Medicare Advantage Special Needs
Plans
2021 Model of Care Training
September 1, 2021

All MHACO Participants are required to complete annual SNP training. It is your
obligation to review, participate in the Model of Care and communicate payer
requirements .

Agenda
• Special Needs Plans (SNP)
- Overview
- SNP Types
- Program Requirements
• Model of Care (MOC)
- Components and
- Requirements
• Physician Responsibilities

• Performance and Quality
• Cost Sharing
• Enrollment
• Appendix: MHACO SNP’s
- Aetna
- Anthem,
- Humana
- Martin’s Point and
- United Healthcare
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Medicare Advantage SNP’s Overview
• The Medicare Modernization Act (MMA) of 2003 created Special Needs Plans (SNP’s).
• SNP’s are a type of coordinated care Medicare Advantage plan designed to provide targeted care and
services to populations with unique needs and who may benefit from enhanced coordination of care.
• SNP’s are designed to optimize the health and well-being of their aging, vulnerable and chronically ill
members.
• SNP’s must exclusively enroll special needs individuals as appropriate to the SNP type and patient
population approved by Centers for Medicare & Medicaid Services (CMS).
• The Social Security Act § 1859(f)(7) requires every SNP to have their Model of Care approved by National
Committee for Quality Assurance (NCQA) and CMS.
• Effective 2021, CMS redefined D-SNP types requiring either a Data sharing, Highly Integrated Dual Eligible
Plan (HIDE) or Fully Integrated Dual Eligible Plan (FIDE).
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Special Needs Plan-Types
• Dual Eligible (D-SNP) -for members with both Medicare and Medicaid.
• Chronic Condition (C-SNP) - for members with specific chronic disabling conditions.
» Diabetes mellitus, chronic lung disorders, cardiovascular disorders, chronic heart failure, end-stage
renal disease requiring dialysis or multi-condition*
• Institutional (I-SNP) - for members who are expected to reside for 90 days or longer in a long term care
facility (SNF, ICF or inpatient care facility).
• Institutional equivalent (IE-SNP) – for members who reside at home or in an assisted living facility but
require an equivalent level of care as a LTC facility.
* Diagnosis(es) covered are plan specific.
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Chronic Special Needs Plans (C-SNP’s)
• Must be enrolled in Medicare.
• May have Medicaid coverage, but is not required.
• Must have a qualifying condition of the C-SNP plan.*
- Example includes diabetes mellitus, cardiovascular disease, and/or congestive heart failure, ESRD,
chronic lung disorders or multiple condition C-SNP with a combination of two or more CMS
approved conditions.
• The condition(s) must be confirmed by a provider and additional forms may be required.
• In some markets, an SNP plan may contract with vendors or providers to administer aspects of the model
of care to C-SNP members.
• In some cases, a SNP plan may limit members to a geographical or service area.
* Refer to slide 4 for a complete list of eligible diagnoses.
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Institutional or Institutional Equivalent Special Needs
Plans (I-SNP or IE-SNP)
• Must be enrolled in Medicare, may have Medicaid coverage, but would not be required.
• In some markets, MA plans may contract with vendors or providers to administer some of the MOC elements to I-SNP
members.
• I-SNP members have an actual or expected stay of 90 days or longer in a nursing home or skilled nursing facility.
• IE-SNP members require an institutional level of care, but live in the community.
• Members may have multiple chronic conditions.
• Members may be affected by language barriers, health literacy challenges, poor socioeconomic status, cultural barriers,
limited resources, limited access to health resources and caregiver limitations.
• Member may require more outreach and face-to-face visits.
• Members may need more frequent interaction by the interdisciplinary care team (ICT).
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Dual Eligible SNP’s
• Requirements
- Members must maintain eligibility requirements for both Medicare and Medicaid, be enrolled in both
programs and reside in the SNP service area.
- Dual Eligible member may change their coverage during the year.
- Medicare covers most acute care services.
- Medicaid may help pay Medicare premiums and cost sharing, based on the members Medicaid
determined level of eligibility.
- Medicaid may also cover some wrap benefits and some long-term care services for qualified members.
- Members are more vulnerable subgroup of Medicare members, may be more costly to manage, have
healthcare needs including multiple chronic conditions or illnesses, experience behavioral health
conditions, over or under 65, report lower income and health status, experience functional difficulties
and may have limitations performing activities of daily living and instrumental activities of daily living.
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Dual Eligible SNP’s
• Eligibility and Benefits*
- Full Dual Eligible- members typically are eligible for full Medicaid benefits not covered by Medicare and may
include services such as nursing home and other institutional care, waiver services and wrap benefits such as
dentures, eyeglasses, hearing aids, transportation and prescription drugs not covered under Part D.
- Partial Dual Eligible- members who have Medicare and qualify for Medicaid assistance with Medicare premiums,
may be eligible for some Medicaid benefits and cost sharing benefits.
- Fully Integrated Dual Eligible SNP (FIDE SNP)- Medicaid benefits may include long-term services and
supports (LTSS), if qualified, are integrated within the D-SNP plan. Population is a more vulnerable subgroup of
Medicare members who are typically more costly and have more health care needs. Population may include
members over and under 65 years of age and report a lower income and health status compared to other members.

