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WELCOME

Carolina Medical Homes, LLC is a Medical Homes Network contracted with the South Carolina
Department of Healttand Human Services to serviéledicaid beneficiaries. We are pleased

that you have joined our network, which represents some of the finest healthcare providers

in the state.

Our Company has the expertise to assist you in working yerin Medicaid membes to

improve their health status and quality of lifié will be a collaborative effort to look for
opportunities to promote healthy lifestyles through preventative healthcare and educational
guidance.

If you are interested in participating in any of ayuality improvement committees or

learning more about specific policies, please do not hesitate to contact us! Most committee
meetings are prescheduled at times and locations intended to be convenient to you. Please
call our offices at 80033-1108for more information.

Together we can provide quality healthcare, efficiently and cost effectively for our members
and your patients.
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Introduction

Carolina Medical Homes is a new and innovative Care Coordination Service Organization
formed in October 2010. Our management team is comprised of experienced and
knowledgeable South Carolina health care leaders. You will find our model to be provider
oriented and patient centered with a goal of helping you provide exceptional care to the
Medicaid membership assigned to your practice. We are committed to assisting you in
providing that quality healthcare. Together we can provide the right care at the right time.

Our Mission
Carolina Medical Homes® mission is to:

1 Promote continuity of care through the Medical Homes model

1 To be Patient Centered: help with education, navigation and care management
programs

9 To use our resources- data and staff- to help our Primary Care Physicians care for
their patients

Our Strategy
Our Strategy is to:

1 Improve access to preventative primary care services by ensuring the selection of a
Primary Care Provider (PCP) who will serve as provider, care manager and
coordinator for all basic medical services

1 Improve the health status and outcomes of the members

1 Educate members about their benefits, responsibilities and appropriate use of
healthcare services

1 Encourage stable, long-term relationships between providers and members

Discourage medically inappropriate use of specialists and emergency rooms

1 Encourage a customer service orientation with regular measurement of member and
provider satisfaction

=

Quick Reference Information

Carolina Medical Homes Toll Free #: 1 800 733-1108
Member Services: 1 800 733-1108 Prompt 1
Provider Services: 1 800 733-1108 Prompt 2




Care Coordination: 1 800 733-1108 Prompt 3

24/7 Nurse Help Line 1 800 733-1108 Prompt 4

Our Office and Mailing address is: 250 Berryhill Rd, Suite 202

Columbia, SC 29210

South Carolina DHHS Beneficiary Services: 1 888 549-0820
South Carolina Healthy Connection Choices: 1 877 552-4642
South Carolina Fraud Hot Line: 1 888 364-3224

You may access our Website at www.carolinamedicalhomes.com

Our website provides general information that is helpful to the provider office such as forms,
provider newsletters, and clinical practice guidelines. We will be adding additional tools to
assist your practice soon so be sure to continue to check for updates on our website!

Requirements for Primary Care Providers

General Requirements (According to DHHS Guidelines for a Medical Homes Network)

All network providers/practices must meet the following requirements:

1.

The practice must be willing to accept new Medicaid patients not to exceed the
practicebs established capacity.

The practice must provide primary care and patient care coordination services to each
member.

The practice must provide or arrange for Primary Care coverage for services,
consultation or referral, and treatment for emergency medical conditions, twenty-four
(24) hours per day, and seven (7) days per week.

The practice must provide preventive services as defined by the network.
The practice must offer general patient education services to all members and

potential members as well as disease management services to members for whom
the services are appropriate.
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6. Primary Care Physicians must establish and maintain hospital admitting privileges or
enter into an arrangement with another physician or group practice for the
management of inpatient hospital admissionsof Car ol i na Me driemmbers. Ho me s

7. The practice must assist the member by providing systematic, coordinated care and
will be responsible for all referrals for additional medically necessary care to other
health care providers.

8. The practice must follow the recommended Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT) screening schedules, as required by the Centers for
Medicare and Medicaid Services (CMS).

9. The practice shall utilize the following standards for Appointment Availability:
Emergency care i immediately upon presentation or notification;

Urgent care i within 48 hours of presentation or naotification;

Routine sick care 7 within 3 days of presentation or notification;

Routine well care 1 within 45 days of presentation or notification (15 days if
pregnant).
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10. The practice shall utilize the following standards for office visit times:
1 Walk-ins i within two hours or schedule an appointment within the standards
of appointment availability listed above;
9 Scheduled appointment i within 45 minutes;

9 Life-threatening emergency i must be managed immediately.
11. The practice must be willing to accept new Medicaid patients not to exceed the

established capacity.

1 The PCP to member ratio does not exceed one (FTE) PCP per every
2500 members (Medicaid MHN program members and existing
commercial members).

1 Practice must provide preventive services as defined by CMH.

12. Providers shall not use discriminatory practices with regard to members such as

separate waiting rooms, separate appointment days or preference to private pay
patients.

Failure to meet these requirements could result in the imposition of sanctionshenRCP,

/' F NRPtAYlF aSRAOFf 12YSas |yRk2N 0KS bSig2N]

the Bill of Rights section.

24-Hour Coverage Requirement




Carolina Medical Homes requires Primary Care Physicians to provide access to medical
advice and care for enrolled members 24 hours per day, 7 days per week. There must be
prompt (within one hour) access to a qualified medical practitioner who is able to provide
medical advice, consultation, and authorization for service when appropriate. PCPs must
have at least one telephone line that is answered by office staff during regular office hours.

PCPs must provide members with an after-hours telephone number. The after-hours
telephone number must connect the member to:

1 An answering service that promptly contacts the PCP or the PCP-authorized
medical practitioner; or

1 A recording that directs the caller to another number to reach the PCP or the
PCP-authorized medical practitioner; or

1 A system that automatically transfers the call to a telephone line that is
answered by a person who will promptly contact the PCP or the PCP-authorized
medical practitioner; or

1 A call center system; or

T The PCP6s home telephone number, i f

A hospital may be used for the 24-hour telephone coverage requirement under the following
conditions:

1 The 24-hour access line is not answered by the emergency department staff.
1 The PCP establishes a communication and reporting system with the hospital.
1 The PCP reviews results of all hospital-authorized services.

An office telephone line that is not answered after hours or answered with a recorded
message instructing members to call back during office hours or to go to the emergency
department for care is not acceptable. Additionally, it is not acceptable to refer members to a
telephone number if there is no system in place, as outlined above, to respond to calls. PCPs
are encouraged to refer patients with after-hours urgent medical problems to an urgent care
center rather than the emergency room, provided there is one accessible to the members.

Standards of Appointment Availability

PCPs must conform to the following standards for appointment availability:

Emergency care i immediately upon presentation or notification

Urgent care i within 48 hours of presentation or notification

Routine sick care i within 3 days of presentation or notification

Routine well care 7 within 45 days of presentation or notification (15 days if
pregnant)

= =4 =4 =4

Standards for Office Wait Times

PCPs must conform to the following standards for office wait times:
9
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1 Walk-ins T within two hours or schedule an appointment within the standards of
appointment availability listed above

Scheduled appointment T within 45 minutes

Life-threatening emergency i must be managed immediately

= =4

Hospital Admitting Privileges Requirement

Car ol i na Me dHCPsantust estalblishsaridd maintain hospital admitting privileges or
enter into a formal arrangement with another physician or group practice for the management
of inpatient hospital admissions of members. This requirement must be met prior to the PCP
providing medical services to members. A voluntary written agreement between the PCP and
a physician or group who agrees to admit members for the PCP fulfills this requirement for
participation. By signing such an agreement, the physician/group agrees to accept
responsibility for admitting and coordinating medical care for the member throughout the
me mber 6s i np ahlisiagreementsmust e completed by both parties. Carolina
Medical Homes will keep the original of this document on file. A sample admission
agreement is included in the manual in the attachments.

The following arrangement is acceptable:

1 A physician, a group practice, a hospital group, a physician call group (not

necessarily a Carolina Medical Homatts 6 ©pr

Carolina Medicaid program, and has
1 Admitting privileges or formal arrangements at a hospital that is within 30 miles

ord5mi nut estdbi nder i fvreom t he PCPO6s of fice.

meets this geographic criteria, the closest hospital to the PCP practice is
acceptable.

Hospital admitting agreements with unassigned call doctors are unacceptable.

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

PCPs are required to provide EPSDT screening to Medicaid-eligible children under the age of
21. The EPSDT standards are:

1. To provide EARLY health assessments of the child who is Medicaid eligible so that
potential diseases can be prevented.

2. TOPERIODICALLYassess the childés health for

3. To SCREEN the child through simple tests and procedures for conditions needing
closer medical attention.

4. To DIAGNOSE the nature and cause of conditions requiring attention, by synthesizing
finds of the health history and physical examination.

5. To TREAT abnormalities detected in their preliminary stages or make the appropriate
referral whenever necessary.

10
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The components of the required screening services are listed in the South Carolina
Department of Health and Human Services (SCDHHS) Physicians provider manual.

The most current Recommended Childhood Immunization Schedule and EPSDT Screening
Age Guidelines are available through the Centers for Disease Control and Prevention
(www.cdc.gov) as well as on Pages 32-35 of this Provider Manual.

Adult Preventive Health Assessments

PCPs are expected to provide all of the components of an initial preventive health
assessment and periodic assessments to adult members age 21 and over. Adult physical
examination guidelines are found in the SCDHHS Physicians provider manual.

Women, Infants, and Children (WIC) Program Referrals

Federal law mandates coordination between Medicaid Managed Care programs and the WIC
program. PCPs are required to refer potentially eligible members to the WIC program.
Sample copies of the WIC Referral Form and, the Medical Record Release form are available
in the attachments.

For more information, contact the local WIC agency at the county health department.

Transfer of Medical Records

PCPs must transfer the member s medical record
of the PCP and as authorized by the member within 20 days of the date of the request.

Medical Records Guidelines

Medical records should reflect the quality of care received by the patient/member. In order to
promote quality and continuity of care, the following guidelines are given as the standards for
medical record keeping. These guidelines are intended for PCPs.

It is expected that the medical record should include the following for the benefit of the patient
and the physician:

1. Each page, or electronic file in the record, cont ai ns t he patientbs
Medicaid identification number.

2. All entries are dated.

3. All entries are identified as to the author.

11
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4. The record is legible to someone other than the writer, including the author.

