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CMS Requirements

* The Centers for Medicare & Medicaid
Services (CMYS) require that all MCS
employees, delegated entities and
providers receive the Special Needs
Plan Model of Care training at the
hiring moment and annually thereafter.

e CMS requires that MCS ensures a
100% compliance with initial and
annually trainings for all employees,
delegated entities and providers.
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Objectives

* Memorize the 4 Model of Care elements.

* Describe the Model of Care that MCS offers to its dual eligible members with special
needs (D-SNP).

* Name the Interdisciplinary Care Teams for the D-SNP.

* Explain the integrated role of employees and providers in the Model of Care of MCS.
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Definitions

« CAHPS (Consumer Assessment of Healthcare Providers and Systems): Survey that collects,
evaluates and reports about the experience (perception) of members in relation to services

received from insurers and providers.

* CHRA (Comprehensive Health Risk Assessment): Assessment performed by clinicians to

identify member’s needs and risk factors.
* CM (Care Management): Care Management Program/Care Manager

* HCC (Hierarchy Condition Category): Classification system based on health status (diagnostic
data) and demographic characteristics (such as age and sex) of a beneficiary to calculate risk

scores.

* HOS (Health Outcomes Survey): Survey that gathers valid and clinically significant data on

patients’ mental and physical wellness.
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Definitions

ICP (Individualized Care Plan): Individualized Care Plan created for the member.

ICT (Interdisciplinary Care Team): Interdisciplinary Care Team responsible for the care plan
development, care coordination, among others.

PCP (Primary Care Physician): Physician who is mainly responsible for the member’s care
under the Model of Care.

RAPS (Risk Adjustment Processing System): Process that allows CMS to grant the

corresponding premium payment to the health plan, according to the beneficiary health risk.
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Special Needs Plans
Background

* Under the Medicare Modernization Act,
the U.S. Congress developed the Special
Needs Plan (SNP) as part of the
requirements for Medicare Advantage
plans (MA).

* SNPs are classified in three categories:
* Dual Eligible (D-SNP)

* Chronic Diseases (C-SNP)
* Institutionalized Individuals (I-SNP)

CMS regulation 42 CFR §422.101(f) requires that all MA organizations must implement a Model of Care for its members with

» Affordable Care Act amended Section
1859(f)(7) of the Social Security Act:

* Requires that all MA plans offering
SNPs plans submit a Model of Care
(MOC) to CMS for the evaluation and
approval of NCQA (National
Committee for Quality Assurance) that
ensures compliance with CMS
guidelines.

Special Needs to satisfy their health needs and improve their quality of life.
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MCS Classicare Platino
Dual Eligible Special Needs Plans Background (D-SNP)

Definition:

* Health plan for people who are eligible to receive benefits from Medicare Parts
A and B, and Medicaid.

Medicare

A+B

MCS Advantage, Inc. has a contract with Medicare and ASES in order to offer
Platino plans to their dual eligible beneficiaries.
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Model of Care (MOC)

CMS describes the Model of Care as a vital quality improvement tool that integrates
components to ensure that the unique needs of each enrolled beneficiary are
identified and addressed. MOCs provide the needed infrastructure to promote quality,
care management and care coordination processes for SNPs members.

¢ MCS Quality Department is
responsible for overseeing,
monitoring, and evaluating
actions related to MOC.

Access to services

Care Management
Coordination of care
Improve health results
Guarantee quality services
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| MOC Taskforce l

MOC Support Components

]

MCS’s MOC has the necessary structure
to communicate and satisfy the needs of
our SNP members.

Communicates regularly with the member
and his/her PCP about the member’s
medical, cognitive, mental, psychosocial,
and functional management and includes
the caregiver as necessary.

Initiatives facilitate the preauthorization
processes, care transition, chronic
conditions follow-ups, and communication
between providers.