* varies by State and SNP
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New-2021 D-SNP Categories
• Starting in 2021, all D-SNP’s must be in one of the following categories, as defined in the State Medicaid Agency
Contract (SMAC).
Data Sharing
D-SNP
•

•

•

Requirement to share
data on inpatient and
skilled nursing facility
admits with Medicaid
agency or designee.
Communication
should occur within
48 hours unless
modified in the
SMAC.
Some states will have
additional data
sharing requirements.

Highly Integrated Dual Eligible
D-SNP (HIDE)
Unaligned
•

•

•

Provide members and Medicaid
carrier with data for coordination and
Medicaid coverage of Medicare cost
share and/or additional Medicaid
benefits (either long-term services
and supports or behavioral health).
Members may be enrolled with SNP’s
for both Medicare and Medicaid or
could be with a State Medicaid.
Agency or another MCO for the
Medicaid benefits.
May enroll partial duals (members
who do not have full Medicaid
benefits).

Highly Integrated Dual Eligible
D-SNP (HIDE)
Exclusively Aligned
•
•

•
•
•

Considered an integrated plan.
Provide members and Medicaid
carrier with data for
coordination and Medicaid
coverage of Medicare cost share
and/or additional Medicaid
benefits (either long-term
services and supports or
behavioral health).
Provide Medicare and Medicaid
benefits under one plan.
Will have one ID card to access
Medicare and Medicaid benefits.
Will not include partial duals.

Fully Integrated Dual Eligible
D-SNP (FIDE)
•
•
•

•

•

•

FIDE plans are considered integrated
plans.
Provide both Medicare and Medicaid
benefits under one plan.
Must include long-term services and
supports benefits (if the member
meets state eligibility guidelines).
States may carve out Medicaid
behavioral health benefits from the
FIDE contract.
Members will have one identification
card to access both Medicare and
Medicaid services.
Integrated materials and processes.
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D-SNPs and State SNP Agreements
• The Affordable Care Act (ACA) requires D-SNPs to have a State Medicaid Agency Contract
(SMAC).
• Agreements are only linked to the D-SNP in that market and are not linked to other MA plan
products offered.
• Agreements must specify benefits, member cost sharing protections, data sharing of member
eligibility and provider information.
• States can impose additional coordination, data sharing and reporting requirements on SNP’s.
• Agreements includes coordination requirements between Medicare and Medicaid to assist
members.
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SNP-specific Plan Benefit Packages (PBP)
• SNP’s PBP incorporate some or all benefits that exceed the basic requirement of Medicare A and B benefits
offered by other MA products available in the same service area.
- Additional and enhanced benefits may include services, such as*:
» Vision, dental, hearing, OTC drugs, wellness programs
» Lower or no beneficiary cost sharing
» Enhanced care coordination
» Social services (e.g., connection to community resources for economic assistance) and
transportation services
» Assistance to help patients understand benefits provided through a Medicare Advantage and
Medicaid for dual eligible plans.
* varies by plan

11

Medicaid Waiver Benefits*
• D-SNP members may also be eligible to receive long-term care services from Medicaid, including nursing facility
and waivers.
• Home and community-based waivers allow states to treat certain Medicaid populations in their home or other
community based settings, rather than institutional or long-term care facilities, such as hospitals or nursing homes.
• To receive home and community-based services, members must meet certain eligibility criteria, including income
and resource limits, medical criteria and institutional level-of-care criteria.
• Waiver programs can provide a combination of standard medical and nonmedical services. Standard services may
include, but may not be limited to: case management, homemaker, home health aide, personal care, adult day
health, habilitation (day and residential) and respite care. States may also include other services that may assist in
diverting and/or transitioning individuals from institutional settings into their homes and communities.