5. Medication allergies and adverse reactions are prominently noted and easily
identifiable as well as the absence of allergies.

6. Personal and biographical data is recorded and includes age, sex, address, employer,
home and work telephone numbers, and marital status.

7. Past medical history is easily identified including serious accidents, operations, and
illnesses. For children, past medical history includes prenatal care and birth.

8. There is a completed immunization record. For pediatric patients (ages 12 and under)
there is a complete record with dates of immunization administration.

9. Diagnostic information, medication, medical conditions, significant illnesses, and
health maintenance concerns are recorded in the medical record.

10. Notation concerning smoking, alcohol, and other substance abuse is present.

11. Notes from consultations are in the record. Consultation, lab, and X-ray reports filed

in the <chart have the ordering providerds

review. Consultation and significantly abnormal lab and imaging results have an
explicit notation in the record of the follow-up plans.

12. Emergency care is documented in the record.

13. Discharge summaries are included as part of the medical record for all hospital
admissions that occur while the patient is enrolled with Carolina Medical Homes.

14. Documentation of individual encounters that provide adequate evidence of
appropriate history, physical examination, diagnosis, diagnostic tests, therapies, and
other prescribed regimens, follow-up care, referrals and results thereof, and all other
aspects of patient care, including ancillary services

151 n accordance with section 5.1.11 of t
law, Medicaid Medical Home Network members and their representatives must be
given access to and can request copies of member medical records to the extent and
in the manner provided for by S.C. Code Ann. 844-115-10 et sed., (Supp. 2000, as
amended), subject to reasonable charges.

he

MEDICAL HOMES NETWORK REFERRALS AND AUTHORIZATIONS

Referral authorization is the responsibility of the PCP. CMH will provide each practice with
a predetermined 6 digit number that will allow tracking by practice and month of service.
The practice will receive this information for the calendar year. CMH has a referral form
(attached) that all practices will be encouraged to use.

1 In some cases, the PCP may choose to authorize a referral retroactively.
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1 Some referrals do not require authorization (see the list of exempt services).

1 All referral authorizations and consultations, including referrals authorized
retroactively, are at the discretion of the PCP.

1 The process for referring a member to a specialist can be made by telephone
or in writing. The referral should include as a minimum the number of visits
being authorized and the extent of the diagnostic evaluation (see complete list
of referral data below)

Referral Data Requirements:

A Name of the member being referred

Member 6s Medicaid | D number

Date of Referral

Identity of the referring doctor (PCP)

Referring provider Medicaid ID and NPI

Identity of the doctor being referred to (Specialist)

Servicing provider Medicaid ID and NPI

Specialty Type

Condition or diagnosis of the patient for which referral is sought

Type of Service being requested

Time frame and number of visits authorized

Clinical notes or other pertinent information as applicable

Referral or Authorization identifying number

I >0 I I D D D D D

1 If the PCP authorizes multiple visits for a course of treatment specific to the
diagnosis, the specialist does not need to obtain additional authorizations for
each treatment visit. The same authorization referral number may be used for
each treatment visit.

T It is the PCPO0s responsibility to provi
treatment not identified in the scope of the original referral or to authorize
additional referrals.
1 If the specialist receives authorization to evaluate and/or treat a member and
then needs to refer the member to a second specialist for the same diagnosis,
t he member 6s PCP mu sfarral buthoricatom.t act ed f or r
(Note: This responsibility is described in detail both in the PCP contract and
the provider policy and procedure manual.)
1. On a monthly basis each PCP office will receive an administrative worksheet that
provides a space for the physician or his office staff to complete the following information
regarding a patient referral. The referral

implemented that allows for some basic audits of PCP and specialty use of current and
appropriate referral numbers. CMH will audit referral for medical necessity, duplications,
or referrals that in any way violate medical or medical homes policy or procedure.

Referral authorization is not required for services provided in a hospital emergency
department or for an admission to a hospital through the emergency department.
However, the physician component for inpatient services does require referral
authorization. The hospital should contact the PCP for authorization within 48 hours of
t he member ons Spedalist refarrial® for follow-up care after discharge from a

13
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hospital also require PCP authorization.

Please Note: In addition to MHN authorization, prior approval (PA) may be required
by SCDHHS to verify medical necessity before rendering some services. PA is for
medical approval only. Obtaining referral authorization does not guarantee payment
or ensure beneficiary eligibility on the date of service.

3. Cl ai
number.

ms submitted for rei mbur sement mu st

4. Referrals for the following services must be authorized by the PCP:

1

Inpatient hospital' services except newborn DRGs, Residential Treatment
Facilities and Institutions for Mental Disease;
Outpatient hospital services except lab and x-ray?;

All other physician services except family planning services and services
performed by an obstetrician and/or gynecologist; Podiatry and Chiropractic;

All services provided by Nurse Practitioners and Nurse Midwives except family
planning services;

Services provided by DHEC Clinics except family planning and communicable
diseases related services

Services provided by Ambulatory Surgical Centers (except family planning
services);

Services provided by FQHCs and RHCs except family planning services
(unl ess the FQHC/ RHC is the member 6s

Home Health; and,

Durable Medical Equipment.

'FQHCs/RHCs that provide inpatient hospital services under a separate
provider number (not the FQHC/RHC number) must enter a preauthorization
number on the claim form or the claim will reject.

’FQHCs/RHCs that provide lab and x-ray services under a separate provider

number (not the FQHC/RHC number) must enter a preauthorization number
on the claim form or the claim will reject.

5. Referrals for a Second Opinion - When surgery is being recommended, if a second
opinion is requested by the member the PCP is required to make the referral.

14
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6. Referral Documentation

)l
T

1

1

Al | referrals must be documented in the
It is the responsibility of the PCP office to ensure that each referral is
appropriately recorded in the patientoés

CMH will obtain a monthly claims listing for all claims that were not paid by
DHHS due to no PCP referral. CMH will use this data to audit PCP
compliance and specialist compliance with policy and procedure.

The PCP will be responsible for reviewing the referral data validity, accuracy
and report inappropriate/unauthorized referrals to CMH. CMH will review all
data and provide appropriate education and or training to members, providers
and specialists if necessary.

On a monthly basis, CMH will investigate inappropriate/unauthorized referrals
and notify SCDHHS should Medicaid Fraud or Abuse be suspected.

7. Services exempt from the referral requirement
Members may obtain the following services from Medicaid providers without first
obtaining referral authorization from their PCPs:

=A =4 =4 A
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Ambulance

Dentistry, Periodontics, Oral Surgery (Dental only)

Dialysis/End Stage Renal Disease Services

Emergency Room Services billed by the Hospital or EMTALA services billed
by a hospital-based Urgent Care Clinic

Family Planning Services

Home and Community Based Waivers

Independent Lab and X-ray*

Medical Transportation

Nursing Home

Obstetrics and Gynecology

Optician

Optometry

Pharmacy

Medicaid services provided by state agencies, including: Department of Mental
Health, Continuum of Care, Department of Alcohol and Other Drug Abuse
Services, Department of Disabilities and Special Needs, Department of
Juvenile Justice, Department of Social Services.

Speech and Hearing Clinic services

Developmental Evaluation Center services

BabyNet services

Chil drends Rehabilitative services
Sickle Cell Anemia services

Early Intervention services

*1 FQHCs/RHCs that provide lab and x-ray services under a separate provider
number (not the FQHC/RHC number), must enter a preauthorization number
on the claim form or the claim will reject.

15




8 Some services still require a prescription
appropriate Medicaid Provider Manual for more detailed information and/or requirements or
contact the SCDHHS Program Manager.

9. Some services may be sponsored by a state agency and require a referral from that
agencybs case manager. The state agency case
and the Network Care Coordinator to insure continuity of care. These services include, but

are not limited to, the following:

9 Audiology

1 High/Moderate Management Group Home services
9 Occupational Therapy

9 Physical Therapy

9 Psychology

9 Speech Therapy

1 Therapeutic Foster Care

Coordination of care is an essential component of Carolina Medical Homes. PCPs are
contractually required to either provide medically necessary services or authorize a referral to
another provider to evaluate and/or treat the member. If a member has failed to establish a
medical record with the PCP, then Carolina Medical Homes, in conjunction with the PCP, will
arrange for authorization on any existing referral (s). Referral authorization is the
responsibility of the PCP/CSO, not SCDHHS. The Network, at its discretion, may centralize
the referral authorization process for the convenience of the member practices. All referral
authorizations and consultations, including referrals authorized retroactively, are at the
discretion of the PCP.

GRIEVANCE AND APPEALS

1. Policies and Procedures addressing the Grievance and Appeal process are
distributed to all CMH members as a part of their Member Handbook. Members also receive
education on this process during Initial Orientation phone calls made to new membership.
The member is advised of where to call or where to send a letter to file a grievance, of their
right to file and of decision timeframes. Grievance and appeal Forms are also made available
to members and are provided upon member's request (See Attachment). Members are
advised that the following people have the authority to file a grievance: (a) the member (b)
member's authorized representative or (c) provider acting on behalf of the member.

2. Members are advised that they may call Carolina Medical Homes to discuss their
complaint, that they may call The Medicaid Resource Center at 888-549-0820 and speak to
an MHN Program manager to take their complaint or that they may fill out the Complaint
Form located in the back of the Member Handbook (pages 9-10) and mail it to the address on
the form discussing their complaint. Members are also made aware that their name can
remain confidential or it can be shared with the provider. The CMH Provider Relations
Department will investigate the complaint and follow procedures to resolve with provider.

16
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3. As noted in the MHN Member Handbook, a member may also file a grievance if
Medicaid covered services have been reduced, have been denied, have been terminated,
have been suspended, or problems have not been taken care of properly. Members can
request a hearing with the Division of Appeals. The Grievance can be filed verbally or in
writing but the request for a hearing must be in writing and sent to:

Division of Appeals

South Carolina Department of Health and Human Services
PO Box 8206

Columbia, SC 29202-8206

Members may call the Medicaid Resource Center at 888-549-0820 for assistance in this
process.

4, Members are informed that they must exhaust the CMH grievance process prior to
filing for a state fair hearing. CMH educates members on the state fair hearing process and
its procedures. CMH works to resolve complaints and issues through internal mechanisms
whenever possible.