The MOC performance and its
components are evaluated regularly to
guarantee compliance with CMS
guidelines.
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Model of Care (MOC)

4 constituent elements

* Description of SNP Population

» Care Coordination
Care Transition Protocol

* Provider Network

* Quality Measurement and Performance Improvement

>> []* " -




2019 MCS Classicare Platino plans

In 2019, MCS has 6 Platino plans for the SNP population.

Plan Name

MCS Contract Number

MCS Group Number

MCS Classicare

Platino Ideal (HMO SNP) H5577-002 (Renewal) 850614
Platino Progreso (HMO SNP) H5577-017 (Renewal) 850717
Platino Cémodo (HMO SNP) H5577-027 (Renewal) 850721

Platino Clasico (HMO SNP) H5577-028 (Renewal) 850722
Platino Mas Ca$h (HMO SNP) H5577-029 (Renewal) 850723
Platino OTC (HMO SNP) H5577-036 (New) 850724

On January 2018, the total MCS D-SNP population was 95,471 members.
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* Description of SNP Population

—V ‘%{}EP A " s @ —
\ | -] e




MOC |: Description of SNP Population

Most Vulnerable Population

Most
Vulnerable The most vulnerable population is part of the MCS
Population Classicare Platino total population identified with
complex health risks that require intervention of a

Care Manager to assist their needs.

Total SNP Population
MCS Classicare Platino

General
Population

95,471 14,007

members members

) 2017 Data
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MOC |: Description of SNP Population

* 30% have less than 65 years
Important data to * 57% are female

describe the population: * 46% live in rural zones

* 53% report requiring a caregiver

* The three main diagnostics identified in SNP population are:
|. Diabetes Mellitus 2. Hypertension and 3. Recurrent Major Depression.

* 68% of the population is overweight/obese.
* 1 1.6% of members didn’t visit their PCP during 2017.

of life.

* 30% didn’t complete High School
* 99% identified as Hispanic
* 99.72% prefer to use Spanish as the primary language.

* According to the CHRA, 37% of the members consider they have a good quality

2017 Data
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* Description of SNP Population

* Care Coordination
Care Transition Protocol

* Provider Network

« Quality Measurement and Performance Improvement
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MOC 2: Care Coordination

Regulations 42 CFR §422.101(f)(ii)-(v) and 42 CFR §422.152(g)(2)(vii)-(x) require that all SNPs

coordinate and evaluate the effectiveness of the services provided as required by the MOC.

Care Coordination ensures that all SNPs member’s health needs and service preferences are

covered.

Also ensures that the medical information between health professionals is shared maximizing the
effectiveness, the efficiency, the high quality of services and improving members’ health

outcomes.
MOC also describes the roles, responsibilities and vigilance of clinical and non-clinical personnel.

MOC establishes a contingency plan that ensures the continuity of critical functions of MCS

operation during an emergency.

Also requires that all personnel must be MOC trained at the hiring moment and annually.
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MOC 2: Care Coordination

Integral Role of the Employees

* Ensure compliance with CMS

requirements for the MOC

* Participate in the initial and annual

MOC training

* Assist members and providers satisfying

their service needs

* Support initiatives to comply with

MOC goals
S— v E o - MEJORESPATRONOS @ o
>> [E Silans




Personnel
Structure

Clinical Personnel
* Requires credentials

Non Clinical
Personnel

* Support personnel
MCS provides initial
and annual MOC
training to all its
employees and
contractors.

Health
Risk

Evaluation

CHRA

eInitial — conducted
within the first 90
days of enrollment.

*Annual — conducted
within 12 months
from the last CHRA
evaluation.

Care Plan

Conducted based

on identified needs
in HRA (CHRA).

MOC 2: Care Coordination

Interdisciplinary

Team

MCS
Interdisciplinary
Care Team
e Standard

* Complex

Care
Transition

Transitions Types
* Planned

* Non-planned

4
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MOC 2: Care Coordination

Comprehensive Health Risk Assessment (CHRA) is a tool designed to gather all the

elements that help to identify our members needs.

