detail, the processes and procedures the SNP will use to determine if the health

outcomes goals are met or not met.

Timelines for monitoring and evaluating metrics on the SNP MOC are outlined on self-
monitoring and/or auditing tools which are presented during CMOC and/or QIC meetings.
Updates to measures set forth in MOC 4 above are provided at least quarterly to the QIC.
Interventions to improve SNP MOC metric scores are addressed during CMOC meetings. The
goals identified by Alterwood Advantage will be monitored, trended and tracked under the
direction of the Quality Committee Structure. Alterwood Advantage will monitor progress
towards achieving the goals using various utilization and service-related reports, dashboard
reports, detail-level reports, and reports from other committees, including data from member
experience surveys and member satisfaction survey data. The frequency of those reports and
updates will depend on the nature of the task but will usually be completed from monthly,
quarterly, bi-annually or annually, depending on the metric. Data may also be presented
month-on-month, quarter-over-quarter, and year-over-year basis as appropriate. The intent of
reporting, analysis and comparison is to determine the effectiveness of the goal. A quarterly
review of data is conducted on the progress of the goals and presented at the QIC. Findings are
summarized and presented at least annually to the Board of Directors.

In addition to the annual Quality Improvement Evaluation of the entire health plan, the plan
will conduct a specific evaluation of the SNP-MOC. Using the metrics described above applied
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only to D-SNP members, e determines if its Model of Care is meeting the needs of its members.
The Quality Department leads the collection of data. The Compliance Department leads in the
coordination of the evaluation with an assigned vendor that will complete the annual
evaluation. All Departments are responsible for evaluation of their processes and outcomes.
The annual SNP-MOC evaluation is presented to the CMOC for review and then to the QIC and
BOD for final approval. The evaluation includes a review of performance as well as
recommendations for improvement strategies which are then formalized in the QIPD.

Explain the specific steps the SNP will take if goals are not met in the expected time frame.

In the event a goal is not achieved, the Vice President of Quality Management or responsible
business leader will perform a detailed analysis to identify barriers to meeting goals. This
analysis will lead to an action plan with required resources to address and overcome the
barriers. For each needed action, the plan includes specific target completion dates and parties
responsible for completion. The QIC will review, provide input and approve the plan as
necessary until the desired outcomes have been achieved and the CAP has been closed. If
needed, the Quality Improvement Program may also be adjusted to reflect progress or
identification of new trends.

The following is an example of a hypothetical situation and how Alterwood Advantage would
address the situation. The performance metrics indicate that a beneficiary outreach within 72
hours of discharge is measured at 85%, which is below 100% benchmark. In that case,
Alterwood Advantage would perform a detailed analysis taking into consideration the specific
needs of dual-eligible special needs population to identify potential drivers of the deficiency.
The analysis would be presented at the QIC for further development of potential interventions.
A corrective action plan or mitigation plan would be designed which includes timelines, and
responsible staff.

If the metrics are not met for three consecutive reporting periods, health services and quality
management staff will perform additional cause investigation and analysis to identify the
source and contributing factors and a Corrective Action Plan (CAP) will be created under the
direction of the Chief Medical Officer. The issue, analysis and the CAP will then be presented to
the QIC for input, approval and recommendations and will be presented to the Board of
Directors. Depending on the nature and severity of the deficiency, any one or more of the
following actions may be taken:

» Individual staff member is placed on a performance review for an identified deficiency.
The staff member will be required to correct the deficiency, usually within 30 days. If
needed, additional training will be provided, and management and Human Resources
will monitor the staff member’s performance.

» A Provider is placed on a CAP for an identified deficiency (e.g., Medical record review
audit for completeness of documentation and medication list).
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» Aninternal Corrective Action Plan (CAP) is initiated to address a deficiency (e.g., 25
percentile HEDIS rate for appropriate medications for asthma). As part of the
development of the quality improvement activity or initiative, a barrier analysis will be
conducted, an action plan with timelines will be created, necessary resources will be put
in place, and a list of team members will be developed. In addition, interventions will be
implemented as needed and progress towards goals will be monitored.