5. CMH maintains a log/ record keeping system for all filed grievances and appeals (both
oral and written). The log indicates initial date of report of complaint to CMH, identification of
issue/grievance, Member name and CMH #, status of grievance, resolution given and any
needed corrective action. This log is tallied monthly, categorized and analyzed for patterns
as well as for potential Quality Improvement opportunities. Gathered information is
presented at quarterly Quality Management Committee meetings.

6. CMH reviews all grievances related to the delivery of medical care with its Medical
Director as part of the grievance resolution process.

7. Letters are sent to members filing a grievance within 10 calendar days of receipt to
advise of receipt and again within 30 days of receipt with a written decision. Copies of those
letters are maintained by the Quality Management Department in support of the Grievance
and Appeal Log. Members are advised that if they are still not satisfied with resolution, they
have the right to request a State Fair Hearing. The request for State Fair Hearing will be
included with the resolution letter. Member is advised of this option if services have been
denied, reduced or terminated.

8. CMH provides all information of the Grievance process to all contracted providers in
the Provider Manual as well as in Orientation materials presented to the provider.

CULTURAL COMPETENCY

Carolina Medical Homes ensures the cultural competency of its Primary Care Network. CMH
utilizes the Health Resources and Services Administration (HSRA) systematic approaches
and tools for assessing cultural competency. Cultural Competency is the integration of
congruent behaviors, attitudes, structures, policies and procedures that come together in a
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system, agency or among professionals to enable effective work in cross-cultural situations.
Cultural competency assists providers and members to:

=A =4 =4 -4 =4

Acknowledge the importance of culture and language
Embrace cultural strengths with people and communities
Assess cross-cultural relations

Understand cultural and linguistic differences

Strive to expand cultural knowledge

The Quality of the patient-provider interaction has a profound impact on the ability to
communicate symptoms to his/her provider and to adhere to recommended treatment. Some
of the reasons that justify a provider's need for cultural competency include but are not limited

to:

The perception that iliness and disease, and their causes , vary by culture

The diversity of belief systems related to health, healing and wellness are very
diverse.

The fact that culture influences help-seeking behaviors and attitudes toward
healthcare providers.

The fact that individual preferences affect traditional and non-traditional approaches to
healthcare.

The fact that the patients must overcome their personal biases within healthcare
system.

The fact that healthcare providers from culturally and linguistically diverse groups are
under-represented in the current service delivery system.

Cultural barriers between the provider and member can impact the patient - provider
relationship in many ways including but not limited to:

T

1
)l

The member's level of comfort with the practitioner and the member's fear of what
might be found upon examination.

The differences in understanding on the part of diverse consumers in the US
healthcare system.

A fear if rejection of personal health beliefs.

The member's expectation of the healthcare provider and of the treatment.

To be culturally competent, Carolina Medical Homes expects providers serving members
within this geographic location to demonstrate the following:

1

The ability to recognize the cultural factors (norms, values, communication patterns,
and world views) which shape personal and professional behavior.

The ability to modify one's own behavior style to respond to the needs of others, while
at the same time maintaining one's objectivity and identity.
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Interpreter/Translation Services

Carolina Medical Homes provides interpreter services if needed. We will also assist you with
those members with visual or hearing impairment.

Following are resources available to you and your practice:

9 Our 24/7 Nurse Help line provides medical advice in Spanish as well as
English. Other languages are available upon request.
CMH provides TDD/TTY access for those with hearing impairment.

=

I CMH provides language line services to assist our members and providers
communicate with each other when no other resource is available.

Providers should contact our Member Services Department at 1-800-773-1108 if the above
services are needed. We will assist in scheduling the service. Please be prepared to provide
date and time the service will be needed.

FRAUD AND ABUSE

Carolina Medical Homes works hard with you, our valued provider to detect, investigate,
prevent and report fraudulent acts. You are our first line of defense and we want to help you
identify some of the more common types of fraud and abuse:

Member Fraud:

1 Benefit Sharing >lmpersonation Fraud

1 Drug Trafficking >Misinformation
Forgery >3" Party Liability Fraud
9 Mlicit Drug seeking

Provider Fraud:

Billing for services not rendered

Billing for services not medically necessary
Double billing

9 Unbundling/Up coding

= =4 =4

Providers can help prevent fraud, waste and abuse by educating members about this and the
potential penalties levied. Also, spending time with patients and reviewing their records for
prescription administration will help minimize drug fraud and abuse.
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We believe that awareness and action are vital to keeping the state and federal programs
safe and effective. Please note that both Providers and members can report potential fraud
and abuse anonymously. To provide more detail for you, please see the state guidelines
below.

Excerpt from SCDHHS MHN P&P Guide 2010:

The following set of Policies and Procedures has been developed to govern the
disposition of fraud and abuse complaints along with the coordination of activities
between SCDHHS and MCOs/MHNSs. Their purpose is to establish policy for
coordination and referral of complaints made against healthcare providers providing
services under a managed care plan and beneficiaries enrolled in a managed care plan,
in accordance with 42 CFR 455.

The Division of Program Integrity and the Division of Care Management will work jointly
with the managed care plans and medical home networks providing services to the
South Carolina Medicaid populations in order to ensure that all complaints for fraud and
abuse are reviewed and investigated in a timely manner and that fraud referrals are
made when appropriate. SCDHHS receives complaints via three main mechanisms:
The fraud hotline toll free number, 1-888-364-3224, the fraud reporting fax line 803-255-
8224 or the Program Integrity Extranet portal address.

Coordination Involving DHHS Fraud Hotline Complaints:

A I'f the DHHS Fraud Hotline receives a compl ai
beneficiary/ memberoés eligibility for Medicaid,
three business days to the Division of Program Integrity.

A I'f DHHS Fraud Hotline receives a complaint a
member 6s wutilization of benefits, the complain
business days to the appropriate Plan, using the DHHS secure portal to share

information.

A I'f DHHS Fraud Hotline receives a complaint a
they are in a managed care network, the complaint is referred to Program

Integrity and Division of Care Management for preliminary screening for fraud

and abuse and/or referral to the appropriate Plan for action.

A The Division of Program Integrity will captu
against beneficiaries receiving services under a managed care plan.

Coordination for Fraud and Abuse Complaints Received by Managed Care

Organizations:

A 1f the MCO/ MHN receives a complaint about a
Medicaid, the complaint is referred to Program Integrity. The referral is made

within three business days using the DHHS secure portal to share

information.

A 1f the MCO/ MHN receives a complaint about a
benefits, the complaint is handled internally
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fraud and abuse / program integrity plan.

A 1f the MCO/ MHN receives a comprl aint

subcontractor in its network, the MCO/MHN will investigate in accordance
with its fraud and abuse/ program integrity plan.

Fraud and Abuse Referrals:

A 1f a complaint or the findings of
reason to believe that fraud or abuse of the Medicaid program has occurred,
the MCO/MHN must immediately (within one working day) report this
information to the Division of Program Integrity. Any suspicion or knowledge
of fraud and abuse would include, but not be limited to, the false or fraudulent
filings of claims and the acceptance or failure to return monies allowed or paid
on claims known to be fraudulent, on the part of members, employees,
providers, or subcontractor. The MCO/MHN should submit all relevant
information about the case, including its findings and the details of its
investigation.

A Upon suspicion of Medicaid fraud
enrolled in an MCO/MHN, the MCO/MHN will refer the complaint to the
Division of Program Integrity with all supporting evidence so the complaint
can be referred to the Medicaid Recipient Fraud Unit in the SC Attorney
General 6s Office. DHHS will/l refer t
Unit either during its monthly meeting or as soon as possible in urgent cases.
A Upon suspicion of Medicaid fraud
provide services to SC Medicaid beneficiaries, either as a participating or
non-participating provider in the MCO/MHN, the Division of Program Integrity
will refer the case to the Medicaid Fraud Control Unit in the SC Attorney
General 6s Of fice, either during its
urgent cases.

A Division of Care Management will
fraud and abuse reports received from the MCOs/MHNSs.

A For fraud cases against providers
DHHS, DHHS will inform the MCO/MHN and the Division of Care
Management when the case results in a criminal conviction, loss of benefits,
and/or exclusion from the Medicaid program.

Excluded Parties:
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Carolina Medical Homes, LLC ensures that the MHN as well as all contracted providers
check the Excluded Parties List on a monthly basis and as it adds any new staff to ensure
that it does not employ individuals who are debarred, suspended, or otherwise excluded from

participating in Federal procurement activities and/or have an employment, consulting or

a copy

me mber

other agreement with debarred individuals for the provision of items and services that are

significant to the MHN's contractual obligations
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1. The Division of Program Integrity will send copies of exclusion letters to the Division of
Care Management to share with Carolina Medical Homes. It will also share if an excluded
provider is reinstated by DHHS. These letters will contain exclusions based on fraud
convictions as well as loss of license, patient abuse and other reasons. CMH has established
a review process for these letters and will act immediately to address network status of
identified providers.

2. CMH has a specific check box on its Provider Application to address the need of all
providers to check the Excluded Parties List administered by the General Services
Administration. All providers that sign and attest to the items in the Application are validating
that they do conduct this monthly review.

3. CMH Provider Manual as well as other Provider Education material addresses the
need for checking of the Excluded Parties Listing and provides the website for providers to
utilize: http://www.oig.hhs.gov/fraud/exclusions.asp

4, The CMH Provider Agreement has language in it to support the requirement that CMH
provider must check the Excluded Parties listing monthly (Section 4.51 of CMH Provider
Agreement)

5. Should a participating Network Provider be found to be on the Excluded Parties Listing,
CMH will immediately issue a letter of termination with cause with information on action the
provider must take on how to be reinstated into the network. Copies of the letter are
maintained in the provider file as well as in the Quality Management Department with the
monthly log of Excluded Parties Monthly Review Report.

ELIGIBILITY AND ENROLLMENT

Member Eligibility Listings:

The PCP | receives a listing of his or her panel of assigned members monthly. The PCP
should verify that each CMH member receiving services in his or her office is on the
membership listing. If you do not receive your lists in a timely manner, please contact our

ProviderRel ati ons Department for assistance. For
eligibility, please call 1-800 733-1108.

Who is Eligible to Enter an MHN?

Enroliment in MHN is voluntary. All Medicaid eligible beneficiaries may enroll in the

program except those who:

A Are institutionalized or in a nursing home;
A Have | imited Medicaid benefits, such as Fami
A Are enrolled in another Medicaid managed car
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Enroliment should be restricted to beneficiaries who reside sufficiently near the delivery
site or PCP6s practice so that they may
available and affordable modes of transportation.

