PROVIDER NETWORK EDUCATIONAL NEEDS 

FOR HEALTHY SAN DIEGO PLUS (HSD+)

I. Basic Orientation/Education for all Participating Providers  

A. Topic recommendations 

1. HSD+ Overview and Program Goals (to be developed)

2. Referral/Enrollment Protocols and Procedures for HSD+ (to be developed)

3. Consumer-directed care:  sensitivity training on assessing and responding to each individual’s preferences for settings, services, interaction, etc. with the goal of making the system accessible and responsive to the individual

4. Working with persons with disabilities: physical disabilities and cognitive disabilities, self-determination, other impacts on health and wellness of persons with disabilities such as environment, architecture, logistics, society, and culture

5. Americans with Disabilities Act:  Medical Facility and Practitioner Requirements for Access and Accommodation

6. Normal aging

7. Complaint, Grievance, and Fair Hearing Processes/Incident Reports

8. Diversity Orientation

a. Skills and practices regarding culture-related health care issues of member populations, not limited to threshold populations.

b. Concepts of diversity; its effect on quality care and access to care.

c. Provision of appropriate qualified interpreters

d. Referrals to culturally and linguistically appropriate community services

9. Behavioral health issues for the elderly and people with disabilities

a. Training on assessing, recognizing needs

b. Training on effective therapeutic interventions available across the continuum

10. Terminal illness, palliative care, and advance directives

11. Abuse (physical, emotional, and financial)

12. Training on Network of Care as a resource (community-based long-term care alternatives and resources)

B. Format Recommendations to be based upon curriculum selected. Format could be online training or workshop with Continuing Education Credits available as applicable. 

II. Specialized Training

A. Health Plan Staff

1. Healthy San Diego Plus (HSD+) Overview and Program Goals 

2. Healthy San Diego Plus (HSD+) Contract Requirements 

3. HSD+ Plan Readiness Review Checklist (to be developed)

4. HSD+ Provider Manual for Plan (to be developed by health plans)

a. Review all protocol and policies and procedure modifications unique to the new features of HSD+ (highlight the key areas of change for all staff and provide detailed education and training for staff according to areas of applied expertise.  Examples: incorporating a provider qualifications process for non-traditional agencies for both plan contract staff and QA staff or instructing data/IS staff on new encounter reports and protocols for home and community-based providers.

5. Working with HSD+ Care Managers/Care Management Teams

a. Procedures for initial screening for high risk, assessment, development of care plan and initiation of any needed new services, and/or coordination with existing service providers to ensure continuity of care through the initial enrollment period.

6. Effective use of CM-driven system

7. Grievance, Appeals, and Fair Hearing Procedures/Incident Reporting with special attention to how non-traditional providers will participate and anticipating the large number of incidents and complaints that may occur with care in the home environment, transportation, and other non-medical and new to managed care type service delivery systems.

8. Integrating Primary/Acute with Special Services for Aged and Disabled.

9. Overview of newly expanded HSD+ benefits (including HCBC services) and how these are accessed and integrated into complete services package.

B. Interdisciplinary Teams

1.  Members of the team

a. Core Members of Interdisciplinary Team

                        1)  Member/legal representative/informal caregiver

                        2)  Care manager                                 

                        3)  Primary Care Physician

                  b. Team members to be added, as needed

1) Nurse or nurse practitioner

2) Consultants agreed upon by team

3) Specialists (such as a geriatrician or gero-psychiatrist)

4) Physician assistant

                  5) Social worker (includes all settings such as discharge planners)

6) Psychologist

7) Pharmacist

8) Occupational, physical, or speech therapist

                        9) Dietitian

                10) Chaplain or religious leader as requested by the member

 2. Suggested Curriculum for Interdisciplinary Teams

a. Basics

· Team structure and dynamics

· Team building

· Conflict resolution

· Team meeting goals

· Communication tools and techniques (provider, client, family)

· Care-planning process (person-centered care)

· Treatment goals and outcomes

· Leadership

· Diversity

· Transitions 

· “Best practices” for transitions between settings and providers to improve outcomes as a member accesses different services in the continuum (e.g. from hospital to rehab, from doctor’s office to home)

· Ensuring ongoing treatment needs are provided for during transition periods between providers/plans and that financial responsibility for care provided during this period is clearly articulated.

b. Optional 

· Geriatric and younger disabled person assessment and treatment

· Advocacy, entitlements and benefits

· Quality of life/end of life planning and treatment

· Depression, delirium, and dementia issues

· Behavioral Health issues for the elderly and persons with disabilities

1) Training for PCPs who prescribe 90% of psychotropic meds

2) Specialized training for care managers to coordinate behavioral health care with primary care physicians, attending physicians at skilled nursing facilities, and admitting physicians at hospitals

3) How early intervention for co-morbid behavioral health conditions can improve outcomes

4) How increased use of telephone support can reduce withdrawal and isolation in less mobile or geographically isolated adults

· Technology for “Specialized Disability/Elderly Service Provider Training Needs”

1) Technological devices that may improve a member’s life; assist plans in tracking outcomes, etc.