Consists of a risk evaluation conducted by clinical personnel during the first 90 days of

affiliation and annually before the 12 months of the last CHRA.

CHRA sections are carefully selected by the Interdisciplinary Care Team (ICT) to

evaluate member’s possible risks and needs, both clinical and non-clinical.

In case of any change in the member’s health status, the CHRA or General Assessment

(GA) should be updated.
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MOC 2: Care Coordination

Health Risk Evaluation identified in the CHRA
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MOC 2: Care Coordination

Health Risk Evaluation CHRA 2019

Clinical Information Section Non-Clinical Information Section

Needs identified in the CHRA determine the health risk level of
SNP member in one of three categories:
low-moderate-severe
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MOC 2: Care Coordination

CHRA Health Risk Evaluation

Health Levels Logistic based on the Individualized Care Plan is
required for Complex and

Care Management
Intervention. (every 6

score obtained in CHRA

months)

Standard

Individualized Care Plan
Standard is required. (annual)
Individualized Care Seve re
Plan is required. <20 point
(annual) points

Moderate
Between 20 to 65
Low points
> 65 points
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MOC 2: Care Coordination

Individualized Care Plans

* A highly qualified Interdisciplinary Care Team (ICT)
develops Individualized Care Plans (ICP) according to
the member’s health risk identified in the CHRA.

ICT Complex

ICT Standard

Care Management Unit

(Most Vulnerable
Population)

=
I
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MOC 2: Care Coordination

Interventions and recommendations established in the Care Plans are based on the following criteria:

ICT Standard

Risk Level:
Low or Moderate

)\ Assessment of Individual Needs

*  Performed by a Care Manager
to establish specific
interventions to address

Current Chronic Diseases

* Cardiovascular member’s health status.
* Diabetes
* Respiratory Diseases
Preventive Care by Age and SRl e \ /
Sl * Arthritis Y
SR . Osteo.p.orosw ICT Complex
A — * Hepatitis C )
y « HIV/AIDS Risk Level: Severe
* >65 years :
* Depression
Men * Mood Disorder
» <65 years . AIzhelmer. .
» >65 years * Hypothyroidism
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MOC 2: Care Coordination

Sources and Process for Individual Care Plan Generation

e \

-
Preliminary Care Plan
based on age, gender

and diagnostics found in

referral sources

. y

Initial Referral Source

Members with risk level:

Low or Moderate

~
J
S

Health risk levels \
according to reported
diagnostics and

demographic data ( ] b
Members with risk IeveI] Referred to Care
\ J
Severe J Management
\ —
g —

Individual risk
evaluation by a Care
Manager

. )
~ ~N

Individualized care
plan is established
considering the
General Assessment
responses as well as
age, gender and
identified diagnosis by
CM
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—V ‘%{}EP A = s @ —
\ | -] e




MOC 2: Care Coordination

Individual Care Plan format includes:

Header
Member’s Name
Contract Number
Primary Care Physician’s
Name

Situation
Age and gender
Member’s chronic
conditions

Interventions

Preventive self-care

recommendations by age,

gender and chronic

conditions.

Support interventions
MCS interventions
to promote
member’s health
care

PCP interventions
For the evaluation
and management
of member’s health

PLAN DE CUIDADO DE ASEGURADO

Afiliade SNP

Muimero de Contrato:
Mombre del médico primario:
Fecha del plan de cuidado:

Situacion:

Hombra de §5 afio: o mas. Diabates, Cardiovascalar, Enfermedad i Artritis

Prueha de LDL (calesterol malo) una vez al aiin.

Plan de control para su condicion respiratoria

Conozca Ia terapia de medicamentos adecoada para usted

Cansulte =i el 150 de aspiromatra (instnmenta para madir la fincion pulmonar) a2 Tacomertado para usted.