Attachment M: Specific examples of internal CAPs are provided below:

Example of Deficiency

Example of Corrective Action Plan

Example Timeframe

Appointment wait time
deficiency identified
during Accessibility Study
for a large primary care

group

Provider group is informed of
appointment wait time standards and
will be notified of deficiency. The
providers in conjunction with
Alterwood Advantage will formulate a
CAP that includes specified timeframe
for correcting deficiency (e.g., 60
days).

Follow up within 3 months and
ongoing until the CAP is closed
to ensure provider is compliant
by conducting quarterly
Provider representative visits

An audit reveals that a
Health Manager did not
update or adjust ICP
following inpatient
admission for CHF
exacerbation for several
Beneficiaries

Discuss performance issue with Health
Manager, review established policies
and procedures, verify understanding
of the policies and procedures by
Health Manager, provide additional
training if needed, and monitor for
improvement. If there is no
improvement, the Health Manager
will be placed on a performance
review.

30-day monitoring

survey falls below 75th
percentile

QIP to improve beneficiary satisfaction

A hospital’s readmission | Analysis indicates inadequate 3-month
rate is greater than 2 discharge planning resulting in
standard deviations increased readmission rate. Meet with
above the mean facility and share the results. A QIP to
reduce readmissions is developed in
conjunction with hospital
management.
Rate for osteoporosis Alterwood Advantage will develop a 1 year
management falls QIP to improve osteoporosis
below 50th percentile management
Beneficiary satisfaction Alterwood Advantage will develop a 6-months

Element C: Measuring Patient Experience of Care (SNP Member Satisfaction)

» Describe the specific SNP survey(s) used and the rationale for selection of that tool(s) to
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measure SNP beneficiary satisfaction.

Alterwood Advantage is committed to exceeding members’ needs and expectations. To that
end, Alterwood Advantage collects member satisfaction data in the following areas for all
Medicare D-SNP operations and conducts annual quantitative and qualitative analysis:

Appeals and Grievances (including CTM'’s) are monitored and analyzed on a quarterly basis.
Alterwood Advantage understands that a member who is not happy with the level of service
may be less likely to utilize or engage in care management services or visit their provider when
needed. Therefore, resolving appeals and grievances in a timely manner is a priority.
Monitoring and evaluation includes timeliness or response/resolution indicators and the
analysis of the areas of complaint activity. It also includes analyzing the types of complaints to
identify opportunities to make processes more beneficiary friendly. Grievance activity is also
screened for indication of quality of care or patient safety issues.

Data is reviewed at least quarterly by the Grievance and Appeals Committee which reports to
the QIC. The results of Quality-of-Care investigations are also reported to the QIC. Provider
specific quality issues are also reviewed in the Credentialing Committee and are considered in
the re-credentialing process. Provider quality issues may also be presented during the Provider
Advisory Committee.

Alterwood Advantage collects and reports member complaints and appeals by the following
reasons:

Quality of Care
Enrollment/Disenroliment
Access to Care

Pharmacy Access

Marketing

Customer Service
Organization Determinations
Coverage Determinations
CMS Issues

Other

VVVVVVVVYVYY

These appeal and grievance types are used to trend reasons for member dissatisfaction. The
Appeals & Grievances Committee identifies trends in areas of greatest dissatisfaction. The
Committee also identifies potential drivers of that dissatisfaction and reports to QIC for
additional corrective action.

