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MEMORANDUM

To: Thomas Hutchinson, Medicare Plan Policy GratidS
Patricia Smith, Medicare Advantage Group, CMS
Sandra Bastinelli, Medicare Advantage Group, CMS
William Clark, ORDI, Division of State Program Resch, CMS
Michael Fiore, Medicare Plan Policy Group, CMS
James Hawthorne, ORDI, Division of State Prograesdarch, CMS

Fr: Valerie Wilbur and Rich Bringewatt, Co-chairs
National Alliance of Specialty Healthcare Programs

Date: January 9, 2006
Re: Performance Measures for Special Needs Plans

The National Alliance of Specialty Healthcare Peogs is a national leadership organization whose
mission is to improve the long-term business vigbdf Special Needs Plans (SNPs). We appreciate
CMS' interest in exploring alternative performamoeasures for SNPs, given their focus on a high-risk
medically complex population, and the opportunityptovide CMS comments on potential SNP
performance measures. The SNP Alliance’s Medioadior Work Group has held a series of
conference calls over the past eight months tatifyesquality indicators that we believe are mortewant

to SNPs than standard acute care measures. résdt of recommendations was sent to Tony Hausner
in August of 2005. We sent a second set of comsnentony last month in draft form in response to a
specific request for feedback on potential SNPqrarince measures and approaches. This draft has
been updated based on a final review by SNP Alidviedical Directors.

Below is a summary of our response to the CMS myquittachment A includes more detailed
comments on the specific performance measures@daches of interest to CMS. Attachment B lists
the quality domains and indicators submitted to dMBugust 2005. Attachment C lists the Alliance
medical directors involved in the development af @commendations and their respective
organizations. The attached comments should beidened preliminary. While Alliance Medical
Directors have given a good deal of thought to appate measures, we believe a more comprehensive
analysis of existing measures and new optiondtisalt As requested previously, we urge CMS to
establish a CMS Work Group on SNP Performance Measent to carry out this task. The preliminary
recommendations the Alliance submitted in Augusiniined with the comments contained herein,
represent a useful starting point for a CMS wordugrincluding representation from all SNP categrie
experts from NCQA and relevant professional assiocia such as the Alliance for Community Health
Plans (which has done a great deal of work on tyuaeasurement) and the American Geriatric Society
and other relevant stakeholders.



Summary of SNP Alliance Comments on SNP Performance M easurement

The starting point for SNP Performance measuresteoild be tadentify uniform measures that
can be used across all SN§iace chronic illness, disability, frailty and corbalities are

common characteristics of beneficiaries in all SNRdimited number of SNP-specific measures
also should be explored.

Measures should be identified that evaluate peréomoe and encourage plans to improve
outcomes in relation to care of persons with compleronic conditionsPerformance measures
historically have focused on acute conditions. Raaad Corporation initiated the “Assessing
Care of Vulnerable Elders” study recognizing thajective measures for evaluating care for this
population were missing from current quality ofecareasurement systems. A recent Johns
Hopkins study indicated that use of existing chiipractice guidelines could actually be harmful
to those with comorbid conditions. Clearly, altgime measures for frail seniors are needed.

A combination of process and outcome measuresdiheulised for SNP performance
evaluation. All SNPs should report on inpatient admissiorrsafimbulatory care sensitive
conditions, emergency room admissions and long+stasing home admissions (90 days or
more). These outcome measures should be risktadjtsaccount for expected utilization
differences among medically complex beneficiari8dlPs process measures should be chronic-
care oriented, including end-of life care, contipuif care, safe and effective care transitions,
functional independence, member choice/quality,ioaiin management, population-specific
conditions, comorbidity management, mental illneskavioral health, family caregiver support.

Until SNP benchmarks are establish@@ontinuous Quality Improvement (CQI) approach to
SNP performance measurement should be empla@€d should also become part of a long-
term SNP performance evaluation system.