2) Options for assistance with transfers in the home (slide bars, hoyer lifts, etc.)

3) Options for disability accommodations such as lifts, van retrofits, ramps, railings, grab bars, wider doors to accommodate wheelchairs, etc. 

4) Telemedicine options; in-home monitoring for selected chronic conditions such as COPD

5) Referral sources for expertise on hearing and speech and blind/low vision adaptations/technology

· Geriatric pharmacology

C. Primary Care Physicians

1. Knowing how and when to refer, including to out-of-network specialists in the case that there is no specialist participating in the plan’s provider network who has the expertise and experience appropriate to the member’s illness or condition

2. Developing a chronic care management mentality across disease states, funding sources, and health and social service providers

3. Preventive care and early intervention to reduce secondary conditions of persons with chronic conditions or disabilities

4. Redefining maintenance of or increased functional status as a “medical necessity”

5. Redefining “health” as the absence of disability or chronic illness

6. Range of services as well as other resources within the health plan that support the needs of patients in transition including how to admit patients directly to SNF’s rather than first sending them to the emergency department.

7. Procedures for specialists serving as the PCP HSD+

8. Sensitivity and appropriate response for wheelchair users, blind, deaf, and other diversity issues.

9. Common myths and stereotypes of aging and disabilities that interfere with accurate assessment

D. Care Managers

1. Advanced Directives as desired by the member and member’s family or guardian 

a. CM training on supporting family role in development/implementation of member wishes per the Advanced Directive

2. Recommendation for plan subcontractors to ensure quality. 

a. Training those who touch members to maximize each opportunity for identifying/responding to change in the member’s status

b. Training caregivers and family members who support members in the community

c. Coordination with the Care Managers and Interdisciplinary Team

d. Care Plan development and Plan of Care service reporting

e. Scope of Services/Service Limitations

f. Competency and training requirements for the job

g. Support, on-the-job training, and supervision 

h. Responding to and reporting changes in member status 

i. Back-up/Contingency Coverage Plans

j. Consumer Directed Care 

k. Emergency Response Training

l. Cultural, Linguistic, and Disability Sensitivity Training 

3.  Certification program (to be developed per recommendation from care management workgroup)

E. Network Providers 

1. General training (tailored to “traditional medically oriented plan providers” who will need to know how to operate successfully within the larger scope of covered services and benefits of HSD+ and with a much larger more diverse provider network serving a more complex population with special needs)

a. Healthy San Diego Plus (HSD+) Overview and Program Goals 

b. Healthy San Diego Plus (HSD+) Contract Requirements 

c. HSD+ Provider Manual 

d. Working with HSD+ Care Managers/Care Management Teams

· Procedures for initial screening for risk, assessment, development of care plan and initiation of any needed new services, and/or coordination with existing service providers to ensure continuity of care through the initial enrollment period.

e. Effective use of CM-driven system  

f. Grievance, Appeals, and Fair Hearing Procedures/Incident Reporting

g. Integrating Primary/Acute with HCBC services for aged and disabled persons

b. Overview of newly expanded HSD+ benefits (including HCBC services) and how these are accessed and integrated into complete services package

2. Providers new to managed care (tailored to “non-traditional,” less medically oriented service agencies, many of which may not be familiar with Medi-Cal and Knox-Keene managed care protocols and requirements)

a. Healthy San Diego Plus (HSD+) Overview and Program Goals 

b. Healthy San Diego Plus (HSD+) Contract Requirements 

c. HSD+ Provider Manual

d. Regulatory Compliance in Managed Care

e. Access Requirements and Services

f. Emergency Services

g. Working with HSD+ Care Managers/Care Management Teams

h. Required Forms and Data Collection/Reporting

i. Quality Assurance/Quality Improvement/Utilization Management

j. Effective use of CM-driven system

k. Grievance, Appeals, and Fair Hearing Procedures/Incident Reporting

l. Integrating Primary/Acute with Special Services for Aged and Disabled

III. Materials to be Developed 

A. HSD+ Plan Overview and Goals (in multiple versions targeted to specific audiences)

1. Members

2. Professionals (Plan staff, physicians, referral organizations, etc.)

3. State and CMS Officials (policy focus)

B. HSD+ Plan Readiness Review Checklist

C. HSD+ Plan and Provider Manuals designed by each participating HSD+ Plan for its approach to offering HSD+ (Plans will be provided with Model Manuals from similar programs such as MSHO, Massachusetts SCO, Texas STAR+ PLUS, and Wisconsin Partnership as resource materials for Plan Manual development)

IV. Memoranda of Understanding Needed 
A. Local Mental and Behavioral Health

B. Local Public Health

C. Developmental Disabilities

D. Area Agency on Aging 

E. Department of Rehabilitation

F. Dental Society

Note: Continuous Quality Improvement Program to be completed by Quality Indicators Work Group).
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