The annual Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey
process is coordinated by the Quality Improvement Department and is under the supervision of
the Quality Improvement Committee. Alterwood Advantage contracts with a CMS-approved
CAHPS survey vendor. The Quality Improvement Department coordinates the survey process
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and ensures that it is administered as required. The QIC oversees this process. Results are
reported so that D-SNP responses can be analyzed separately to identify any specific
opportunities or concerns related to that specific population. When results are available, the
Member Experience Committee analyzes the findings and develops an action plan to address
deficiencies and opportunities for improvement. The Member Experience Committee includes
the Chief Medical Officer, Chief Clinical Operations Officer, Manager of Member Services,
Manager of Provider Relations, Manager of Marketing, Vice President of Quality Improvement
and the Director of Accreditation. The Quality Improvement Committee (QIC) may direct the
addition of ad hoc or focused surveys to further understand the source of dissatisfaction or to
evaluate interventions prior to the next formal CAHPS survey.

Alterwood Advantage will contract with an approved, certified vendor to conduct the Medical
Health Outcomes Survey (HOS). The Medical Health Outcomes (HOS) survey is administered to
a random sample of members from Alterwood Advantage at the beginning (baseline survey)
and end (follow-up survey) of a two-year period. Aged and disabled beneficiaries continuously
enrolled in the same Medicare health plan for six months are eligible for sampling. A new
baseline sample is surveyed annually. For each member who completes a baseline and follow-
up survey, a two-year change score is calculated, and the member’s physical and mental health
statuses are categorized as better, the same or worse than expected, considering risk
adjustment factors. HOS results are assigned for each Medicare HMO based on the outcomes of
members in that HMO. These HMO-specific results are assigned as percentages of respondents
whose health status improved, declined or remained the same.

The Quality Improvement Department coordinates the exchange of data with CMS and the
vendor to and ensures required timelines are met. The Quality Department retrieves reports
from the HPMS system and shares results with the Executive team and QIC. The Member
Experience Committee reviews HOS results at last annually and recommends potential
improvement actions to the QIC.

Health Management member experience surveys for the D-SNP population are administered
annually to those beneficiaries actively enrolled in the D-SNP plan via the CAHPS Survey. The
survey touches on the beneficiary’s satisfaction with the health management process,
understanding of the process, ability to actively participate in the process and asks for
beneficiary feedback in improving the process.

The results of the above survey(s) are integrated into the overall MOC performance
improvement plan via quality improvement activities and actions through an organizational
work plan. Quarterly and annual reports for each department/functional area are recorded into
the Ql reporting documentation for review by the Ql staff and Quality Improvement
Committee. Outcome data is analyzed and trended against the established benchmark targets
along with follow up with the appropriate responsible department/functional area for a
detailed analysis of the activity and reasons for any benchmark variances.
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A summary report is presented and reported to the QIC for discussion of interventions to
correct significant problems for both clinical and non-clinical services. Elements, which lend
themselves to best practices, are implemented and incorporated into the MOC.

Refer to the Quality Improvement Program Description (QIPD) for detailed information
regarding the process by which the Plan collects, analyzes, and reports data measuring health
outcomes and indices of quality pertaining to D-SNPs special needs beneficiaries.

» Explain how the results of SNP member satisfaction surveys are integrated into the overall
MOC performance improvement plan, including specific steps to be taken by the SNP to
address issues identified in response to survey results.

Results from the various mechanisms in place to monitor patient experience and satisfaction
are utilized to identify opportunities for improvement through the Member Experience
Committee. Findings from this data may result in corrective action plans with providers,
changes in credentialing/re-credentialing status, process improvements, modifications of
policies and procedures, member and provider education and the formation of quality
improvement initiatives, changes to the MOC. The Member Experience Committee develops
and implement interventions to improve member experience and tracks their progress
quarterly with reports to the QIC. The annual Ql and SNP MOC evaluations incorporate the
findings from member experience data which is the basis for making recommendations to the
subsequent year’s QIPD and MOC.

Element D: Ongoing Performance Improvement Evaluation of the MOC

» Explain, in detail, how the SNP will use the results of the quality performance indicators and
measures to support ongoing improvement of the MOC, including how quality will be
continuously assessed and evaluated.