Evite lo: E2ctores ambiestales que pueden empeorar su condicion respiratoria, tale: como humo, imitantes, polvo, etc.
Cumpla con [2 tarapia de medicamentos recomendada para la arritis ¥ citas de seguimierto con su medico primario.
Estos le ayudaran 2 retrasar el dado a las articulaciones.

® Mentengz vn buen equilibrio entre e descarso v el jercicio

Metas de su plan de cuidado:

Mantener salud fisica optima.

Mantener salud mental optima.

Mantaner LDL (zolesteral mals) en niveles dptimos da acuerdo a factores de rissga.
Tener directrices anticipadas.

Mejorar contrel de la dizbetes v reducir factores de rissge de complicaciones.
Hemoglobina glucacilada en niveles optimos.

Deteccion temprana v ratamisnto para proklemas de vizion ralacionados a la disketes.
Dieteccion temprana v ratamisnto para eviter ilcesas en la piel.

Evitar complicaciones v/o recurencia de eventos cardiovasculares.

Readucir rissgo o progrese de datios 2 los rifiones.

Majorar coatrel de la condicion cardiovascular y reducis factores de riesze de complicaciones.
Mantener presion arterial an niveles aptimos.

Majorar o mantener en coatrel su condicion respiratoria.

Readucir el delor ¥ la inflamacion cansado per L2 artritis.

Proteger las articulaciones ¥ reducir rissgo de complicaciones.

Intervenciones de apoyo:

Feecibird de MCS las siguientes intervenciones:

Guiz ds Cuidadp Preventivo

Cortz indicando pruchas recomendadas de acuerdo 2 edad T gémero que debe rezlizarse.
Feecordatorios preventivos par carreo, sezim apligue.

Fevista Cuidate con temas de s2hud

Calendario de actividade: Club Amigos Clasicos: Charlas de salud, sesiones de ejercicios, actividad de socializacion y
recTeacion.

® Lizmadas telefiricas sobre cuidade praventive ¥ estilos de vida sahudable.

Intervenciones:

Dizcuta con s médico madidas para el cuidade de s2lud ¥ proebas recomendadas:

Alimentacion saludable

Mantenimiento de peso adecuade.

Actividad fisica o plan de gjercicios

Vacunacion apropiada para usted, inchryendo influenza y pulmonia.

3i fuma, deje da fumar, pregunts sobre programas de cesacion de fumar.

Evite exponerse 2l umo de personas fimando.

Examenss para la deteccion de cincer colomectal.

Este atento 2 su estade de animo y emecional, busgue apaye =i tiene :ensaciones de miedo, ansiedad o tristeza que
persistan por maz de 1 semana: Para coordmacion de servicios de s2lud mental comuniquess a MCS Sn]umms all-
800-760-3601.

Hahle con su médice y familia sabre las Direcirices Anticipadas.

Cumpla Ia terapia de medicamentos sagin mdicados para usted v con las citas de seguimiento con su médico primaria.

Prusba de hemoglobina glucocilada al menos 2 veces 2l 2fo.

Examen campleto de pies por su médico al menos una vaz al afio.

Feealizarse un examen amual de retina de jo para deteccion de retinopatia.

Prusha de laboratario de microaluminuriz para detaccion de nefropatia, al meros una vez al 2fio.

Uso de zapatos adecuados ¥ comodes, inspeccione sus pies dizriamente, consults con su médice si observa leziones o
callosidades.

Dizcuta cor s médico sus riesgos de salud cardiovascular.
Este atento 2 la salud de sus rifiones v consulte con ur Nafrologo :i el resultado de laboratorio GFR. e menos da 60

26

Intervenciones del médico primario:

® Intervencicne: clinicas de evaluacioe y segnimisnto pera camplir metes de fratamiento de acuerdo @ guizs clivicas
basada: en evidencia

Monitoreo del cumplimients con prusbas de lsboratorio ¥ exdmenes clinicos recomendadas par edad, génera, factors:
de riesgo v dizgnosticos.