A limited set of HEDIS measures should be collefieglans targeting frail elderlyncluding
annual monitoring for patients on persistent madaoa; drugs to be avoided in elderly; flu shots
for older adults; pneumonia vaccine; osteoporosisagement for women with previous fracture;
and antidepressant medication management. HEDISuresaare not the most relevant measures
for frail seniors. They were developed for the caeneral workforce, have not been validated for
the over-75 and are not conducive to timely intations for enrollees whose health can change
frequently.

Plans should encourage their provider networkamorporate ACOVE guidelines into their
clinical practice.HEDIS, DOQ and ACOVE measures are all physiciaerddd and require
modification to enhance relevance to plan perforredor chronically ill enrollees. ACOVE
measures, in general, however, appear to be thergiegant to SNPs serving seniors.

Alliance members support a number of measuresdolt&with disabilities recommended by Dr.
Susan Palsbsuch as selected HEDIS, Preventive Care and Contynlategration measures.
We also favor Palsbo mental health measures oeeBAMSHA measures which are not as
relevant and well developed.

The SNP Alliance appreciates the opportunity tosgle preliminary comments on SNP performance
measures. We hope CMS will establish a Work Grau®NP Performance Measurement to identify
measures that will set a standard for SNP prognaenations and improve SNP cost and quality
performance. There are a number of commonalitiesng measures proposed by the SNP Alliance,
Palsbo, ACOVE and noted geriatrician researchepsdwide a good starting point for discussion.

We look forward to working with CMS on this impontsagenda in the coming year.

801 Pennsylvania Avenue, NW, Suite 245, Washington, DC 20004 (202) 624-1508



ATTACHMENT A

National Alliance of Specialty Healthcar e Programs
Comments on SNP Performance M easurement

l. GENERAL COMMENTS

Medical directors and researchers for special npegalations indicate that, too often, measures are
selected because they are available, easy to taheéor comparable to existing benchmarks for FFS
and/or mainstream managed care programs. Thetéongbusiness viability of Special Needs Plans
(SNPs) is dependent, in no small part, on how #reyevaluated. Unless SNPs can demonstrate superio
cost and quality performance, it will be diffictdt justify a unique Medicare Advantage (MA) categor
Further, in the long-run, SNPs and other plandikety to be compensated under pay-for-performance
systems and fair compensation will be dependemél@vant performance measures.

While some HEDIS measures and other existing quigdticators may be appropriate for chronic care
performance measurement, Rand, Fried, Boult aret gitominent researchers and geriatricians have
called for alternative measures for special neegsllations. For example:

« According to Rand, “vulnerable elders are a paldidy important group for quality-of-care
evaluation because of their risk for serious dedliim health and function from poor quality care
and their disproportionate use of health care nessu Objective measures to evaluate their care
are not adequately represented in current qualitace measurement systeffis.

e According to Boult et al, the use of alternativefpemance measures for frail elderly will
become increasing important in light of pay-forfpemance initiatives. Relevant measures will
be critical to prevent providers from being evatgatinfairly and to eliminate disincentives for
serving high-risk Medicare beneficiarfes

* Research conducted by Fried et al regarding fraiigability and comorbidities as three inter-
related, but distinct clinical entities has impaottanplications for performance measurenmient
The ability to differentiate among these threeiddtentities is critical to developing
interventions that can prevent cascading from amglition to another leading to further
disability progression. Fried and others have ifiedtalternatives to functional indicators for
identifying frailty such as advanced age, unintami weight loss, slow gait speed, blood tests,
etc. Further refinement of frailty and related sweas would enhance performance and
measurement.

These and other studies underscore the importdradleemative quality indicators for SNPs. The
challenge facing plans, providers and regulatolish&iin implementing new data collection systes f
performance measurement. Data for measuring disedyifrailty and comorbidities are not collected
routinely by Medicare and Medicaid even though theycentral to the healthcare problems of higk-ris
Medicare and Medicaid beneficiaries. Until altéiveameasures and data sources are identified for
SNPs, judicious use must be made of existing adinative data and, to the extent possible, eleittron
medical records, to ensure fair evaluations.