UMHA has an ongoing performance improvement evaluation mechanism in place to analyze
results of the performance measures to improve the Model of Care. For example, the reports
and subsequent analyses are designed to improve preventive care, immunization rates in the
dually eligible patient population, reducing HgbAlc levels in diabetics, reducing unnecessary
readmission to the acute care facility, the use of the ED for primary care, or increasing member
use of advanced directives.

Findings from data collection and MOC metrics are discussed within business meetings and
within the Quality Improvement Committee Structure. Workgroups and ad hoc quality
improvement teams are utilized to further analyze data, determine root causes and
propose/implement action plans under oversight of the QIC.

» Describe the SNP’s ability to improve, on a timely basis, mechanisms for interpreting and
responding to lessons learned through the MOC performance evaluation process.
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Monitors are established or re-evaluated each year and outlined in the Quality Improvement
and SNP-MOC Evaluations. While data for these evaluations is compiled annually, data
collection is continuous, communicated regularly at various committee meetings, and is stored
in the EDW. The frequency of reporting is usually set to be collected monthly or quarterly in
order to quickly identify and readily address negative trends. Many reports are available to
managers for real-time monitoring such as call volumes, hold times, complaint activity, and
admission reports/census. HEDIS prospective reports allow for the monthly monitoring of key
indicators. The Stars Committee analyzes data monthly and plans interventions to improve
rates that are trending below the national HEDIS mean or goal prior. Prospective HEDIS
reporting is one example of how Alterwood Advantage can mobilize data and take action to
impact outcomes readily versus waiting for annual HEDIS rates to be published.

HEDIS, CAHPS survey, HOS data will be reported and tracked on an ongoing basis. In addition,
utilization metrics are also tracked for the D-SNP patient population. Goals for all measures are
set, based on baseline data and national benchmark comparisons for the D-SNP patient
population. Examples of items tracked and reported are:

e Medical Condition(s)

e Age and Gender

e Medical and surgical inpatient stays by facility

e Average length of stay

e ERvisits by facility and diagnosis

e Physician visits by PCPs and specialists

e Top diseases and conditions

e Pharmacy by brand, generics, and specialty drugs

e Categories of utilization of services per reporting period

Analytics will be used to help strategize improvements and target specific areas. To this end,
demographic data using zip code and geo-mapping may be used to pinpoint opportunities for
both field-based outreach, and additional creative interventions. Using data analysis and Geo-
mapping on diabetic patients who have not had annual retinal screening, for example, could
help bring needed services through a community partnership and/or a mobile health-van event.

The Quality Improvement and SNP-MOC evaluations are used in development of the following
year’s QIPD and any changes to the MOC processes. Barriers, lessons learned, and strengths

are documented based on the previous year’s results.

» Describe how the performance improvement evaluation of the MOC will be documented
and shared with key stakeholders.

Results are reviewed and presented by the Chief Medical Officer and/or the Chief Clinical
Operations Officer at the QIC meetings which is the key vehicle for sharing this information with
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key stakeholders. This committee, which reports to the Board of Directors, will issue
recommendations to improve the Model of Care and outcomes. Actions to improve the Model
of Care may involve changes to its policies and procedures, staffing patterns or personnel,
physician or facility network, systems of operation or internal/external communication. Ad hoc
workgroups or quality improvement teams may be formed to develop and oversee
improvement or corrective action plans on specific areas shown to be in need of improvement.
These topics are monitored and addressed on an as needed basis by the responsible manager
to expedite the resolution of any barriers or gaps. In addition, all actions will be documented
and reviewed in QIC minutes.