Momitorao de resultados da laboratorio para determinar prozimas intervenciones de acuerdo 2 la necesidad.
Evaluacion de factores de rissgo v orientacion sobre modificacion de estilos de vida.

Educar al paciznte sobse importancia del cumplimiento de terapia de madicamentos para ol control de sus condicionss
cromicas.

Rezalizar prueba de deteccitn de mbesculosis =i paciente va 2 comenzar, o s2 encuentra tomando 2gentes biolagicos para
Artritis Reumatoide.

Considerar las recomendaciones de vacunacion en pacientes con Arwitis Reumaiide

ETI— adicos

0

ar y doc tar en exp

Evaluaritn detiesgos de salud znzl (CHRA).

Discusidn ée Disectzices Aticipadas

Revision de medicamentos amual

Evaluarién de sstade fsico, mental, funcional, conitivo v sicosocial anaal

Camimientn de manzjo da dolor amal

Indice da Masa Corparal al menos una vez al afia.

Resuliados de prusha de LDL una ve al a0 =i tieme factores de riesgo.

Idetificacion de bamera: que interfisran an ol cumplimisnto del plan de cuidado ¥ plar de 2ccién
Resultado de prusha de hemozlobina shucociladz al mencs dos veces al afo.

Remltado de examen de ratina dal oje al menos una vez 21 afia.

Resultado ds examen da microalbimin para deteccion de nefropatia 2l manos ma vez al aie.
Examen de pies ol menos wa vezal ade.

Rasltado de prusba de LDL-C usa ver 2l fia.

Miveles de presion arterial en cada visita

Meadida de fincian pulmenar al meno: una vez al afia.

Discusion dz plan de 2ccién para control condicion respiratoria
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Moderate

MOC 2: Care Coordination

Care Plan at least once a year.

Care Plan is modified if a new CHRA
is reported and there are changes in
risk levels and/or of diagnoses.

A letter is generated with the

information of the member’s Care Plan.

It is then shared with him or her, and
with the PCP It’s also included in the
CM electronic system.

Care Plan is revised and discussed
with the member as needed and is
sent at least every 6 months, modified
according to the member’s health
needs while participating in the Care
Management Program.

Goal achievement is assessed and the
results of each intervention are
documented in the CM application. A

letter is generated, containing the
Care Plan for the member and his or
her PCP and is included in the CM
electronic system.

*  Care Plan is available for the ICT
through the CM application.

*Care Plan and letters are sent via postage services to member and the PCP.
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With

members

MOC 2: Care Coordination

Individual Care Management
interventions with members
with severe risk

Preventive care and chronic
management conditions
reminders

Clinical Management warning
letters

Educational campaigns
Educational material and self-
care guide sent

Chronic conditions
management workshops
Health talks

Cuidate Magazine

Workout routines through
MCS Salud Paso a Paso

With PCP

Delivery and discussion of
quality measure report by
PCP

Clinical management
warning letters
Accredited clinical
educational interventions
with continued education
Educational campaigns
Clinical care coordination
call to members with severe
risk

MCS MOC annual training

AON.
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MOC 2: Care Coordination

Interdisciplinary Care Team

The Interdisciplinary Care Team (ICT) provides the structure and necessary processes to offer
and coordinate services for the health care of our MCS Special Needs Plan members, according
to the identified health and needs status.