!Shekelle, PG et al. “Assessing Care of Vulnerable Eldersiddstfor Developing Quality Indicatorsihnals of
Internal Medicine)Volume 135, Number 8 (Part 2), October 16, 2001, p. 647

2 Boyd, CM, Darer, J, Boult, C et al: “Clinical Practice Gliitks and Quality of Care for Older Patients with
Multiple Comorbid Conditions: Implications for Pay f#eerformance.”Journal of American Medical Association
296(6): 716-724, 10 August, 2005.

3 Fried, LP, Ferrucci, L et al: “Untangling the ConceptBisability, Frailty, and Comorbidity: Implications for
Improved Targeting and CareJournal of Gerontology: Medical Scienc2804, 59(3): 255-263.



A.

CMSQUESTIONSABOUT EVALUATION METHODS

To what extent should CM S use process measur es vs. measur es that captur e outcomes and
clinical effectiveness?

The Alliance supports a combination of process@rtdome measures. The quality domains and
preliminary indicators we submitted in August (Atbanent A) focus mostly on process. The
dashboard indicators we are recommending on anrntesis focus on outcomes. CMS needs a
starting point for collecting performance relatedadwhile developing more appropriate long-term
measures, once sufficient data/experience is adedeauto establish SNP-specific benchmarks. We
recommend that CMS identify some short-term “bridgmeasures” that already are being collected
by plans. The three preliminary “dashboard indicsitwe recommend collecting across all SNPs
include inpatient hospital bed days for ambulataye sensitive conditions (ACSCs); emergency
room admissions rates; and nursing home admisates for long-stays. We define long-stays as 90
days or more, consistent with the definition usadristitutional SNPs.

These dashboard indicators should be risk adjustadcount for different expected outcomes for
those with multiple complex and often late stageuolt conditions than for healthier enrollees. yhe
should also be linked to some of the process measdentified by the Alliance. For example, one
end-of-life quality indicator identified by the Adince is comprehensive advance care planning for
enrollees with late stage conditions such as CHE@PD. Dashboard indicators could be used to
monitor whether patients with end stage conditiomdergo repeated hospital admissions during the
last six months of life.

Until SNP-specific benchmarks can be establishkeh performance should be measured in relation
to quality improvement, or the degree to whichangmproves performance from its previous
evaluation. As such, each plan effectively becoitseswn benchmark. This “continuous quality
improvement” or CQI approach provides for the dghment of achievable targets related to the
special needs population and data collection metlogg limitations. It also provides a vehicle for
CMS to identify and share best practices. In faetrecommend that CQI be included as a standard
part of performance evaluation, even after SNP lacks are established.

Assuming that CMS develops SNP-specific benchmarksgritical that the benchmarks be risk
adjusted to account for differences in risk leagid expected outcomes across plans. Since SNPs
exclusively or disproportionately serve high-risknieficiaries, one would expect outcomes to differ
from mainstream plans. Risk-adjusted benchmaksiacessary to prevent plans from being
penalized for serving a high risk population. Egample, one could expect a greater risk of pressur
sores in a plan exclusively serving nursing honsédemnts or wheel-chair bound disabled adults.
Benchmarking also should be adjusted for othewvagleplan-to-plan differences such as plans that
offer integrated products for duals versus plaas ¢ififer only Medicare or Medicaid products (or
plans that offer both products with no attempttiegrate or coordinate benefits and services).

While outcome measures are important indicatoguafity, there is a great deal of support in the
literature for process oriented quality indicattimsvulnerable elders. A number of the ACOVE
(Assessing Care of Vulnerable Elders) measuresage® by Rand et al are process oriented.
According to Shekelle et‘alprocess measures have the following advantages:

» they are a more efficient measure of quality;

* Shekelle, PG et al. “Assessing Care of Vulnerable Elderdiddstfor Developing Quality Indicatorsihnals of
Internal MedicineVolume 135, Number 8 (Part 2), October 16, 2001, p. 647



» they recognize the insufficiency of medical recdada and the paucity of validated
models to adequately adjust outcomes for differemcease mix between providers; and
» processes of care are amendable to direct actigmdwders.