The Model of Care will be evaluated on an ongoing basis and summarized annually in the SNP
MOC Evaluation for the Quality Improvement Committee and reported to The Board of
Directors for approval. The SNP MOC Evaluation will offer recommendations for the subsequent
year including barriers, lessons learned, and strengths and any other recommendations as
deemed appropriate by UMHAs vendor tasked with completing the annual SNP MOC
evaluation. The QIC will utilize the evaluations to organize the subsequent year’s strategy as
captured in the 1) Model of Care written description, 2) Ql Program Description (QIPD) and the
3) Ql Annual Work Plan. The Clinical Operations Program Description is also reviewed annually
and provides additional details on the Utilization Management and Health Management
programs. Documentation of final approvals of the Model of Care and associated
documentation is captured in meeting minutes from the QIC and The Board meetings. Model
of Care evaluation documents are preserved both electronically, and with hard copies that
serve as permanent record of the quality program for a period of at least 7 years as per our
record retention policies.

The annual evaluation of past performance about the Model of Care summarizes progress
towards goals, and external benchmarks. There is a summary review of all programmatic
Model of Care performance metrics. Emphasis is placed on outcome measures, goals and
targets set for the year and progress therein. Customer satisfaction measures, including but
not limited to complaints and grievances, call center monitoring metrics, customer satisfaction
survey data insight as well goals set regarding improvements needed in these areas are also
included in the annual evaluation. Implementation of any quality improvement initiatives
concerning the SNP MOC are fully described in the annual Quality Improvement and SNP MOC
Evaluation. The organization’s progress in Stars/HEDIS and outcomes improvement is another
area typically showcased in the annual evaluations. Typically, the yearly evaluation celebrates
successes but also points the direction to the next year’s QIWP, which is detailed, and projects
“who will do what by when” regarding the priorities for quality for the coming year, incomplete
objectives from the previous year, and anticipated goals, targets for strategic improvements in
quality.

The QIWP for the coming year and schedules the various tasks, timeframes and responsible
parties necessary to carry out the Quality Program and SNP MOC requirements. The above-
mentioned documents are compiled by the Quality and Compliance teams and UMHAs
vendor(s). Development of the documents requires significant input and content from vendors
and departments throughout Alterwood Advantage, are approved by the Board of Directors,
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and provide an important historical overview of the quality program as well as a roadmap for
success.

The following is an example of a performance measure evaluated, individually and, for the
Model of Care and the written description that preserves the information for evaluation and
preservation of historical information:

e The Quality Improvement Program Description (QIPD) includes a narrative on how
complaints, appeals and grievances are collected, tracked, analyzed and addressed.
Policies and Procedures on these processes are detailed and promulgated throughout
the health plan from the corporate level to local markets. Investigation of each
individual complaint results in a response to the individual complainant, but additionally
is put into context with other complaints. Complaints are tracked, trended and analyzed
into specified categories so that systemic improvements can be addressed. It would be
quite possible to use complaint and complaint resolution to improve customer service
and marry complaint data with other sources of data to improve service. A service
center might notice complaints about telephonic access, and notice, in analyzing data
for a given quarter that call center statistics validate an outlier data point on response
time for a given week, that coincides with a concomitant increase in complaints.
Managers were able to fit an “assignable cause” to the outlier data point (an interactive
voice response outreach (IVR) campaign conducted without an appropriate match to
increase staffing during the campaign). An action plan to bolster staff during planned
IVR campaigns brings the average speed of answer back down under industry standard
of less than 30 seconds and call abandonment rates to less than 5%. This process not
only results in improved call center statistics, but also returns complaint levels to
previous lower levels.

As mentioned, these annual documents are reviewed and approved annually by the QIC, and
reported up, through those individuals to the Board of Directors. They are available to all
regulatory agencies, accrediting bodies, and onsite auditors upon request.

Element E: Dissemination of SNP Quality Performance Related to MOC

Identify the individual(s) responsible for communicating performance updates in a timely
manner as described in MOC Element 2A.

The below table summarizes roles and responsibilities of individuals involved in the timely
communication of performance updates.