Interdisciplinary Care Team Care Management RN
Complex

Interdisciplinary Care Team

Standard

Care Management RN

Care Management
Manager RN
Social Worker

Care Management

Primary Director RN

Primary

Pharmacy

Care Physician

Member/Caregiver Member/Caregiver e A
Health Educator

Pharmacy

Care Physician

Mental Health

Mental health

Utilization Management
MCS Consultant

Information Management

Lk LR
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MOC 2: Care Coordination

* When a member suffers a change in their health status and needs to move from one health setting

to another to maintain their care, we refer to a Care Transition

e CareTransition to a lower level:

¢ Example: From the hospital setting to a Rehab facility and then to the member’s home

e CareTransition to increase level:

¢ Example: From the member’s home to a hospital setting

HOSPITAL
AZENZEA goes
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MOC 2: Care Coordination

Care Transition

/\- * Emergency Room
Unplanned visit that involves

Transition hospital admission

/\ * Elective surgery or
planned procedures
Planned * Admission into a
Skilled Nursing Facility
(SNF)
* Home Health Agency

Admission (HHA)

Transition

MCS has different Care Transition protocols to make it easier for our members to change the health scenario

according to their needs.
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MOC 2: Care Coordination

Care Transition

During Care Transition we educate our
members through:

e Care Transition Letter to the member and its
PCP

* Medilinea 24/7

* Educational self-care material (Cuidate
Magazine, preventive reminders for diabetes,
cardiovascular conditions, among others)

(Y191 Classicare

= | {Conoce MCS Medumea; T * Phone call from a nursing professional

'-—- o e 7

1 866 727 6271 |

s
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MOC 3: Providers Network

Providers

Trainings

Clinical Guidelines and Care

Transition Protocols

Primary Care
Physicians

Specialists:

-Internal Medicine
-Endocrinology
-Cardiology

-Among others

Health Services

-Among others

— VIVE A

Experts on Mental

MCS offers initial and

annual MOC training to all

its providers
- Participants

- Non-Participants that
assist MCS members
routinely

Delegated Entities:
-FHC

-Eye Management
-TNPR

-TeleMedik

-Among others

MCS adopts, revises and shares
clinical guidelines to support
the PCP and member in
decision - making of the
appropriate medical care.

Care Transition

-Continuity of Care

Clinical Guidelines Examples:

-Diabetes
-Asthma
-Cancer

MCS’ transition protocols
ensure care continuity for our
members.

AON.
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MOC 3: Providers Network

Role of Primary Care Physician and Specialist Physician

* Participate in planning patient’s care
* Provide the necessary medical care

* Provide education about the condition to member

and/or caregiver

» Offer preventive care and guide members to maintain a

healthy lifestyle

* Encourage patient participation in the care process

(self-care)

A
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MOC 3: Providers Network

Participate in interdisciplinary team meetings

Maintain communication with the care manager, the interdisciplinary care team and/or caregiver,

and collaborate in the Individual Care Plan

Provide access and integrate other physicians or providers within the patient care management, if

necessary
Use the Clinical Practical Guidelines (CPG) adopted by MCS (available in Provinet)
Revise and update the Care Plan and address member concerns and/or preferences

Ensure the continuity of care and/or services to the patient, and provide follow up to the treatment

V - Ao,
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MOC 3: Providers Network

Role of Primary Care Physician and Specialist Physician

* Provide necessary medical care

* Incorporate the Primary Care Physician on

member’s care

* Notify the medical plan of any barrier that affects

access to services or care transition process

* Encourage patient participation in their care

process

* Provide services on time, effectively and

guaranteeing quality

VIVELA -
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- PROVEEDORES AL DIA

MOC 3: Providers Network

Provinet: A Tool for Providers

ENGLISH  TERMINAR HOLA ANE100 o

EEE'E‘] I provinet

INICIO ELEGIBILIDAD RECLAMACIONES REPORTES COMUNICACIONES

{YA ESTA DISPONIBLE!

SU NUEVO MEDIO INFORMATIVO,

Para mas informacion

proveedoresaldia@medicalcardsystem.com

ULTIMAS NOTICIAS
Com. Oficial-Exten:

o 28 dic. 2017
Com. Oficial ién periodo ia_Adv ESP
28 dic. 2017

NOTIFICACIONES (BUZON)

5ion periodo emergencia_Adv ENG

Liamanos libre de costo Area Metro
1.800.981.4766 787.620.2535

Manual del Usuario | Téminos Y Condiciones / Privacidad
& 2015 Medical Card System Corporation. Todos los derechos reservados.