How Is Eligibility Determined

Individuals who meet financial and categorical requirements may qualify for Healthy
Connections Choices (Medicaid).

The South Carolina Department of Health and Human Services (SCDHHS) determines
eligibility for Medicaid. An individual applying for Medicaid as an SSI recipient must
apply at the local Social Security office. Generally, an individual who is approved for

SSI will automatically receive Medicaid. Applications for all other coverage groups may
be filed in person or by mail. Applications may be filed at out-stationed locations such
as the county health departments, federally qualified rural health centers, most hospitals
and the county Department of Social Services. Applications may be mailed to:

South Carolina Department of Health and Human Services
Division of Central Eligibility Processing
Post Office Box 100101
Columbia, South Carolina 29202-3101

Persons who are approved for Healthy Connections Choices (Medicaid) receive a
permanent, plastic Healthy Connections Choices (Medicaid) card. They are instructed
to take the card with them when they receive a medical service.

Enrollment Process

SCDHHS has instituted an enrollment process for Medicaid managed care called South
Carolina Healthy Connections Choices (SCHCC). It is currently operated under
contract with MAXIMUS Inc. Additional details on SCHCC may be found at

www.scchoices.com. Newly eligible Medicaid beneficiaries and beneficiaries going
through the yearly eligibility re-determination process who also meet the criteria for
Medicaid managed care participation will be informed of their various managed care
choices. Before being assigned to a plan by SCHCC, beneficiaries who are eligible for
plan assignment are given at least thirty (30) days to choose a plan or decide to remain
in the fee-for-service Medicaid program. Beneficiaries not eligible for plan assignment
may proactively enroll in a managed care plan (see Payment Categories chart below for
a listing of eligibility types and assignment status).

Since South Carolina operates a voluntary managed care system, current Medicaid
recipients may enroll at any time with a managed care option. Also, once a person has
joined or been assigned to a managed care plan, they have ninety (90) days in which
they may transfer to another plan or to fee-for-service Medicaid without cause. After the
90-day choice period has expired, members must remain in their health plan until their
one year anniversary date unless they have a special reason to make a change (see
disenroliment section for details).

Enrollment Period

23

reach

t




Medicaid MHN members shall be enrolled for a period of twelve (12) months contingent
upon their continued Medicaid eligibility. The member may request disenrollment once
without cause at any time during the 90
enrollment or re-enroliment with the MHN. After the end of this 90 day period, a

member shall remain in the MHN's plan unless the member:

A Submits an electronic, or al or written
care plans for cause which is subsequently approved by SCDHHS,

A The meaomhes ineligibke for Medicaid, and/or

A The member becomes ineligible for MHN
A member may request disenrollment from the MHN as follows:

A For cause, at any ti me.

A Without cause, at the following times:

9 During the 90 days following the members initial enroliment or reenroliment
with the MHN. This is the Member Choice Period.
9 At least once every 12 months thereafter.

All member initiated disenrollment requests must be made to South Carolina Healthy

days f
reque
enr ol |

Connections Choices (SCHCC),the SCDHHS 6 s Enr ol | ment Br oker .

A memberd6s request to disenroll must be
second month following the month in which the member filed the request. If not, the
request shall be considered approved.

A member may request disenrollment from the MHN for cause at any time. For cause
disenrollment requests must be submitted to SCHCC on the appropriate SCHCC form.
The following are considered cause for disenrollment by the member:

A The member moves out apf the MHN6s seryv
A The PCP does not, because of moral or
service the member seeks;

A The member needs related services (for
tubal ligation) to be performed at the same time; not all related services are

available within the networ k; and the me
determines that receiving the services separately would subject the

member to unnecessary risk; and

A Other reasons, including but not Il i mit
access to services, or lack of access to providers experienced in dealing

with the memberds health care needs.

Prior to approving the memberds disenr ol
to the MHN to explore the membethgnsTheMHNC e
will notify SCDHHS within 10 days of the result of their intervention. The final decision

on whether to allow the memberds disenro
decision has not been reached requeshtd disensoll x
shall be honored. The recipient shall be disenrolled from the first plan effective the last
day of the month (depending upon the cut-off cycle) and will be enrolled in the new plan
effective the first of the following month.
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Annually, SCDHHS will mail a re-enroliment offer to MHN members to determine if they
wish to continue to be enrolled with the MHN. Unless the member becomes ineligible
for the MHN or provides written notification that they no longer wish to be enrolled in the
MHN, the member will remain enrolled with the MHN.

Enroliment is limited to 2,500 Beneficiaries (Medicaid MHN members and existing
commercial members) per full-time physician, unless otherwise approved by the
SCDHHS.

Disenrollment

Disenrollments may be initiated by (1) the member, (2) SCDHHS or (3) the Contractor.
Member-initiated disenrollment is addressed above in the section entitled Enroliment
Period. The MHN may conduct an initial follow up for all voluntary disenrollees. These
members will be identified on the member listing file with a special indicator. The MHN
may contact the member upon receipt of the monthly member listing file. However,
follow up must be within the guidelines outlined in this guide.

A Medicaid MHN program member who becomes disenrolled due to loss of Medicaid
eligibility but regains Medicaid eligibility within sixty (60) calendar days will be
automatically enrolled in the MHNOG6s plan. Depend]
there may be a gap on téléMediihélighilitfysredaiidd coverag
after 60 calendar days, the reinstatement of Medicaid eligibility will prompt the SCDHHS

Enroliment Broker to mail an enroliment packet to the beneficiary. The beneficiary may

also initiate the re-enroliment process without an enrollment packet.

The SCDHHS will notify the MHN of the member's disenrollment due to the following

reasons:

_ Loss of Medicaid eligibility or loss of Medicaid MHN program eligibility;

_ Death of a Member;

_ Member 6s i nt ent raodolent Infosmatiomi ssi on of f

_ Becomes an inmate of a Public Institution (see Appendix A i Definition of Terms)

_ Member moves out of State;

_ Member becomes institutionalized in a Long Term Care Facility/Nursing Home for
more than thirty (30) days;

_ Loss of MHN's participation;

__ Enrollment in another MCO through third party coverage;

_ Enrollment in another Medicaid managed care plan.

The MHN shall immediately notify SCDHHS when it obtains knowledge of any Medicaid
MHN Program member whose enrollment shouldb e t er mi nated prior to SCDI
knowledge.

The MHN shall have the right to contact MHN members who have been disenrolled
when the reason for disenrollment is "ineligible for Medicaid". This means that Medicaid
eligibility has been terminated.

The MHN may request to disenroll a Medicaid MHN Program member based upon the
following reasons:

A MHN ceases participation in the Medicaid MHN| pi
Program member's service area;
A Member dies:;
A Member becomes an inamate of a Public Instituf
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A Member moves out of State or MHNG6s service a
A Member becomes Institutionalized in a Long T
for more than thirty (30) days;

A Medicaid MHN Program memberés behavior is di
uncooperative.

AMember fails to follow the rules of the managed care plan;

The MHNOG6s request for member disenroll ment mus
Carolina Healthy Connections Choices (SCHCC),
using the SCDHHS Plan Initiated Disenrollment Form in MHN Policy and Procedure

Guide. The request must state the detailed reason for disenroliment. SCHCC will log

this request and forward it to SCDHHS for review. SCDHHS will determine if the MHN

has shown good cause to disenroll the member and SCDHHS will give written

notification to the MHN and the member of its decision. The MHN and the member shall

have the right to appeal any adverse decision.

The MHN may not request disenrollment because of any adverse change in the

member's health status, or because of the enroll eebdbs utili za

diminished mental capacity, or uncooperative or disruptive behavior resulting from his or

her special needs (except when his or her continued enroliment in the Plan seriously

i mpai r s tabilay teefurnish deryiées to either this particular enrollee or other

enrollees.)

The same time frames that apply to enroliment shall be used for changes in enroliment

and disenroliment. If a member's request to be disenrolled or change plans is received

and processed by SCDHHS by the internal cutoff date for the month, the change will be

effective on the last day of the month. If the member's request is received after the

internal cutoff date, the effective date of the change will be no later than the last day of

the month following the month the disenroll men
di senrol |l ment is coationgeaernatt usp ¢rs eteh &inr ofi Il oneln t

‘ QUALITY IMPROVEMENT

Carolina Medical Homes (CMH) has developed Quality Improvement (Ql) and Case
Management (CM) programs that meet and exceed both state and federal standards. Those
standards include:

1 Provide the organization with an annual Quality Improvement (QI) Program
Description, Quality Improvement Work Plan, and Quality Improvement Annual
Evaluation

1 Coordinate the collection, analysis, and reporting of data used in monitoring and
evaluating care, including quality, utilization, and member service
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Identify opportunities to improve care and develop quality improvement intervention
Identify and address instances of substandard care including patient safety

Track the implementation and outcomes of quality improvement interventions
Evaluate its effectiveness of improving care and services

Oversee organizational compliance with regulatory and accreditation standards

= =4 =4 =8 =9

Scope/Methodology

The scope of the QI Program is integrated within clinical and non-clinical services provided
for CMH members. The program is designed to monitor, evaluate and continually improve the
care and services delivered by practitioners participating in the SC Healthy Connections
Choices program. The program encompasses services rendered in ambulatory, inpatient and
transitional settings. The QI Program will reflect the population served in terms of age groups,
disease categories and special risk status. The QI Program includes monitoring of practitioner
availability and accessibility; coordination and continuity of care; and other programs or
standards impacting health outcomes and quality of life. The methodology of the QI Program
and activities includes the elements of: identification, performance goals and benchmarks,
data sources, data collection, establishment of baseline measurements, trending, measuring,
analyzing, interventions, development and implementation.