ALTERWOODAdvantage Senior | Role in Communicating Performance Updates

Leadership

President/CEO -Communicates performance updates to the Board of Directors
-Relays feedback and direction from the Board of Directors to
management staff, QIC
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-Along with executive leadership, determines organizational priorities
and resource allocation

Chief Medical Officer
MD

-Communicates performance updates to members of the QIC,
subcommittee chairpersons

-Communicates findings to direct reports and staff in Health Services,
Quality Improvement

-Communicates performance through interaction with providers and
vendors

Chief Health and Quality Officer

-This role is responsible for the operational components of the Health
Services Model of Care Program. She/he conducts analysis, evaluations
and works side-by-side with the medical director in developing new
initiatives/programs.

- Reports findings from health services activities to PAC, QIC, Medical
Review Committee.

- Overseeing the entire Quality Improvement program. She/he
communicates with various stakeholders to strategize, initiative
quality improvement initiatives and corrective action plans

- Reports findings to Quality Improvement committees and/or
subcommittees

Chief Marketing Officer

-Responsible for the development and approval of member and
provider communications.

VP, Business and Regulatory
Affairs

Enrollment, Claims
Administration, and Member
Service

Appeals and Grievances
Manager

-Communicates and provides education to all levels of staff regarding
compliance and regulatory standards

-Chairs the Compliance Committee which receives reports from QIC
-Communicates to Board of Directors

-Tracks and follows up identified areas of deficiency

-Note: some compliance metrics are also used in the Quality Program
such as timeframes for appeal and grievance resolution, network
standards, etc.

Role in Communicating Performance Updates

-Chairs the Grievance and Appeals Committee

-Provides reports to leadership and QIC regarding Grievance and
Appeal activity and trends

-Responsible for reporting related to customer service phone access
and service levels to QIC and leadership team.

Member Enrollment Manager

-Responsible for all the Membership Accounting functions including
enrollment/disenrollment processing which is used in the
development of reports and metrics to communicate quality findings.

Member Fulfillment
Management

-Responsible for all member communications such as enroliment
packet, ANOC/EQC, other regulatory and/or supplemental member
information mailings when applicable.

Claims Analyst

-Responsible for claims adjudication which is required for the
development of reports and metrics to communicate quality findings.
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Member Services
Representatives
Network Development and
Maintenance

Provider Services
Representatives

-Provide members with information, including how to access
information on the quality improvement program.
Role in Communicating Performance Updates

-Communicate with providers regarding activities related to quality
initiatives

-Perform new provider orientation which includes information on the
quality program and clinical practice guideline resources

-Provide provider education and distribute “talking points” and ad hoc
communications linked to quality initiatives

Provider Credentialing
Specialists

Medical Director
MD

Health and Quality
Management

-Communicate findings from credentialing activities to the Medical
Director and the Credentialing Committee
Role in Communicating Performance Updates

-Communicates with Ql team, credentialing team, peer reviewers,
Credentialing Committee and Provider Advisory Committee regarding
quality-of-care investigations

-Chairs the Credentialing Committee and communicates
findings/receives feedback to the QIC.

-Communicates on daily basis and serves as a resource to health
services staff in evaluating appropriateness of care and care
coordination activities.

Quality and STARs Director

-Chairs the Operational Oversight Monitoring Committee which
reports to and receives feedback from the QIC

-This role is responsible for communication of quality standards,
distribution and updates to the QIPD and QIWP

-Communicates findings from quality monitoring and evaluation
activities to relevant business owner or Quality committee.
-Maintains documentation from meetings, workgroups and corrective
action plans

Health Operations Manager

-Representative on several Quality Improvement Committees
-Communicates results of audit activities to staff to improve care
planning and care coordination activities

-Responsible for preparing and presenting reports to Quality
Committees

Health Managers

-This role is responsible for the day-to-day management of care
management activities for the Plan, assessment, planning, facilitation
and advocacy for an individual’s health needs which all play a role in
the delivery of the SNP Model of Care.