CLICK HERE!

> JMCS
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MOC 3: Providers Network

Supporting Tool for PCP to Coordinate Member’s Care (Gap in Care)

INICIO 5TARS ELEGIBILIDAD RECLAMACIONES REPORTES COMUNICACIONES

GAP IN CARE
The provider can
evaluate member

Nombre Asegurado: compliance with
Namero de Contrato: her/his preventive
Ultimo Cambio: . care and HEDIS
metrics using 2017 -

MUESTRA REGISTROS POR PAGINA Provinet

HEDIS

Metrics

CODIGO DE ESTATUS
MEDIDA MEDIDAS - SUB-MEDIDA CUMPLIMIENTO ACCION A LLEVAR ACABO
]

Busqueda Busgueda Busgueda Bisgueda Busgueda

- COAA Care for Oider Adulis Mm;’"’ NO-COMPLIANT mm-m;za;%mx :Paﬁ""' W-F“ﬁ"’“ A
cane WSS ~romi  uooouur g TotS et D b e e o
COAM Care for Older Adlts  Medication Review  NO-COMPLIANT W:H“gf‘;fgmrm“ém wﬁ “;‘g"n'df‘““""”
COoAP Care for Older Adults Pain Assessment NO-COMPLIANT Parkorm CLPRTQ:ZS;:;::“‘;; ::::I::::cﬁ:gﬁnﬁ:;ncm@?mpj&te
o SocaiNense n o) e
Mostrando desde 1 hasta 5 de 5 registros Antenor 1 Présama

— VIVELA o
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MOC 3: Providers Network

Clinical Guidelines adopted by MCS Advantage, accessible for Providers

Individuos y Familias pos y Empresas Bienestar Sobre Nosotros

& Inicio de sesidn Contéctanos English Version

Area Matro Libre de Costo
787.281.2800 1.888.758.1616

Proveedares

Hemamientas

The Clinical GUIAS CLINICAS

Poliicas Médicas

Guide ’in es a re . Gulas Clinicas

o I I A Provinet
available in _—
M & i 5 i " adic "
PrOVI n et Pregunias Frecuentes Las Guias Clinicas son comunicados desarrrui\adus sistematicamente para ay udf:ir a los médicas y pacientes en la
toma de decisiones acerca de cudl es el cuidado médico apropiado para una circunstancia o condicion especifica
Contactanos Son desarrolladas por diversas organizaciones para describir el cuidado apropiado basado en evidencia cientifica y
amplio consenso de la comunidad médica y para reducir vanaciones inapropiadas de la practica de la medicina, entre
otras.
Exam Ies. MCS, en su interés de asistir a los médicos y promover el cuidado de salud apropiado para los asegurados,
P 0 desarrallo un proceso continuo para adopeion y revision de guias clinicas.
.Asth ma Le exhortamos a revisar y a utilizar este importante material para ayudar en la deteccién temprana de condiciones,

evaluacién y manejo clinico de sus pacientes. Si tiene alguna pregunia se puede comunicar con el Centro de
Llamadas de Servicio al Proveedor de MCS al 7T87-620-2535 | {Area Metro) o al 1-800-361-4766 | (libre de costo)

C
an Cer El horario es de lunes a viernes de 8:00 am a 500 pm.