Alliance medical directors also believe that, ia #bsence of clinically validated measures, plaat t
follow practices believed by a preponderance ofspigns and specialists to contribute to positive
outcomes will improve care and outcomes. This viesupported by Wenger et al who conclude
that “measurement of processes of care is thoogie &t more direct assessment of quality than
measurement of outcontes

A study by Min et al on the impact of care processe quality of care similarly concludes that the
evaluation of care process has become increasiogfynon and that older persons whose care
requires “time consuming processes such as hita@ing and counseling” are at risk for worse
quality and should be a target for interventionsriprove care® These findings suggest that process
measures are not only a good indicator of quatityspecial needs beneficiaries, but also can ssve
an important care management tool.

B. What isthe preferred approach to performance measurement across SNPs? (measur es that cut
acr 0ss SNPs, measur es specific to type of SNP, or both)

The Alliance supports SNP-specific quality meastines differ among the three plan types. The
starting point for SNP performance measurementglvew should be aniformset of chronic illness
care measures that cross SNPs. Chronic illnesabitlity, frailty and comorbidities are common
characteristics of all SNP beneficiaries. In additio a uniform set of SNP measures, CMS should
evaluate the need for additional measures thatpeific to type of SNP and/or specific chronic
conditions. This does not mean simply replicatiimpase management guidelines that focus on a
single condition; it means measuring SNPs’ uniqueai$ on complex medical management and the
interrelationships among multiple chronic conditon

C. Havethe measures proposed by the SNP Alliance (NHPG) and Dr. Susan Palsbo of George
Mason University have been tested for reliability and validity?

One of the key challenges facing CMS and SNPsip#ucity of “generally accepted” and validated
chronic care measures. Most quality indicatorsldseperformance measurement today focus on
process and outcomes for acute conditions, nohahmmnditions. According to Shekelle et aine
factor contributing to lack of validated measurethiat vulnerable elders typically are excludednfro
clinical trials. For this reason, the ACOVE measuwere developed by “content experts” and
“expert opinions” from practicing geriatricians aothers. Likewise, the quality domains and
indicators identified by the SNP Alliance were nexbended by practicing specialty physicians and
medical directors of specialty health plans.

D. ldentify generic measuresthat could be used across chronic conditions.
The Alliance recommends the following generic measdior evaluating quality across SNPs:
« Interim dashboard indicators: inpatient hospitad blays for ACSCs; emergency room

admissions; long-term nursing home admissions €@ dr more);
e Alliance-proposed quality domains and indicatoee(dttachment A)

® Wenger, NS et al. “The Quality of Medical Care Providedutmerable Community-Dwelling Older Patients,”
Annals of Internal Medicine, Volume 139, Number 9, f. 74

®Min, LC et al. “Predictors of Overall Quality of Care #ided to Vulnerable Older Peopleldurnal of the
American Geriatric Society/olume 53, Number 10, October 2005, p.1705.

" Shekelle, p. 647.



« Alimited set of HEDIS measures for frail elderigrass SNPs (see HEDIS
recommendations below).
* Alimited set of measures for adults with disat@ltacross SNPs:
v Nationally used preventive care measures identifedw.
v/ Community-integration measures identified below.
v Alliance-specified measures for adults with meitbaéss identified below.

1. COMMENTSON SPECIFIC PERFORMANCE MEASURES

CMS asked the SNP Alliance to comment on the aptgmess of selected measures for chronic care
SNPs and indicate why we think these measuresppr@jgriate or inappropriate for beneficiaries with
severe or disabling chronic conditions: HEDIS, o©ffice Quality (DOQ), NHPG/SNP Alliance
recommendations, recommendations from Dr. Susab®ah well-known researcher from George
Mason University specializing in disability researcSubstance Abuse and Mental Health Services
(SAMSHA) indicators and core indicators relatediéwelopmental disabilities developed by the Nationa
Association of State Directors of Developmentalabiity Services. Below are comments on these
measures.