* Waivers, eligibility and services vary from State to State.
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SNP Program Requirements
• The Medicare Improvements for Patients and Providers Act (MIPAA), requires all SNP’s provide the
following services:
- An initial and annual Health Risk Assessment
- Care Coordination
- Individualized Care Plans
- A dedicated Interdisciplinary Team
- Care Transition Protocols
- A process for reporting quality measures and health outcomes.
• Many requirements rely on the Primary Care Physicians active involvement.
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Models of Care (MOC)
• A MOC for a SNP is a documented plan for identifying and addressing the unique needs of members in the
plans population.
- A MOC is required by the Centers for Medical and Medicaid Services (CMS) for SNP’s.
- NCQA evaluates and approves a SNP MOC to ensure it meets Medicare requirements.
- The MOC document provides the “how to” for administering the Special Needs Program.
- A MOC includes quality measurements and performance improvement plans including the following:
» Measurable goals and health outcomes, member experience of care, ongoing improvement
evaluation and dissemination of SNP quality performance.
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Model of Care- Components
• Care Coordination
- Health Risk Assessments (HRA)
- Individualized Care Plans (ICP)
- Interdisciplinary Care Team (ICT)
- Transitions of Care (TOC)
• Description of population
• Provider Network
• Performance Improvement & Health Outcome Measurements
• Model of Care Provider Training
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Model of Care Goals
In alignment with the ACO’s strategic priority of advancing clinical integration, goals are to improve
member access to medical, mental health, social services, preventative health services, affordable care and
ensure members receive the care they need by:
» Identification of needed services
» Improved coordination of care
» Stratification of complexity
» Continuity of care and improved transition of care across health care settings and practitioners
» Improved member outcomes
» Appropriate utilization of services
» Cost effective service delivery
» Increase Access*
* May vary by plan
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Care Coordination
• Care coordination helps ensure that SNP members healthcare needs, preferences for health services and
information sharing across healthcare staff and facilities are met over time.
• Care coordination maximizes the use of effective, efficient, safe, and high-quality member services that
ultimately lead to improved healthcare outcomes, including services furnished outside the SNP’s provider
network as well as the care coordination roles and responsibilities overseen by the members caregiver(s).
• In considering the development of a comprehensive care coordination program, all elements below must
comprehensively address the SNPs’ care coordination activities.
- SNP staff structure, health risk assessment tool (HRAT), individualized care plan (ICP),
interdisciplinary care team (ICT), care transition protocols.
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Health Risk Assessment
CMS requires all SNP’s:
- Complete an initial HRA within 90 days of enrollment and
- Annually (within 365 days) thereafter.
» The HRA tool creates an individualized health status and assigns an overall risk score.
» The HRA measures risk in several health areas including but not limited to the members:
▪ medical, functional, cognitive, psychosocial and mental health needs.
» Used in the development of the members individualized care plan.
» An important part of care coordination.
» Identifies members with most urgent needs.
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Health Risk Assessment (HRA)
• Members receive notification of the need to complete an HRA upon enrollment. If a member is unwilling
to complete the HRA or is unwilling to participate in care management there must be documentation of 3
attempts in 10 business days and a letter sent to the member within 90 days or prior to their annual
exam*.
- Some SNP’s may provide a written notification.
• Results are available to providers and members on the MA plan secure portal.
- Results may lead to referrals for additional programs.
- Additional assessments may be completed based on a significant change in the members condition,
disease specific needs or enrollment in other programs.
* Requirements vary by payer, See Appendix for payer specific requirements
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Individualized Care Plans (ICP)
• CMS requires:
- Timely* completion of the ICP
» *Some SNP’s may require the ICP be completed within 30 days of the initial or annual HRA assessment.

- Communication of the initial and annual ICPs to members.
» Communication may include mailing, verbal, written and/or electronic communication.
- If a member refuses to complete an HRA and/or is not willing to participate in care management after
attempts within the first 90 days, an ICP will be developed within 30 days. All members will have an
ICP within 120 days of their effective date*.