.Among others Usted puede acceder las guias clinicas a través de la entidad duefia indicada bajo cada documento. Estas guias

eslén en procesa de revision y sclualizacion, le invitamos & visitamos conlinuamente para mantenerse informado de

los cambios.
Para obtener el detalle de las guias clinica, puede acceder las sig di i ! de acuerdo
a la condicién:

Asma Sublr A

U.S. Department of Health and Human Services / National Heart, Lung and Blood Institute
/ National Asthma Education and Prevention Program. Guidelines for the Diagnosis and Management of
Asthma (EPR-3).
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MOC 3: Providers Network

MOC training accessible for Providers through Provinet

m v ENGLISH TERMINAR HOLA ANS100 -9
| provinet

INICIO ELEGIBILIDAD RECLAMACIONES REPORTES COMUNICACIONES

COMUNICACIONES :: CATALOGO DE DOCUMENTOS Catdlogn de Documentns  Buzdn | Mofisias | Preguntas Frecuentes

Catdlogo de Documento

CATEGORIA SUB-CATEGORIA SUB-CATEGORIA
Cartas y Circularas = Documentos Adicionales = =
Directorics y Manuales I
Educacion Clinica
y | Guia de Medicamentos ¥ Suplidos fuera del £
Procedimientos y Politicas o Hospice Information for Part D = =

Diénsansrdndolmnsiambais i i O Mlsntisl dal Dissadne

MUESTRA |1§ ¥ | REGISTROS POR PAGINA

SUB- suB- FECHA DE PALABRAS

CATEGORIA CATEGORIA , CATEGORIA , EFECTIVIDAD , CLAVES
¥ $ +

ACCIONES 4
: +

Our providers can access Bisqucda e

the MOC Tr’aining in 2017 Adiestramienta del Modslo de Cuidada (D-SNP)  MCS Classicars Dﬂm 031232017 M:(:;:d:“
P rovinet Sl %08 Foniho s Evelmcin - H:’::;gmﬁ“ MCS Classicars D;ji":u?;:::“’ 03307 Mc"fi:l:u‘;e
2017 MOG Direct Providers MeS Classicare 0 21 Moselo oumyzaiy  Modelde
27 Modslo oo Ottidads H""’ d;::ﬁ:m‘f“::m} MCS Classicare Ezz":ﬂ:g:::b 03232M7 Mc"ﬁ::’ﬁie
e s
Guia Répids de Orientacién Modelo de Cuidadn 2017 MCS Classicare ndf"; :’;:j:b 0327207 Mgﬁ::’é’f
Mostrando desde 1 hasta & de 6 registros Anterior | 1 Praximo

CLICK HERE!
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MOC 3: Providers Network

Care Management Programs Referral

Care Management Programs

Referral for potential members

Send fax:
787.620.1336

Document available
in Provinet
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* Description of SNP Population

* Care Coordination

- . p—
Lare [ransition LoCco|

* Provider Network

* Quality Measurement and Performance Improvement
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MOC 4: Quality Measurement

And Performance Improvement

* MCS’s MOC is currently approved for a cycle of
3 years (2018-2020).

* Requires annual approval of MCS Board of
Directors, Utilization Committee and Quality

Committee.

M
OC * The MOC Taskforce, integrated by the

 Taskforce

management team of the areas impacted by the
MOC including delegated entities, meet at least
six times a year to discuss and monitor the

operational compliance with MOC requirements

including metrics aligned to STARS, HEDIS,

CAHPS, HOS and those of its own departments.
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MOC 4: Quality Measurement

And Performance Improvement

B. Measurable
Goals and Health
Outcomes

A. Quality
Measurement and
Performance
Improvement Plan

D. Ongoing
Performance
Improvement and
Evaluation of the
MOC

C. Measuring
Patient Experience

of Care E. Communication

of the SNP MOC
Performance

AON.
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THANKYOU FORYOUR COMMITMENT

to improving the quality of life of our members!
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References

MCS SNPs (2018) Model of Care Description
Medicare Managed Care Manual-Chapter |6-B: Special Needs Plans (Rev.123, Issued: 08-19-16)
Medicare Managed Care Manual-Chapter 5 - Quality Assessment (Rev. | 17, 08-08-14)

MOC Scoring Guidelines CY (2019)
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WE ARE HERETO SERVE YOU!

Any further information you can contact:

Please include your contact information
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