A. HEDIS

Alliance comments on HEDIS are directed toward SBE?sing frail elderly. HEDIS is not the most
appropriate tool for measuring SNP performancesining this group. HEDIS was developed for the
commercial workforce to help large employers mizienabsenteeism due to illness. Important
limitations of HEDIS are that the measures havebeen validated for frail older persons (e.g., &%)

the annual reporting cycle does not provide fotitamable” and timely quality improvement
interventions for populations whose health staarschange frequently. In addition, the measuresado
focus on a number of care components most relégdreil seniors with multiple chronic conditionsda
complex medical needs (e.g., continuity of careg ¢taansitions, geriatric syndromes, end-of-lifeeca
needs, comprehensive advance care planning, &nge CMS needs a starting point for performance
measurement while it is exploring more appropriaitg-term SNP measures, the Alliance recommends
that SNPs work with CMS to develop customized HEEHBorts. These reports would include a limited
set of uniform measures to be collected by all Satirba limited set of SNP-specific measures idieqitif
by plans that are relevant to the target populatemed. The Alliance medical directors recommibiad
the following uniform HEDIS measures for plans segvrail elderly:

* Annual monitoring for patients on persistent metices

» Drugs to be avoided in the elderly

* Flu shots for older adults

* Pneumonia vaccine

» Osteoporosis management in women who had a fracture
* Antidepressant medication management

Each plan also should identify 3-5 population-sfiecneasures relevant to the target SNP population.
For example, an institutional SNP might monitorgstge ulcers for patients that are wheelchair and/o
bed bound. A plan targeting beneficiaries withbet@s would likely monitor A1 hemoglobin levels.eW
believe that this combination of a limited set affarm SNP measures and population specific measure
would provide a useful starting point for SNP periance measurement.

B. Doctor Office Quality

Doctor Office Quality measures do not appear tosigdificantly to HEDIS measures.



C. NHPG/SNP-Alliance Recommendations

NHPG submitted recommendations regarding two tpb&NP performance measures on behalf of the
SNP Alliance Medical Directors in August 2005:

* Quality Domains and Indicators (Attachment A)
» Dashboard Indicators (discussed above in Sectigi

The Alliance has not made changes to Attachmeni\&. believe that this set of domains and indicators
represents a “good start” for identifying perforrnammeasures for all SNPs and that the next stagdho
be to review this document among a broader stakehglroup, including representatives from the 3 SNP
categories, CMS, NCQA and other relevant partiese Alliance did narrow the list of dashboard
indicators from 5 measures to 3: we recommenckcidtig utilization data on inpatient hospital beysl

for ambulatory care sensitive conditions, emerganoyn visits and long-term nursing home admissions.
We eliminated medical management and consumefaaten from the original list because these
measures are included in our quality domains aditators and the group did not have sufficient ttme
develop concrete measures for these two itemssiddard indicators. We recommend that both be
revisited by a broader stakeholder group.

D. ACOVE

ACOVE measures focus on clinical practice areasrtuire special attention for the geriatric
population. Alliance Medical Directors reviewed AEE's 22 topic areas that function much like the
Alliance’s “domains” and found a great deal of d¢ouity between the two; e.g., appropriate use of
medications, continuity and coordination of cargd-ef-life care, etc. The Alliance grouped more
clinical issues under single domains while ACOVEated more individual categories. We regard this a
a structural difference, not a material differera®the care issues are identified by both grosps a
important indicators of quality. For example, tléance has a domain called “population specific
medical conditions” that focuses on falls, incoatine, pain management, dementia and other corglition
specific to special needs beneficiaries whereas YE@sts a series of diseases and syndromes
individually.