Objectives and Goals

CMHG6s QI Program primary objective is to conti
to Members. Improvement in health status is measured through the use of Healthplan
Effectiveness Data Information Set (HEDIS®) information, internal quality studies, and health
outcomes data.
The primary goals of the CMH QI Program:
T Continuously meet CMHG6s regulatory requi
1 Ensure the delivery of high quality, appropriate, efficient, timely, and cost-
effective health care and services
1 Improve the overall quality of life of members through the continuous
enhancement of CMHOG s heal th management
congestive heart failure, coronary artery disease, chronic obstructive
pulmonary disease (COPD), diabetes, high-risk pregnancy and childhood
obesity

9 Ensure a safe continuum of care

1 Improve health promotion/disease prevention messages and programs for
members

1 Review performance against clinical practice guidelines

9 Address improvements in member satisfaction through collaboration with
network providers

1 Address improvements in practitioner satisfaction

1 Promote community wellness programs

Performance Indicators
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The performance indicators provide a structured framework in which to target and
concentrate organizational (clinical and service) efforts. CMH will maintain clinical and service
improvement projects/activities that relate to key indicators of quality. CMH will utilize data
that is statistically valid and reliable, and comparable over time. All performance indicator
outcomes are reported at the QIC and the Board, at least annually.

Clinical Indicators:
1 HEDIS® Measures
9 SC DHHS Contract Specific Measures
M Childhood Immunizations
T Well-Child Visits 1st 15 Months
Disease Management (DM) Initiatives/Programs:
1 Asthma
9 Diabetes
1 Congestive Heart Failure
1 Chronic Obstructive Pulmonary Disease (COPD)
Service Indicators:
1 Member Satisfaction Survey
9 Provider Satisfaction Survey
9 Provider Access and Appointment Availability Survey
1 Member Operations Call Abandonment
1 Member Operations Average Speed to Answer (Timeliness)

Care Coordination Program

Introduction

Care Coordination provides timely access to services, continuity of care, family support, and
advocacy. Physicians often have the skill for coordination but are difficult to access and have
minimal time available for Care Coordination activity/implementation and sometimes lack
cultural effectiveness. Proactive Care Coordination and care planning are fundamentally
essential for improved care quality, access to services and resources, health and function
and quality of life as well as improved systems of care. No medical home achieves optimal
comprehensive, coordinated and compassionate care without dedicated time and resources
to develop. Carolina Medical Homes (CMH) believes such an investment is favorable in terms
of cost and benefit for children and families, adults with chronic diseases, primary care
practices and their broader health care systems.

Medical Home Care Coordination i A Definition
CMH defines Care Coordination as primary care practices that provide team-based Care
Coordination, delivered from the centralizing resource of a primary care medical home with
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physician leadership and by experienced nurses, social workers, and/or comparable

professionals.

CMH assists primary care practices with Care Coordination by engaging in the following:
1 Facilitate the provision of comprehensive health promotion

Chronic condition care supported by Case and/or Disease Management

Ensure ongoing, proactive, planned care activities (care plan development);

Make effective use of specialists, and community based resources

Help improve, measure, monitor and sustain quality outcomes (clinical, satisfaction

and cost)

T
1
1
T

Care Coordination Goals
CarolinaMed i c a | Homesd goals for the Care Coor
1 The care coordination team consistently performs assessment, planning, facilitation,
and advocacy for CMH members throughout the continuum of care.
1 The care coordination team performs these activities while being consistent with
accreditation standards and standards of practice.
9 The care coordination team collaborates and communicates with the member and his
or her family, the physician, and other health care providers in the development and
impl ement ati on of a care plan that is d
improvement.

Utilization Management

Carolina Medical Homes has specific processes and reports available for utilization
management including referral management, drug utilization review as well as compliance
with clinical practice guidelines. The Care Coordination Team ensures appropriate
management, oversight and follow-up for members receiving medical services. Large
provider groups are assigned a Care Coordination Team member and a Provider Relations
Representative that assists the group in appropriately managing the health of their assigned
members. CMH supports provider efforts in conducting a team approach to the overall health
of the members.

Pharmacy Utilization

di natli

riven

CMHendeavors to monitor member 6 s be kblizatonandt o as s

under-utilization of prescribed medications. CMH receives pharmacy claim information from
SCDHHS on a monthly basis. CMHO6s quality
medication errors, adverse drug interactions and to improve medication compliance. On a
monthly basis, members who are deemed to be engaged in polypharmacy receive an
outreach call. In addition, providers who are writing the prescriptions are notified in writing.

Access to Care Coordination

All Carolina Medical Homes members are provided with access to Care Coordination via
telephone. Members are encouraged to contact the Care Coordination Team during normal
business hours. Access to a health care professional is provided after hours and on
weekends via the 24-hour Nurse Help Line. Members are provided with access to all needed
and appropriate services through their primary care provider and specialty providers as
referred. The Care Coordination Team assists members by facilitating and monitoring any

services to be rendered. The staff also discusses available community resources with the
member.
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Monitoring Activities

The Care Coordination Team makes follow up calls to members at regular intervals based
upon disease state and risk category. When a member misses his/her scheduled Care
Coordination call, two attempts are made to reach member. This is followed up with a letter to
the member as well as communication with the PCP.

24-Hour Nurse Help Line

Carolina Medical Homes has partnered with SironaHealth to supply a 24 hour Nurse Help
Line (NHL) to assist members during off hours. The help line is in addition to the expectation
that our contracted medical providers (the members' PCPs) are available to our members at
all times. The help line is staffed with both non clinical staff for administrative or benefit
guestions and clinical personnel who are knowledgeable and prepared with nationally-
recognized, evidence-based algorithms to provide members with medical information for self-
care as necessary. However, SironaHealth also has the authority to refer members to the
nearest emergency room as needed. SironaHealth logs all member calls and communicate
them back to the Care Coordination Team via weekly reports. The information regarding the
calls is be reviewed and addressed as necessary, based on the nature of each call. In turn,
PCPs are also notified of any follow up needs as a result of calls handled by SironaHealth.

Case Management

Members identified with complex issues, require extensive community resources, or
are in need of more intense interventions are referred to Case Management. Case
Management involves registered nurses working in conjunction with members and/or their
identified support system, PCPs, the interdisciplinary team, community-based, and facility
based professionals (i.e., pharmacists, nurse practitioners, holistic care providers, etc.) in
assisting members to achieve their health care goals. ldentified members with chronic,
complex or high risk health care needs are placed into Case Management. Primary care
providers are pivotal in assisting in the facilitation of the process.

Case Management is a key component within the spectrum of Care Coordination to
meet the current demands in the health care environment. Carolina Medical Homes (CMH)
has embraced the Standards of Practice for Case Management (2010) as published by the
Case Management Society of America. The Standards include, but are not limited to:

AAddr essi ng idudl, énclusieetofariedical,pslychesocial, behavioral, and spiritual
needs.

ACol |l aborating efforts that f aaramheneverpassib@o v i
Al ncreasing involvement of he

Al mproving outcomes by wutilizing adherence

processes to measure a member6s understandi
his/her willingness to change, and his/her support to maintain health behavior change.
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Disease Management

Car ol i na Me diseaad Mairhgemend Brograms are aimed at improving the
health outcomes for people with diseases with high prevalence in the Medicaid population.
These include Diabetes, CHF, C.0.P.D. and Asthma. Typically Disease Management
Programs are designed to proactively respond to a member's needs when conditions require
care for a defined period of time. The programs use a multi-faceted approach to achieve the
best possible therapeutic outcomes based on assessment of Member needs, ongoing care
monitoring, evaluation, and tailored Member and provider interventions. Our program is
member-centered, goal oriented, and culturally relevant.

The objectives of the Disease Management programs include:
1 Improve the care of patients with chronic disease through a proactive approach in the
clinical office setting.
9 Assist the physician office to establish a plan of care according to patient needs and
evidenced based guidelines.
1 Provide a system that stratifies the population for application of various interventions
by the practitioner practice.
1 Provide information that can be used by the offices to empower the patient to manage
their condition.
1 Enhance the patient and practitioner relationship as a partnership.
9 Provide current disease management information to the practice.
C MH ®sease Management Programs are a population-based approach to the clinical
and quality management of these chronic conditions. This approach identifies individuals
and through the use of disease-specific interventions, attempts to alter the course of the
disease. The Care Coordination Team works collaboratively with other clinicians and licensed
professionals to improve disease state outcomes and maximize individual Member
functioning. Members with complex issues or the need for more intense interventions are
referred to Case Management. Program components include mailed educational materials,
provider education on evidence-based clinical guidelines, telephonic Member education, and
Care Coordination. The clinical bases for our programs are national standards that are
described in detail in each of the specific Disease Management program descriptions.

The components of CMHOs Disease Management

1 General Educational Interventions - The goal of our general education campaign is to
ensure that Members and providers are aware of the existence of the CMH Disease
Management Programs and how to access them. CMH targets two audiences in its
general education campaigns: Members and providers. Through distribution of
disease-specific information, such as in member and provider newsletter articles and
special mailings, CMH attempts to raise awareness in Member and provider
populations. Along with notifying a Member with one of the targeted conditions and
the providers treating them about our programs, these materials also provide support
and encouragement for Members to speak with their health care providers about
enrollment in one of the programs. CMH informs providers about services offered to
Members with these conditions and how to use the Disease Management programs
through the Provider Manual, the CMH Web site, provider updates, and new provider
orientation. Educational materials are available in Spanish upon request.
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9 Identification of At-risk Members - CMH uses the following mechanisms to identify

Members who might benefit from a Disease Management program:

o Claims data

o Pharmacy data

0 HRA results and the Nurse Help Line

0 Referrals from Case Management

o Referrals from Members and provider
Claims-based data sources are analyzed on a monthly basis to identify individuals
newly diagnosed with a targeted condition. Referrals from Case Managers, providers
and self-referral from Members occur on an ongoing basis. All Members diagnosed
with a targeted condition are eligible.

Program Steps
All CMH members are made aware of the Disease Management Programs when they are
sent the Welcome Letter, Member Handbook and Benefit summary. A disease-specific
mailing follows the Welcome letter to those members identified as described above. It
includes:

1 Informational mailings about self-management of chronic disease,

1 How a Member identified is eligible for our program,

1 A description of services included in the program.

Preventive and Clinical Health Guidelines

CMH strives to improve health behaviors, reduce illness and improve quality of life for our
members through comprehensive programs. Educational materials are developed and
disseminated to our members and health education classes are coordinated and made
available to our members via community organizations and facilities.