* Varies by plan
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Individualized Care Plans (ICP)
• The Case Manager* and Interdisciplinary care team (ICT) develop a care plan specific to each member
based upon the assessment, member preferences, personal goals and needs.
• The ICP consists of goals and an intervention plan and provides a framework for monitoring and reevaluating the members progress.
• The ICP is reviewed and revised whenever the case manager or ICT feel it is appropriate and annually.
• You may be contacted by the MA Plan for updated patient contact information for SNP members to
coordinate care or in cases the SNP plan is unable to reach a member.

* Some SNP’s may not utilize a case manager in the ICT development for all members.
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Interdisciplinary Care Team (ICT)
The Interdisciplinary Care Team (ICT) approach ensures members receive the guidance, coordinated care, community
resources, and specialized benefits they need to live healthier lives.
• ICT’s may be coordinated by Care or Case Managers
and may include:
- Members
- Primary care providers and staff
- Pharmacist and Medical Director
- Other team members as needed:

• Invitations may be sent to the member and primary
care provider to participate. Required to be
completed on an annual basis.
• ICT members are responsible for reviewing care
plans, coordinating care, managing transitions,
collaborating with multiple providers, coordinating
with other carriers (Medicaid).

» Specialty providers
» Social workers and mental health care providers
» Family members and community resource
groups
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Some Interdisciplinary Care Team Functions*
• Care Manager
- Welcome visit/Health Risk Assessment
- Development of Individual Care Plan with
member
- Determine whether a member home assessment
is needed
- Motivational interviewing and self-management
support
• Community Care Specialist
- Assessment of socioeconomic, social and
emotional needs

• Primary Care Providers, Specialists and Staff
- Medical expertise, specialty care, initial care
planning and communication with ICT
• Clinical Pharmacist
- Medical Therapy Management (MTM)
• Medical Director
- Supports the Care Manager, Community Care
Specialist and Pharmacist
- Leads weekly case reviews, providing input as
needed

- Member safety assessments
* Functions may vary by SNP, not all SNP’s may offer all services listed.
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Transitions of Care
• Coordinated transitions of care:
- Post discharge support,
» Follow up physician visits within seven days of hospitalization
» Documentation of post discharge medication reconciliation
- Appropriate follow-up appointments and services
- Plan member education on health indicators
- Review and communication of ICP’s with appropriate caregivers
- Self managed health skills and activities
• Appropriate utilization of services:
- Reduced hospital admissions, readmission rates and emergency room visits
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SNP Communication and Care Transitions
• You may contact your members care team by calling the number provided to you on SNP correspondence
or the number on the members identification card.
• Valuable information on member utilization, transitions and care management is available on the MA Plan
secure provider website.
• Members typically have many providers and may transition into and out of health care institutions.
• Providers are key to successful coordination of care during transitions.
- Contact the care team for assistance in coordinating care for your member.
- SNP Care teams may contact you and your member at times of transitions to ensure needs are met,
services are coordinated, prescriptions are filled and medications taken correctly.
- Care transition protocols are documented in provider manuals.
- Members may also contact customer service for their SNP plan using the number listed on their ID
card.
25