-Engage both member and the family / caregiver when applicable

Special Needs

Coordinators/Social Workers

-Contact members pre-screened by HRAs as members with special
needs to assess if the member requires special services.
—Communicates with providers to ensure that members are receiving
appropriate access.

- Engage both the member and the family when applicable. Refer to
community services groups for additional supports and services.
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Utilization Management RN -This role is responsible for the day-to-day management of utilization
management activities for the Plan, such as prior authorization,
concurrent review, retrospective review, which all play a role in the
delivery of the SNP Model of Care.

-Communicate with Medical Directors on a day-to-day basis about the
appropriateness of care and discharge planning.

Health Management -Clinical Operations Coordinators/Assistants work in conjunction with
Coordinators/Assistants Health Mangers to contact members to coordinate health care

services and facilitate appointment scheduling.

Quality Improvement RN -This role includes data collection and performing or coordinating
member outreach communication activities such as mailings,
newsletters and phone reminders for preventive care or other key
services related to improvement initiatives.

As well as monitoring and evaluation activities as outlined in the QI
Work Plan, coordinates QI projects and supports the Ql Program.

Operational Effectiveness and - This role assists in developing and distributing internal staff
Learning Management communications on SNP performance, developing and distributing and
Supervisor SNP performance into the annual training materials.

» Explain, in detail, how the SNP communicates its quality improvement performance results
and other pertinent information to its multiple stakeholders, which may include, but not be
limited to: SNP leadership, SNP management groups, SNP boards of directors, SNP personnel
& staff, SNP provider networks, SNP beneficiaries and caregivers, the general public, and
regulatory agencies on a routine basis.

Performance results are reviewed and presented at the Model of Care Oversight Committee
qguarterly and workgroup chairpersons, the Chief Medical Officer, Medical Director, Chief Health
and Quality Officer at the QIC meetings which is the key vehicle for sharing this information
with key stakeholders. The Quality Improvement Department also facilitates the dissemination
of quality performance to stakeholders through a variety of mechanisms such as the website
and member and provider newsletters.

Performance data is reported from the QIC to the Compliance Committee and the Board of
Directors. Feedback and direction provided by the Board of Directors is communicated back
through the Alterwood Advantage leadership team and Quality committee structure through
the Chief Executive Officer and VP Business and Regulatory Affairs Officer.

Performance results are also communicated to the relevant Ql subcommittees which include
practicing network physicians. These committees meet and exchange information at least
quarterly. Providers are also informed of performance results by fax or mail, along with the
monthly panel report distribution, at provider meetings and via the provider newsletter.
Annual CAHPS survey results and other formal QI study results are posted on the company’s
website. The provider newsletter or fax communication is used to alert providers that this
information is available. Key stakeholders, including vendor representatives, are provided
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information about performance results during routine vendor oversight and operational
meetings which occur at least quarterly. The Quality Improvement Department is responsible
for ensuring communications are made in a timely manner to key stake holders. This is
accomplished by having a Ql representative on all Ql committees, workgroups, subcommittees,
vendor meetings. The Ql department also facilitates the communication of performance results
and quality improvement initiatives to staff and managers through email, training alerts and
participation in departmental staff meetings and stand-up meetings. Information about the
Quality Improvement Program and how to obtain additional information is posted on the
company’s website for members. Information about quality initiatives and performance results
may also be published in the member newsletter.

The Quality Improvement Committee will receive quarterly reports on the MOC metrics
through the Model of Care Oversight Committee and conduct a formal evaluation of the Model
of Care at least annually. All data analysis and assessments will be performed and reported in
electronic format and stored for ease of access to all QIC and Board Members. The personnel
responsible for monitoring and evaluating the Model of Care effectiveness serve the health
plan on the Quality Improvement Committee. The Quality Improvement Committee is
comprised of experienced personnel who have responsibility and authority to make decisions
that impact the MOC program and its effectiveness. Results of the evaluation and periodic
assessments will be made by this Committee and reported up to the Board of Directors. The
health plan President will be involved in all aspects of the MOC review and will be involved in
major decisions regarding policy, resources, interventions and overall direction.