Our Preventive and Clinical Health guidelines are based upon valid and reliable clinical
evidence formulated by nationally recognized professional organizations or government
institutions. These guidelines are available on our website as well as in the Provider Manual.
Please visit www.carolinamedicalhomes.com . These guidelines are used for both preventive
services as well as the management of chronic diseases.
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Recommended Immunization Schedule for Persons Aged 0 Through 6 Years—United States » 2010
For those who fall behind or start late, see the catch-up schedule

. 1 2 4 12 15 18 19-23 2-3 4-6
Vaccine ¥ Age > Birth : month : months ! months : months : months : months : months : months | years : years
Hepatitis B’ HepB HepB HepB
Rotavirus? RV RV i Range of
oo g recommendad
Diphtheria, Tetanus, Pertussis® DTaP : DTaP ;| DTaP ; .o’ DTaP DTaP | agesforall
t children except
Hasmophilus influienzae type b* Hib Hib Hib certain high-risk
- H roups
Pheumococcal® PCV | PCV PCV I o
Inactivated Poliovirus® 1PV 1PV PV 1PV -
g H d Range of
Influenza’ Influenza (Yearly) recommended
: 3 ages for certain
Measles, Mumps, Rubella® MMR see footnote® MMR hnggh—nsk groups
Varicella® Varicella see footnote’ Varicella
Hepatitis A " HepA (2 doses) { HepA Series
pR—— T s

This schedule includes recommendations in effect as of December 15, 2009. Any dose
not administered at the recommended age should be administered at a subsequent
visit, when indicated and feasible. The use of a combination vaccine generally is
preferred over separate injections of its equivalent component vaccines. Considerations
should include provider assessment, patient preference, and the potential for adverse

=

. Hepatitis B vaccine (HepB). (Minimum age: birth)

At birth:

+ Administer monovalent HepB to all newborns before hospital discharge.

+ If mother is hepatitis B surface antigen (HBsAg)-positive, administer HepB and
0.5 mL of hepatitis B immune globulin {HBIG) within 12 hours of birth.

= If mother's HBsAg status is unknown, administer HepB within 12 hours of birth.
Determine mother's HBsAg status as soon as possible and, if HBsAg-positive,
administer HBIG (no later than age 1 week).

After the birth dose:

+ The HepB series should be pleted with either lent HepB or a combina-
tion vaccine containing HepB. The second dose should be administered at age
1 or 2 menths. Monovalent HepB vaccine should be used for doses administered
before age 6 weeks. The final dose should be administered no earlier than age
24 weeks.

+ Infants born to HBsAg-positive mothers should be tested for HBsAg and antibody
to HBsAg 1 to 2 months after completion of at least 3 doses of the HepB series,
at age 9 through 18 months (generally at the next well-child visit).

= Administration of 4 doses of HepB to infants is permissible when a
vaccine containing HepB is administered after the birth dose. The fourth dose
should be administered no earlier than age 24 weeks.

. Rotavirus vaccine (RV). (Minimum age: 6 weeks)

+ Administer the first dose at age 6 through 14 weeks (maximum age: 14 weeks
6 days). Vaccination should not be initiated for infants aged 15 weeks 0 days
or older.

= The maximum age for the final dose in the series is 8 months 0 days

+ If Rotarix is administered at ages 2 and 4 months, a dose at 6 months is not
indicated.

3. Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP).

(Minimum age: 6 weeks)

+ The fourth dose may be administerad as early as age 12 months, provided at
least 6 months have elapsed since the third dose.

+ Administer the final dose in the series at age 4 through 6 years

Haemophilus influenzae type b conjugate vaccine (Hib).

(Minimum age: 6 weeks)

+ [f PRP-OMP (PedvaxHIB or Comvax [HepB-Hib]) is administered at ages 2 and

4 months, a dose at age 6 months is not indicated.

= TriHiBit (DTaP/Hib) and Hiberix (PRP-T) should not be used for doses at ages
2, 4, or 6 months for the primary series but can be used as the final dose in
children aged 12 months through 4 years. See MMWR 1997;46(No. RR-8).

. Pneumococcal vaccine. (Minimum age: 6 weeks for pneumococcal conjugate
vaccine [PCV]; 2 years for pneumococcal polysaccharide vaccine [PPSV])

+ PCV is recommended for all children aged younger than 5 years. Administer
1 dose of PCV fo all healthy children aged 24 through 58 months who are not
completely vaccinated for their age.

+ Administer PPSV 2 or more months after last dose of PCV to children aged 2 years
or older with certain underlying medical conditions, including a cochlear implant.

[

bl

@0

events. Providers should consult the relevant Advisory Committee on Immunization
Practices statement for detailed recommendations: hitp:/www.cdc.govivaccines/pubs/
acip-list.htm. Clinically significant adverse events that follow immunization should be
reported to the Vaccine Adverse Event Reporting System (VAERS) at http://www.
vaers.hhs.gov or by telephone, 800-822-7967.

6. Inactivated poliovirus vaccine (IPV) (Minimum age: 6 weeks)

+ The final dose in the series should be administered on or after the fourth birthday
and at least 6 months following the previous dose.

+ If 4 doses are administered prior to age 4 years a fifth dose should be administered
at age 4 through 6 years. See MMWR 2009;58(30):829-30.

7. Influenza vaccine (seasonal). (Minimum age: 6 months for frivalent inactivated
influenza vaccine [TIV]; 2 years for live, attenuated influenza vaccine [LAIV])

+ Administer annually to children aged 6 months through 18 years.

+ For healthy children aged 2 through 6 years (i.e., those who do not have underly-
ing medical conditions that predispose them to influenza complications), either
LAIV or TIV may be used, except LAIV should not be given to children aged
2 through 4 years who have had wheezing in the past 12 months.

* Children receiving TIV should receive 0.25 mL if aged 6 through 35 months or
0.5 mL if aged 3 years or older.

+ Administer 2 doses (separated by at least 4 weeks) to children aged younger than
9years who are receiving influenza vaccine for the first time or who were vaccinated
for the first time during the previous influenza season but only received 1 dose.

* For recommendations for use of influenza A (H1N1) 2009 monovalent vaccine
see MMWR 2003;58(No. RR-10

8. Measles, mumps, and rubella vaccine (MMR). (Minimum age: 12 months)

+ Administer the second dose routinely at age 4 through 6 years. However, the
second dose may be administered before age 4, provided at least 28 days have
elapsed since the first dose.

9. Varicella vaccine. (Minimum age: 12 months)

* Administer the second dose routinely at age 4 through 6 years. However, the
second dose may be administered before age 4, provided at least 3 months have
elapsed since the first dose.

+ For children aged 12 months through 12 years the minirmurn interval between
doses is 3 months. However, if the second dose was administered at least
28 days after the first dose, it can be accepted as valid.

10. Hepatitis A vaceine (HepA). (Minimum age: 12 months)

* Administer to all children aged 1 year (i.e., aged 12 through 23 months). Administer
2 doses at least 6 months apart.

« Children not fully vaccinated by age 2 years can be vaccinated at subsequent
visits

* HepA also is recommended for older children wha live in areas where vaccina-
tion programs target older children, who are at increased risk for infection, or for
whom immunity against hepatitis A is desired.

11. Meningococcal vaccine. (Minimum age: 2 years for meningococeal conjugate
vaccine [MCV4] and for meningococcal polysaccharide vaccine [MPSV4])

+ Administer MCV4 to children aged 2 through 10 years with persistent comple-
ment component deficiency, anatomic or functional asplenia, and certain other
conditions placing tham at high risk.

* Administer MCV4 to children previously vaccinated with MCV4 or MPSV4 afier
3 years if first dose administered at age 2 through 6 years. See MMWR 2009;
58:1042-3

The Recommended Immunization Schedules for Persons Aged 0 through 18 Years are approved by the Advisory Committee on Immunization Practices
(http:/fwww.cdec.govivaccines/recs/acip), the American Academy of Pediatrics (http://www.aap.org), and the American Academy of Family Physicians (http:/www.aafp.org)
Department of Health and Human Services » Centers for Disease Control and Prevention
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Recommended Immunization Schedule for Persons Aged 7 Through 18 Years—united States + 2010
For those who fall behind or start late, see the schedule below and the catch-up schedule

Vaccine ¥

Age >

Tetanus, Diphtheria, Perussis?

Varicalia™

anes for certain
high-résk grops:

This schedule includes recommendations in efiact as of Dacember 15, 2000. Any dosa
not administered at the recommended age should be administerad at a subsequant
visit, when indicated and feasible. The use of a combination vaccine ganerally is
prafarred over separate injections of its equivalent component vaccines. Considerations
should include provider assessment, patient preference, and the potential for adverse

1. Tetanus and diphtheria toxoids and acellular pertussis vaccine (Tdap).

(Minimum age: 10 years for Boostrix and 11 years for Adacal)

» Administer at age 11 or 12 years for those who hava completed the recommended
childhood DTP/DTaP vaccination series and have not received a tetanus and
diphtheria toxoid (Td) booster dosea.

+ Porsons aged 13 through 18 years who have not received Tdap should receiva

a dosa.
+ A 5-year intsrval from the last Td dose is encouraged when Tdap is used as a
booster dose; however, a shorter interval may be used if pertussis immunity is

eded.

ne .
2. Human papillomavirus vaccine (HPV). (Minimum age: 2 years)

» Two HPV vaccines are licensed: a quadsivalent vaccine (HPV4) for the prevention
of cervical, vaginal and vulvar cancers (in females) and genital warts (in flamales
and males), and a bivalent vaccine (HPV2) for the prevention of cervical cancers
in fomales.

» HPV vaccines are most effactive for both males and femalas when given bafora
exposure to HPY through sexual contact

+ HPV4 or HPV2 is recommended for the prevention of carvical precancers and
cancers in females.

+ HPV4 is recommendad for the prevention of cervical, vaginal and vulvar precan-
cars and cancers and genital warts in famales.

+ Administer the first dose to fomales at age 11 or 12 years.

« Administer the second dose 1 to 2 months after the first dose and the third dosa
& months afier the first dose (at least 24 weeks after the first dose).

+ Administer the series to females at age 13 through 18 years if not previously
vaccinated.

+ HPV4 may be administered in a 3-dose series to males aged 2 through 18 years
fo reduce their likelihocd of acquiring genital warts.

3. Mer conjugate i ICV4).

« Administer at age 11 or 12 years, or at age 13 through 18 years if not previously
vaccinated.

» Administer to praviously unvaccinated college freshmen living in a dormitory.