The timeframe for CMS comments did not permit autftuful review the 200+ specific guidelines
comporting with the 22 topic areas. This reviewulddbetter be addressed by a broader work group of
CMS and stakeholder representatives. In the mtdhe Alliance suggests that CMS encourage plans t
work with their providers to incorporate ACOVE dtial guidelines into their clinical practice. Sinc
ACOVE, like HEDIS and other measures, is physi@aented, we also recommend that CMS consider
modifications to ACOVE measures that make the nmreasmore “plan friendly” for purposes of
evaluating plan performance.

E. Recommendationsfrom Dr. Susan Palsbo, George Mason Univer sity

There is a lot of consistency in the domains andsuees recommended by Palsbo and the measures
developed by the SNP Alliance even though Palslafaa Alliance organize the domains and indicators
a bit differently.One fundamental difference between Alliance angbitatecommendations relates to
measurement. Palsbo suggests extensive use ahgxistasures (which may not be the best measures
and the scope could represent a data burden) aralitance recommends limited targeting of existing
measures and the identification of new, more releaeasures.

1. Nationally-Used Preventive Care Measures: The Alliance recommends collecting a subset of
the preventive measures proposed by Palsbo:

* Annual comprehensive health assessment



* Annual depression screen
» Bone density, possibly for osteoporosis or otheddions
¢ Mammograms for women
* PAP test for women
» Antidepressant Medication management
* Cholesterol management after acute cardiovascuéate
* Immunizations for influenza and pneumoccoccal disea
» Dental Evaluation*

* Alliance recommendation

Community Integration Measures. Many of Palsbo’s proposed indicators are consistétht
Alliance recommended quality domains and indicatd#hile these data are extremely
important, data collection burden is significantl areeds to be taken into account. The
Wisconsin Partnership Program collects this datauh a face-to-face survey of consumers
(random sample) as well as a mail survey to pragidé@o reduce data burden while initiating
collection of important data, the Alliance idergdifive measures of particular interest form the
list, with priority for the first 3 measures:

* Program responsiveness

» Client-driven services and support
» Personal dignity

e Living status

* Quality of Relationships

Widely-used Quality M easuresfor Prevalent Secondary Conditions and Supplemental
Measuresfor People with Physical Disabilities: The group did not feel that measures for
prevalent secondary conditions or supplemental oreasadded significantly to what the

Alliance already is recommending in the area ofplation specific’ medical conditions; e.qg.,
geriatric syndromes, mental health issues and athraditions unique to special needs beneficiary
categories.

Cost and Utilization M easures. Some of the cost and utilization measures sucloggital and
nursing home use and pharmacy/medication manageareiricluded in the Alliances
“dashboard indicators.” The group deferred toAlmnce’s benchmark measures.

Substance Abuse and Mental Health Services Measures. In general, Alliance medical
directors did not find the SAMSHA measures partciyl useful mental health measures as they
are underdeveloped and may be difficult to collddtey found the Palsbo recommendations to
be more appropriate for measuring mental illnesdityuand also identified a few additional
measures. Below are the mental iliness indicat@Alliance would recommend:

* Reduced use of psychiatric inpatient beds (SAMSHA);

* Increased access to services (SAMSHA) (Need tamete how to measure; plans could
track providers to determine how many are providiagyices and follow trend data for
specific services over time);

» Inpatient hospitalization and rehospitalization (HE- Palsbo);

* Readmissions within 7 and 30 days (HEDIS- Palsbo);

» Appropriate use of psychiatric medications, inchgdcompliance, especially for those with
behavioral problems (Alliance);

» Sentinel health events (JAHCO- Palsbo);

» Ability to identify mental health care team/teammieer (Alliance).



6. National Association of State Directors of Developmental Disability Services|Indicators: The
Alliance Medical Directors do not have the expeceiase in this area to render an “expert
opinion” on these measures.



Attachment B

Proposed Domains and Quality Indicatorsfor Special Needs Plans

“The goal of medical care for the elderly has pregsed beyond survival to maximizing quality of
life, yet little attention has been paid to the r@equality of medical care that older people rece
In fact, existing measures of quality or healthtsteare often inappropriate for the elderly.”