Members receive information on changes, performance results, improvements, updates and ad
hoc alerts on the MOC in the following formats and schedules:

» Member Newsletter (twice annually)
» Email / Mail (as needed)
» During ICT meetings (as needed)

Staff communication on progress, performance results and improvements, updates and ad hoc
alerts on the MOC in the following formats and schedules:

During Medical Management staff and team meetings (ongoing)
All-Staff meetings

Email (as needed)

Staff training and education sessions (as needed)

SharePoint sites (ongoing)

YVVVVYVYY

The annual Model of Care Program Evaluation will be conducted by the end of the third quarter
for the previous year to allow for the availability of HEDIS and CAHPS data. Input into the
annual review flows from the front-line level upwards through the quality infrastructure and
ultimately, to the Board of Directors. This evaluation is developed by a vendor that is
monitored by the Compliance Department with significant input from the Chief Medical Officer,
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Chief Health and Quality Officer and other members of the leadership team and quality
subcommittee chairpersons. It will be reviewed and approved by the QIC, prior to forwarding it
to the Compliance Committee and Board of Directors. The members of the Quality
Improvement Committee will assess the model of care after reviewing the outcomes from
many different sources. Those include financial data, clinical data, beneficiary satisfaction and
overall outcomes. Alterwood Advantage will also annually review the adequacy of the network
to make certain the needs of the beneficiaries are being met.

As such, data, processes and developments concerning the Model of Care are reviewed
continuously via ongoing discussion, dialogue and debate. Alterwood Advantage may also work
with an external vendor to evaluates its MOC.

The committee structure for quality described in the QIPD permits a free exchange of
information from the top down and from the bottom up, all in the best interest of the member
and his/her family. The Board of Directors sets the strategic plan for the organization
regarding quality and quality improvement strategies. Every level of the organization has
responsibilities for quality improvement, regardless of role. The organization responds by
carrying out that mandate: collecting data, analyzing it, designing and implementing various
tactics to carry out the overall strategic plan for quality improvement, and ultimately improving
outcomes in measurable ways set out by the Board.

Attachment N: Organization Chart of the Committee Structure
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Attachment O: Sample Quality Improvement Committee Agenda

ALTERWOODADVANTAGE b4
' ' per | —

Pedicare Qic 2 Quarter 2022

1. Call to Order M0
1L 01 Minutes Approval M0
. Old Business CHAIR
a.  See Action List
1. Corrective Action Plans [CAPx) Campliance
a.  Report Open CAPS Officer
b. Self-Report |ssues
W STARS Sub-Committes STARS Manager

a.  Stars Prospective Report
b. Stars Oppurtunities &

Iniatives
e, Part D STARs Repart

Wl Model of Care Owersight Manager Quality
Committes
a.  HOS update
b. SHP-Boc Update
c. CCIP Update
d. OO Update

Wil Member Experience Committes Member Sarvices

a. CAHPS update Dirasctar
b.
Wil FDR Committes Campliance

a.  Behavioral Health Vendaor
b.  PRM Vendor
¢.  Dental Vendor
d. Eye Care Vendor
1. Provider Advisory Committes

. P & T Committes

Other stakeholders need access to the data, outcomes and results. This may include our
clients, consumers and the public at large. NCQA required metrics are submitted according to
CMS requirements for D-SNP plans and are publicly available. This transparency is important
not only to our beneficiaries but to the public at large as these data, strategies and results

taken together demonstrate our accountability for implementing and maintaining a high-quality
Model of Care program.

Alterwood Advantage is committed to ensuring compliance with its D-SNP Model of Care.

102