» Administer MCV4 o children aged 2 through 10 years with parsistent comple-
mant component deficiency, anatomic or functional asplenia, or certain othar
conditions placing them at high risk

+ Administar to children pravicusly vaccinated with MCV4 or MPSV4 who remain at
increased risk after 3 years (jf first dose administared at age 2 through & years) or
after 5 years (if first dose administered at age 7 years or older). Persons whose
only risk factor is living in cn-campus housing are not recommended o receive
an additional dose. See MMWR 2009;58:1042-3.

events. Providers should consult the relevant Advisory Committea on Immunization
Practices statamant for detailed recommendations: hitp:www.cdc.govivaccines/pubs/
acip-listhtm. Clinically significant advarsa avents that follow immunization should ba
reported to the Vaccine Adverse Event Reporting System (VAERS) at hitpe/iwaw.
vaers.hhs.gov or by telephone, 800-822-7967

4. Influenza vaccine (seasonal).
= Administer annually to children aged 6 months through 18 years.
= For healthy nonpregnant persons aged 7 through 18 years (i.e., those who
do not have underlying medical conditions that predispesa them to influenza
complications), either LAIV or TIV may be usad.
= Administer 2 doses (separated by at least 4 waeks) o children aged younger
than 9 years who are recsiving influenza vaccine for the first ime or who wars
vaccinatad for the first time during the previous influenza season but only received
1 dose.
= For recommendations for use of influenza A (H1N1) 2009 monovalent vaccine.
See MMWR 2009;58(Mo. RR-10)
5. Pneumococcal polysaccharide vaccine (PPSV).
= Administer to children with certain underying medical conditions, including a
cochlear implant. A single revaccination should be administered after 5 years
to children with functional or anatomic asplania or an immunocomMpromising
condition. Sea MMWR 1997;46({MNo. RR-8).
6. Hepatitiz A vaccine (HepA).
= Administer 2 doses at least 6 months apart.
= HepA is recommended for children older than 23 months of age who live in areas
‘where vaccination programs target oldar children or who are at increased risk
for infaction or for whom immunity against hepatitis A is desired.
7. Hepatitis B vaccine (HapB).
= Administer the 3-dose series to thosa not previously vaccinated.
= A 2-dose sanes (soparated by at least 4 months) of adult formulation Recombivax
HEB is licensed for children aged 11 through 15 years.
8. Inactivated poliovirus vaccine (IPV).
= The final dose in the series should be administered on or after the fourth birthday
and at least 6 months following the previous dosa.
= [f both OPV and IPV ware administered as part of a series, a total of 4 doses
should be administared, regardless of tha child's current age.
9. Measles, mumps, and rubella vaccine (MMR).
= |If not previously vaccinated, administer 2 doses or the second dose for thosa
‘who have raceivad only 1 dose, with at least 28 days between doses.
10. Varicella vacecine.
= For parsons aged 7 through 18 years without evidance of immunity (sae MMWR
2007;56[No. RR-4]), administer 2 doses if not previously vaccinated or the sacond
doss if only 1 dose has been administerad.
= For parsons aged 7 through 12 years, the minimum interval between doses is
3 months. However, if the second dose was administered at least 28 days after
the first dose, it can be accepted as valid.
- Furdgursons aged 13 years and older, the minimum interval between doses is
28 days.

The Recommendad Immunization Schedules for Persons Aged 0 through 18 Years are approved by the Advisory Commities on Immunization Practices
{hitp-/fwww.cdc_gowivaccinesfrecs/acip), the American Academy of Pediatrics (hitp-/www.aap.org), and the American Academy of Family Physicians (hitp:/'www.aafp.org).
Department of Health and Human Services » Cantars for Dissase Control and Prevention
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Catch-up Immunization Schedule for Persons Aged 4 Months Through 18 Years
Who Start Late or Who Are More Than 1 Month Behind—United States + 2010

The table below provides catch-up schedules and minimum intervals between doses for children whose vaccinations have been delayed. A vaccine
series does not need to be restarted, regardless of the time that has elapsed between doses. Use the section appropriate for the child’s age.

PERSONS AGED 4 MO HROUGH 6 YEARS

Vacci ini Interval Betwesn Dosss
Daose 1 to Dose 2 Dose 2 to Dose 3 Dose 3 to Dose 4 Dose 4 to Dose 5
- 8 weeks
Hepattis B Barth 4 weeks and st least 16 wesks afer fist dose]
Roteving & wks 4 weeks 4 weeks?
Diphthariz, Tetanus, Perusais” 6 whs 4 weeks 4 weeks 6 months 6 months?®
4 weeks 4 weeks!
iffirst dose administened at younger then age 12 months if cument sge is younger than 12 months 8 weeks (as final dose)
& weeks (as final doss) 8 weeks (as final doss)? This dose only necassary
. - i first dose administerad at age 1214 months if curment age is 12 months or ddar and first dosa for childran aged 12 monthe
Haemaphilus inflienzas type b* 6 whs Mo further s needad adminisiered at younger fhan age 12 months and through 59 months who
; L nd doss administenad at younger than 15 montha received 3 doses bafore
f fir=t dose administersd &1 age 15 months o oidsr =
Mo further doses neaded ape 12 martts
if previous dose adminisisred at ege 15 months or oldar
4 weeks 3 4 weeks
if first doss administered at younger than age 12 months i cumant age i= younger than 12 manthe Bnmzi}f:;::;]
8 weeka (as final dose for healthy children) 8 weeks for childran agad 12 months
B £ & whs if first dose edministerad &1 age 12 months or older (a2 final dose for healthy children) through 58 manths who
or current age 24 through 52 months f curment age is 12 months or older received 3 doses before
Mo further doses needsd No further doses nesded e
for healify children i first dose for heaabfry children # previous dose adminisered at age 3 doges &t a
=dministerad at age 24 manths or akdar 24 months or cidar o 2ge
Inactivated Poliovirus® & whs 4 wesks 4 weeks & months
Measles, Mumps, Aubella’ 12 mos 4 weeks
Varicala® 12 mos 3 months
Hepatiis AY 12 mos & months
PERSONS AGED 7 THROUGH EARS
§ ymeka & months
Tetanus, Diphdherial . if first dose administered &1 younger then age 12 monfhs | e
Tetanue, Diphfieria, Poriussis® 7 yra'l 4 weeks . he rfﬁstd::ﬂad’nn]ﬁztered &t
st dose avinstore a 12 months or cider | 7UP0SF e 202 12 months
Human Pepilomavins'! 9 yrE Routine dosing intervals are recommended™
Hepatitis &% 12 mos & months
- 8 weeks
Hepatiis 5 Eirth 4 wesks [and atleast 15 wasks sher first doss)
Inactivated Poliovinus? & wihs 4 weeks 4 weeks & months
Measles Mumps, Aubella? 12 mos 4 weeks
3 months
it person is younger fhan age 13 years
Varicala® 12 mos 2 woeh
i parson is eged 13 years or older

1. Hepatitis B vaccine (HepB).

* Adminizier the 3-doss series to those not previously veccinated.

+ A2-dose series (separeted by at least 4 months) of adult formulation Recombivax HB is licensad
fior children aged 11 through 15 years.

2. Rotavirus vaccine (AV).

+ The maximum age for the first dose is 14 weeks & days. Vaccination should not be insiated for
infants aged 15 weeks 0 days or older.

+ The maximum &ge for the final dose in the series is 8 months 0 days.

« I Rotarix was admingstered for the first and second doses, a third dose is not indicated.

3. Diphtheria and tetanus toxoids and acallular pertussis vaccine (DTaP).

+ The fith dos= is not necessary if the fourth dose was administered at age 4 years or older.
4. H philus i type b conjugate vaccine (Hib).

*+ Hibvaccine iz not generally recommendad for persons aged 5 years or older. No efiicacy dats are
available on which to bass & recommendation concarming use of Hib vaccine for older children and
adults. However, studies suggest good immunogenicity in persons who have sickle cell disease,
leukamia. or HIV infection, or who have had a splenactomy; edménistering 1 dose of Hib veccine
to these pensons who have not praviously received Hib vaccine i not contraindicated.

Ii the first 2 doses were PAP-OMP (PedvexHIB or Comvax), and administered at age 11 months
or younger, the third (and final) dese should be edminsterad at age 12 through 15 months and
at beast 8 weeks after the second doss.

+ If the first dose was edministered at age 7 through 11 months, administer the second dose &t

leeat 4 wesks later and a final dose at age 12 through 15 monthe.
5. Pneumococcal vaccine.

+ Adminizter 1 dose of pneumococcal conjugate vaccine (PCV) to all healthy children aged 24
through 59 months who heve not received at least 1 dose of PCV on or after age 12 months.

+ For children aged 24 through 53 months with undarlying medical conditions, administer 1 dose
of PCV if 3 doses wene recaived praviously or edminisier 2 doses of PCV &t least 8 weaks spart
if fewer then 3 doses were received previously.

+ Adminisier pneumococcal ide waccine (PPSV) to children aged 2 years or older with
certain underlying medical conditions, including & cochlear implant, at least 8 weeks after the
last dose of PCV.

8. Inactivated poliovirus vaccine (IPV).

+ The final dose in the senes should be administersd on or after the fourth birthday and at least 6

manths following the previous dose.

+ A fourth dose is not necessary if the thind dose was administersd at age 4 years or older and
at keast & months follewing the pravious dose.

I the first & months of Fe. minimum age and minimum intervals are only recommended i the
perzan is at risk for imminent exposure to circulating poliovirus (i.e., travel 1o a polic-endemic
region or during an outbreak).

7 Measles, mumps, and rubella veccine (MMR)L

+ Administer the second dose routinely at sge 4 through & years. However, the second dose may
be adminisienad before age 4, provided at beast 26 deys have elapsed since the first dose.

+ | not previously vaccinated, administer 2 dosss with at least 28 days between doses.

8. Varicella vaccine.

+ Administer the second dose routinely &t age 4 through 6 years. However, the second dose
may be adminstened before age 4, provided &t least 3 months heve elapead sinca the fist
dose.

+ For persons aged 12 months through 12 years, the minimwm interval between dosse is 3
months. Howsver, if the second dose was administersd at least 28 days after the first dose,
it can be accepted as valid.

» For persons eged 13 years and older, the minimum interval between doses is 28 days.

8. Hepatitis A vaccine (Hepd).

+ HepA is recommended for children older than 23 monthe who live in areas where vaccination
programs target older children, who are at increased risk for infection, or for whom smemunity
against hepatitis A is desirad,

10. Tetanus and diphtheria toxoids waceine (Td) and tetanus and diphtheria toxoids and
acellular periussis vaccine

+ Doses of OTeP are countad as part of the TdTdap series

* Tdap should be substituted for a single doee of Td in the catch-up saries or as a boostar for
«children aged 10 through 18 years; use Td for other doses.