Rand Health

The Medicare Modernization Act of 2003 establisMmtlicare Advantage Special Needs Plans
(SNPs) to serve high-risk beneficiaries includingse who are permanently institutionalized, dually
eligible for Medicare and Medicaid and those witlvere or disabling chronic conditions. The quality
domains listed below were identified by the Natiohlliance of Specialty Healthcare Programs

(SNP Alliance) through a consensus process bas#teaaxperience of medical directors of plans
specializing in programs for frail elders and aglwlith disabilities. Each domain includes a brief

goal statement and recommended quality indicatdeted to the goals. These measures are intended
as a framework for performance measurement thag mopropriately reflects the health care needs
of vulnerable, high-risk beneficiaries with mulgpthronic conditions and complex medical

problems.

1. End of lifecare: To enhance comfort and improve the quality ofretividual’s life during the
last phase of life.

Preliminary Quality | ndicators:

» Comprehensive advanced care planning is carriedwith evidence that:
v'advance directives have been reviewed and signed;
v/ conditions, trajectory of diseases and treatmgatioms have been discussed;
v/ treatment and care plans are modified as conditevdve or circumstances

change.
» Palliative care is provided in setting of choice.
» A comprehensive palliative care plan is develofed includes, but is not limited to, pain
management, symptom control and access to apptesigportive services.

2. Continuity of care: To ensure coherent, consistent and connecteelctiol performance among
patients and family caregivers and primary, acuatelang-term care providers in addressing the
needs and interests of individuals as their comatitievolve over time and across care settings.

Preliminary Quality I ndicators:

* An identified individual health professional or teanember with primary responsibility for
care management/care coordination across settings.

» Demonstrated evidence of interdisciplinary caremsaand collaboration.

» Individual care plan shared by all care providensyolved in the patient’s care.

» The ability of the beneficiary or his/her familyregiver to identify and name their primary
care manager, or contact, and know how to accemsith

3. Safeand effective caretransitions: To ensure that people move safely and easily fsomplace
to another, from one level of care to another, @nfilbm one health care practitioner to another.

Preliminary Quality I ndicators:

10



A member of the health care team sees or commaesigath the patient or informal
caregiver within 72 hours of discharge to a newecaetting.

» Areview of patient medications will be conductétthiw 24 hours of discharge.

» A member of the health care team facilitates conication between providers in a timely
manner to ensure safe and effective care transtion

» If amember is discharged from a hospital to home aas received a new prescription
medication or a change in medication before disgeathen the outpatient medical record
should acknowledge the medication change in a yimmgnner.

» If a member is transferred between emergency deqasntis, acute care facilities, and/or
long-term care facilities, or from one of theseitsd to another, then the medical record at
the receiving facility should include medical regsifrom the transferring facility or should
acknowledge transfer of such medical records.

Functional independence: To optimize the ability to perform self-care,fselaintenance and
physical activity, including addressing issues ishdility, impairment, and/or frailty.

Preliminary Quality I ndicators:

* Plans screen all members to identify risk of impaEnt in physical and cognitive functioning
and have triggers in place regarding the need famprehensive assessments.

» Health plans have policies for timing of assessmehphysical and cognitive functioning
which include appropriate triggers for reassesstnen

» Health plans have capacity to conduct home safetjuations in relation to physical
functioning and triggers for when such assessmetsippropriate.

* Health plans have a process for maximizing funeiamdependence.

Member choice and quality: to ensure consumer satisfaction as measuredrisuoter defined
goals.

Preliminary Quality I ndicators:

» To ensure that individual care plans include consuaefined goals, beneficiaries and/or
their caregivers participate in the developmenthair treatment goals and care plans.

* An annual assessment of member and caregiveragticsf is conducted.

M edication management; to optimize compliance and drug performance airdmize adverse
drug events, with particular regard for polypharmnessues.