Coordination of Care for Dual-Eligible
• When dual-eligible members need care or access to benefits, it is everyone’s responsibility to help and
coordinate that care.
• The following will assist in coordinating care, and in the management of billing and service issues:
- Check member Medicaid coverage prior billing.
» In some dual types, CMS prohibits balance billing.
- Know what services are covered under the members D-SNP.
- Access tools and information on the MA plan provider website including:
» Benefit information
» Results of HRA and the members care plan
» Transition information
» Medications
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Physician Responsibilities
The PCP or attending provider (if SNP does not require a PCP selection) is a key member of the ICT. Many
SNP requirements rely on the primary care physicians active involvement.
• Participate in ICT care conferences via phone, through exchange of written communication and possibly in
person.
• Responsible for coordinating care, managing transitions, communicating treatment options, advocating,
informing and educating members, performing assessments, diagnosing/treating, foster care coordination
and accessing required information from the portal.
• Participating in quality data measures; collecting and documenting measures.
• Helping members understand and access Medicaid benefits through referrals and by coordinating with
Medicaid, as appropriate.
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Performance and Quality Outcomes
• Performance, quality and health outcome measurements are collected, analyzed and reported to evaluate the
effectiveness of the MOC. These measurements are used by the Quality Management Program and may include the
following measures:
- HEDIS® -used to measure performance on dimensions of care and service.
- CAHPS ® - Consumer Assessment of Healthcare Providers and Systems member satisfaction survey
- Health Outcomes Survey (HOS)- multi-purpose member survey used to compute physician and mental component
scores to measure health status
- CMS Part C Reporting Elements including benefit utilization, adverse events, organizational determinations and
procedure frequency
- Medication therapy measurement measures
- Clinical and administrative/service quality projects
HEDIS is a registered trademark of the National Committee for Quality Assurance; CAHPS is a registered trademark of the Agency of Healthcare Research and Quality
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Program Evaluation & Process Improvements
• Measurable goals must be in place to evaluate the performance of SNP plans in the following areas:
- Improve access and affordability of health care needs.
- Improve coordination of care and delivery of services.
- Improve transitions of care across health care settings.
- Ensure appropriate use of services for preventive health and chronic conditions.
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Program Evaluation & Process Improvements
• Below are areas monitored to improve the care SNP members receive:
- Network adequacy
- HRA completion, developing member care plans and completing an ICT review rates.
- Preventive care services and chronic condition management rates.
- Follow up care and post discharge frequency.
- PCP visits
- ER and inpatient admission utilization rates.
• A program evaluation may occur annually and results communicated.
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D-SNP’s and Cost Sharing Protections*
• Ask to see your members MA plan card and a Medicaid ID card at the time of service.
• Submit claims to your SNP plan first for Medicare covered services.
• Submit remaining costs to Medicaid for any eligible secondary payments (per plan requirements).
• D-SNP members with cost share protection are not responsible for co-payments, co-insurance or any other
form of payment to practitioners for medical services, including Part B drugs.
• Practices are prohibited from balance billing cost share protected members.

* SNP Plans, eligibility and cost sharing protections vary from State to State.

Payer plan specific cost sharing information is shared in the Appendix .
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General SNP Enrollment Process
• Members are enrolled by licensed, trained sales agents using CMS compliant materials and processes.
• Applicants are briefed in detail about the SNP program for which they may qualify.
• SNP agents must complete additional training on the unique plan(s) attributes.
• CMS regulations allow sales agents to ask applicants if they have one of the covered chronic conditions.
• SNP educational materials may be placed in the common areas of a physician’s office, but not in locations
patients receive healthcare.
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CMS Guidance for SNP’s
• Internet Only Manual 100-16 Medicare Managed Care Manual
- Chapter 5- Quality Assessment: https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/Downloads/mc86c05.pdf
- Chapter 16B- Special Needs Plans: https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/Downloads/mc86c16b.pdf
- MLN Matters SE1128- Prohibition Billing Dually Eligible Individuals Enrolled in the Qualified
Medicare Beneficiary (QMB) Program: https://www.cms.gov/Outreach-and-Education/medicarelearning-network-MLN/MLNMattersArticles/downloads/SE1128.pdf
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MHACO- SNP Programs
• The following Appendix provides an overview of the MA plan- SNP programs for which MHACO
participates.
• Please review the information relating to the SNP plans for which you provide member services.
- Aetna- D-SNP, State of Maine
- Anthem/MaineHealth Advantage Dual Plus -D-SNP, State of Maine
- Humana Gold Plus - D-SNP, State of Maine
- Martins Point Generations Advantage Focus DC - C-SNP, Diabetes Mellitus, Cumberland County
- United Healthcare
» Dual Complete – PPO, D-SNP, Select Counties in Maine
» Nursing Home Plan – PPO, I-SNP, Select Counties in Maine and New Hampshire
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Anthem
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Care Coordination Strategies
Our Special Needs Plan (SNP)
is designed to optimize the
health and well-being of our
aging, vulnerable and
chronically ill members.

Health Risk Assessment (HRA)
(Initial and Reassessment)

• Completed within 90 days of enrollment and repeated
within 365 days of last HRA.
• Assesses physical, behavioral, cognitive, psychosocial
and functional areas.
• Results used to create individualized care plan (ICP).
• Assists in care coordination and identifies urgent
needs.
• Additional assessments completed for significant
change in condition, disease specific needs, or as part
of other programs requirements.
• Results of the HRA are available to the member and
the provider on the portal.
Anthem Blue Cross
Medicare Advantage

Interdisciplinary Care Team (ICT)

• Care coordinated with the member, the member’s PCP
and other participants.
• Providers are key members of the ICT and responsible
for coordinating care and managing transitions.
• ICT role-based actions may include any of the following:
diagnosing/treating, communicating treatment and
management options, advocating, informing and
educating members, completing assessments,
reviewing HRA results and ICP, collaborating with
providers, coordinating with other carriers (Medicaid),
and arranging community resources.