11. Human papillomavirus vaccine (HPV).

= Administer the series 1o females at age 13 through 16 years if not previously vaccinated.

+ Uze recommended routing dosing intervale for saries catch-up (Le., the sacond and third
doses should be sdministered at 1 10 2 and & months after the first doss). The minimum
interval between the first and second doses is 4 weeks. The minimum interval between the
sacond and third dosse is 12 weeks, and the third dose should be adminstared &t keast 24
weeks after the first dose.

Information about reporting reactions after immunization is available online at hittpwww vasmshhe gov or by telephone, 800-822-7967 Suspected cases of vaccine-preventable disesses should be reported
o the state or lecal health department. Additional information, inchuding precautions and contraindications for immunization, is available from the Mational Center for immunization and Respiratory Diseases

at hiip:fwww cdc. govivaccines or telephone, 800-COC-INFO (800-232-4638).

Department of Health and Human Services « Canters for Disease Control and Pravention
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GARQLIA Routine Prenatal and Postpartum Care

The following guideling provides recommendations for routing prenatal and postnatal care,

Recommendation SO I Sl S mm
Wiecks | Weeks |Weeks (Weeks Weshs |Weeks |Weeks Weks (Weeks
After Dlivery
Social and medical history [updaf af each vid) LS S | S N O L,
hasessment (dental and nuirfional ealt physical and seal acivity, alohol and drug abuse; lobacko
852 [A]: comestic akuse; envrerment, genec nik feckors; medicationg, ransporation seatbeltuse [B:
infant car seat use [A]: hildirh eclcation; adequste socid supoort copn skl nanciglreeouez (0 (X (0 0 % 0 K P 0
knowledge of avalablz resouress; menta heatth espcialy deoression sareering abilty o camprebend
informaticn or eare prowided) (opdate of each visi)
Assess cufuralieligious befifs; aclivites of daily ing including vse of dursble medical equpment) X
Erdueation and caunsling (need for sasty st iimeser) and consient prenatal care; prevention of
wnintendd pregrancy; benits and meihads of breastizeding assesament andrefamds forongaing X it iy
parening edeation and eary chidhood care)
Educabon and counseiing on "safe slesp;" select primary care physician for newbom L S | S
General physical eiam X 1
Pl exam X X
Biood pressure [B], weight, BMI, fundal height, weeks qestation LS S | L S L S S L,
Routine urnalysis, cukure [A] X
Urine for glucese and abumin LS S L L T L L,
Fetal posifion, fetal heart fones S . S L | .
0 {Rh) type. blood type, anfibady sereen [A] X
Papsmear [A] {f not permed in past 12 months) X
HIY caunseing and festing [C) X X
fepeat 36 weeks i ovevius negafive test i arenata care o women wha have rever heen fesfed
§T0 screening (BC, clamydi, ORL (4] for hgh-risk paents (&.0, rew i mulipl seal parinees, X
istory of sevualy transmitted ciseases, nofusing condoms consisientyy o canecty) Resoesnmfhid (X %
rimester et confinged ik mestat]
Hepatis B [A] and ubella sereeing [B] X
Hemogobin and hematoct [B] (Evaluatz far hemogiohinapathy f apprapnate ) X X i
Matemal senm alpiha fetopraten or mulinle marker sersgning [B] X
(1620
ﬁ*};‘
Sereening for oesiafona diabetes™ (Test earer if previows history of pestational aiaetes| X sty
nillenza vareing (second o fhird fmester during fu seasan) X
Group B strep eulures (vaginal and rectal) X
(s
ussh
Foliea¢id (0.4 - 0.3 mg one month priar  conception through 151 rimester) [A] L
" Edusatin and eourseing o reventon f wintznded pregrsney

; Seresning may be oovihed forwomen younger han 2o are mot members of 3 mcial ar it grou with high prealence of diabefes (2 . Hiparic Afican, Nafve Amenican, South or East s, or Pacifc
slands ancestry), 3% not obese, have no hstory of abormal gluces toleranoe, mo presius history of adwerse pregnancy outcomes usually assoited with GON, o Inown type 2 diabenes in frst-degree relatives,

*Srsanat weshsforcbtes el posparan f gadert i gtz cbefes,
Leves o Eidknce fo the most signiftant reecmenditas: A= ranforizad onbolled s, B = orkoled ik no eomizaion = obsenvationd shes, 0 = otion of

Ths. quidelins lists standard pregnancy management sfeps. |t is based on several sources, neding: Rouine Prenatal Care, individual patient onsideralions and advancss in medical stience may supersads

o mody these recommendatins,
Pending MAC approval
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Management of Adults with Symptomatic Heart Failure

The following guideline recommends diagnostic evaluation, education and pharmacologic treatment that support
effective patient self- management.

Eligible Key Components Recommendation and Level of Evidence
Population
- : Assessment should include:
A(_iUItS Initial evaluation « Thorough history and physical examination [C]
with e Chest X-ray
clinical » 12-lead electrocardiogram
suspicion of s Laboratory tests and other studies should include; CBC, serum electrolytes
heart failure (including calcium, magnesium) BUN, serum creatinine, blood glucose,
liver function tests, TSH, urinalysis [C]
« Ejection fraction assessed by either 2-D surface echocardiography or
radionuclide ventriculograph&; [
« Assessment for coronary artery disease risk factors
Adults Pharmacologic Drugs recommended for routine use:
diagnosed gt « ACE inhibitors in all patients, unless contraindicated1 [A]
: managemen + Beta-blockers in all stable patients, unless contraindicated1,2,3 [A]

with « Digitalis for treatment of heart failure symptoms, unless contraindicated 2,4 [A

left +  Diuretics for evidence of fluid retention [A]

\.rentrllcular Drugs recommended for use in select patients:

systolic « Spironolactone for recent or current class IV symptoms, preserved renal function

heart and normal potassium concentration [B]

fail *  In patients who cannot tolerate ACE inhibitors due to cough or angioedema,

allure angiotensin receptor blockers (ARBs) are recommended [A] )

with + In patients who cannot tolerate ACE inhibitors or ARBs due to hypotension or

renal insufficiency, hydralazine and nitrate combination is recommended [B]

current or

prior Education, Educate patient/family regarding:

symptoms counseling and « Daily self-monitoring of weight and adherence to recommended patient action plan

risk factor Recognition of symptoms and when to seek medical attention
modification Moderate dietary sodium restriction (e.g., 2000-2500 me sodium/day)

Regular exercise
Avoid excessive alcohol intake, illicit drug use, and the use of NSAIDS
Smoking cessation

Educational programs and support groups
Vaccination against influenza and pneumococcal disease

1 Contraindications include: life-threatening adverse reactions (angicedema or anuric mimic renal failure}, pregnancy, hypotensive patients at immediate risk of
cardiogenic shock, systolic blood pressure <80 mm Hg, serum creatinine =3 mg/dL, bilateral renal artery stenosis, or serum potassium > 5.5 mmol/L

2 In general, beta-blockers are used together with an ACE inhibitor and usually digitalis

3 Contraindications include: patients with current or recent fluid retention history, unstable or poorly controlled reactive airway disease, symptomatic
bradycardia, or advanced heart block (unless treated with a pacemaker), or recent treatment with an IV inotropic agent

4 Contraindications include: significant sinus or atrioventricular block {unless the block has been treated with a permanent pacemaker

Levels of Evidence for the most significant recommendations: A= randomized controlled trials; B= controlled trials no randomization; C= observational studies; D= opinion of expert panel

This guidefine lists core management steps. It is based on the 2001 American College of Cardiology/American Heart Association Guidelines for the Evaluation and Management of
‘chronic Heart Failure in the Adult. [www.accorg) Individual patient considerations and advances in medical science may supersede or modify these recommendations.
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Clinical Practice Guidelines for the Management of Diabetes
Mellitus in Adults 18 -75 years of age

Perform the following assessment at least annually and more frequently as needed):

Monitor Systemic Blood Pressure (goal < 130/80mm/Hg) at each wvisit

Obtain, track & trend the current Weight & Height and then calculate the Body Mass Index (BMI) = weight (kg)/height

squared (M%) or (pounds x 703)inches’)

- Perform a Psychosocial Assessment to identify: a depressed mood, anxiety, an eating disorder, cognitive impairment,
substance abuse and/or dependence

- Identify modifiable Risks for cardiovascular disease: (smoking, hypertension, dyslipidemia, sedentary lifestyle, stress)

- Comprehensive foot exam (including monofilament testing)

= QObtain history of recent, acute blood glucose level changes (hyper- and hypoglycemic episodes)

= Dilated eye examination by an eye-care profession (optometrist or ophthalmologist) for the screening and early
intervention of retinal disease

« Screening for peripheral neuropathy

Laboratory Tests - 1-4 times per year, based on individual therapeutic goals and previous test results:
Diabetes diagnostic festing should inciude:
+ Hemoglobin Alc (HbA1c): Goal < 7%

Other tests for related issues include (non-diagnostic):
+ Lipid Levels: Fasting lipid profile: Goal LDL<100 mg/dl, HDL=40 mg/di (men), HDL=50 mg/dl (women)
+ Nephropathy: Urinalysis for microalbuminuria

» Hypothyroidism: Screen for thyroid perioxidase, thyroglobulin antibodies (hypothyroidism), and/or serum TSH test
may be utilized

Treatment Options Based on HbA1c Level

IfHbATe Is =7% and <8%, or ahove the individualized goal for 6 or more months:

= Review and clarify the management plan with the patient with attention to:

-meal plan

-activity program

-medication administration schedule, technique and practices

-self-monitoring blood glucose (SMBG) schedule and technique

-treatment for hypoglycemia and hyperglycemia sick day management practices

Reassess goals and adjust medication as needed
Communicate individualized glycemic goals to patient
= Consider referring patient to diabetes educator (DE)
for evaluation, diabetes self-management education
(DSME) and ongoing consultation
m Consider referral to registered dietitian (RD) for medical nutrition therapy (MNT)
= Schedule follow-up appointment within 3-4 months or more frequently as situation dictates

If HbATc Is > 8%

m  Review and clarify the plan as previously noted

Page 1
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