Preliminary Quality | ndicators:

» Health plans conduct an initial assessment of oserunderuse, and inappropriate use of
medications, reassess medication management dtdeasally and have triggers for
conducting reassessments at other times, as apptepr

« Health plans have a system in place to track ardtegbs medication errors.

» Health plans have a process for identifying andradding non-compliance with
medications.

» Principal care team, all physicians’ outpatient cgds and hospital medical records should
have current record of all patient medication.

* Health plans have a process for monitoring adveirssy events and the effects of
polypharmacy.
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7. Population Specific Medical Conditions: to effectively manage falls, incontinence,
dementia/delirium, incontinence, pain, pressurerslcosteoporosis, and other syndromes unique
to special needs beneficiaries.

Preliminary Quality I ndicators:

» Health plans have a process for:

v monitoring and identifying population-specific mealiconditions for high-risk
populations, with a focus on disease and disahiligvention;

v/ assessing and stratifying risk levels and develppippropriate interventions for
disease and condition management relative to riskem patient education to
aggressive treatment plans; and

v evaluating outcomes of high-risk screening and sssent and treatment protocol
and employing continuous quality improvement apphes to further enhance
outcomes.

» All persons 75 or older and those at risk of falt®uld have documentation that they were
asked at least annually about the occurrence ¢ tadd treated for related risks, as
appropriate (ACOVE).

» All females age 75 and older and those at risksté@porosis should be counseled about
osteoporosis risk and pharmacologic preventioreast once.

* “Health plans should develop and/or implement pagioh-specific preventive and treatment
guidelines”

8. Management of multiple and/or co-morbid conditions:_to develop a multidimensional,
integrated approach to medical and health care gemnent, including special tools and the
integration and adaptation of disease-specificgluids, to address the interactive effects of
multiple chronic conditions and associated heathted challenges of serving people with
serious chronic conditions such as complex diabbigsertension, congestive heart failure,
asthma, chronic lung disease, chronic depressioon@ renal failure, spinal cord injury,
multiple sclerosis, fiboromyalgia, and cerebral pals

Preliminary Quality I ndicators:

» Health plans account for the presence of comoreaiglitluring the screening and assessment
processes.

» Health plans adapt evidence-based guidelines astifgractices for individual diseases in
relation age, comorbid conditions, functional liatibns, member goals and preferences and
other variables affecting special needs benefiesrability and/or willingness to respond to
traditional clinical protocols and approaches.

» Health plans develop individual care plans that@auat for comorbid conditions and other
factors that affect traditional treatment approashe

9. Mental illness/behavioral: to optimize a person’s health and well beinghwécognition of
chronic depression, Alzheimer’s disease, schizapaydODA and other mental illnesses as a
primary and/or as a co-morbid condition in addmegsither acute and/or chronic conditions.

Preliminary Quality I ndicators:

* Plans have a system in place to identify membeniskafor behavioral health issues and
have triggers in place regarding the need and tgrfior comprehensive assessments and re-
assessments

* Appropriate members of the health care team cosdactomprehensive assessment of a
member’s behavioral health issues and integratedirigs into the individual’s plan of care.

» Health plans develop and implement appropriate geots and programs for effective
behavioral health management and integrate heaitth lzehavioral interventions into
beneficiary care plans.
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10. Family Caregiver Support: to recognize the critical role of family caregrgeas part of the care
team, integrate their support into member care plag and provide support and education that
enhances their effectiveness as part of the cam.t€Added to the prior list of indicators.)

Preliminary Quality I ndicators
» Health plans have a process for:

v
v

v
v

HIPAA-compliant routine communication with familycainformal caregivers;
including them in the care planning process, cdasiswith patient capabilities and
preferences;

assessing the needs of the family/ informal casrgand

providing family/informal caregivers the type ofedtion, training and support they
need to be an effective part of the informal careg team.

* Members of the health care team spend adequatenithgatients, treat them with respect
and explain information to members and their infakicaregivers in a manner that is
understandable to them.
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