Individualized Care Plan (ICP)

• Includes member-specific goals and interventions,
addressing issues identified during the HRA process and
other team interactions.
• Members who do not complete the HRA will receive
and ICP based on claims or other data available to the
case manager
• Updated annually or as the member’s needs change.
• ICP is available on the portal for the member and the
providers

Interdisciplinary Care Team (ICT)
• Each member has an ICT
developed based on,
assessment results, identified
needs and complexity.
• ICT may include the following
participants: member, PCP,
specialty care provider, and
our health care team
including behavioral health or
pharmacy attendees.
• Meeting frequency
determined by patient needs,
occurs a minimum of
annually.

Anthem Blue Cross
Medicare Advantage

The ICT:
• Develops or contributes to a
comprehensive plan of care.
• Coordinates care with the member,
the member’s PCP/other providers
and members of the ICT.
• We may collaborate with members
of the ICT by mail, phone, provider
portal, email, fax, or a meeting
may occur.
• If a formal meeting occurs, the
case manager will inform your
office of the details on a case-bycase basis.

Care Transitions & Provider Communication
• Our goal is effective, efficient communication with our providers.
o Valuable information on member utilization, transitions and care
management is available to you on the secure provider portal.
o You may reach the care team by calling the number provided to you
on any correspondence from us or the number on the members’
identification card.
• SNP members have many providers and have multiple transitions. You are
key to successful coordination of care during transitions.
o Contact us if you would like our team to assist in coordinating care for
your patient.
o Our care team may be contacting you and your patient at times of
transitions to ensure needs are met, services are coordinated,
prescriptions are filled, and medications are taken correctly.
o Care transition protocols are documented in the provider manual.
o Members may also contact customer service for assistance.
Anthem Blue Cross
Medicare Advantage
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Provider Responsibilities
• Communicate and collaborate with care managers, the ICT, members and
caregivers. Coordinate care with Medicaid (D-SNP) which may include
state agencies or other carriers.
• Review and respond to patient specific communication including the ICP
development and invitations to attend the ICT meeting.
• Review the HRA results, the ICP, and other clinical data on the secure
provider portal.
• Encourage the member to work with your office, the care team, keeping
all appointments, completing the HRA, and complying with treatment
plans.
• Complete the annual SNP provider training.
NEW in 2021 our PCPs can register through the Availity Preference Center, to
generate a daily alert with a list of your patients who have received an updated
ICP and/or HRA posted to the portal.
Anthem Blue Cross
Medicare Advantage

Provider Attestation and Resources
Resources and References:
• Access tools and information on the Provider Portal including:
 Benefit information, claims processing rules, and covered
medications,
 Transition protocols,
 Results of the member’s HRA and the Individualized Care Plan.
• Contact our Provider Services Team (at the number on the back of the
member’s ID card) with any questions.
• Medicare Managed Care Manuals (Chapter 16-B: Special Needs Plans and
Chapter 5: Quality Assessment. https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/Internet-Only-Manuals-IOMsItems/CMS019326

Provider attestation of training completion is required.
Anthem Blue Cross
Medicare Advantage
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Thank you

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and
Health Insurance Company are independent licensees of the Blue Cross Association. Anthem BC Health Insurance
Company is the trade name of Anthem Insurance Companies, Inc. Independent licensees of the Blue Cross and Blue
Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
75179MUSENMUB 10/23/18
Anthem Blue Cross
Medicare Advantage
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• Silver Sneakers

Key Elements Are

Call Center @ 1-800-448-6262
HumanaProviderServices@humana.com
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Special Needs Plans
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SNP’s
• Dual (D-SNPs)

• D-SNP members are eligible for both Medicare and
Medicaid

• Institutional (I-SNP)

• Members have an actual or expected stay of 90 days
or longer in a nursing or skilled nursing facility.

• Institutional Equivalent (IE-SNP)
SNP’s

• IE-SNP members require an institutional level of
care, but live in the community.
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Health Risk Assessment (HRA)
• HRA’s are completed using various methods with telephonic the primary method (sales calls, IVR calls,
targeted initiatives, etc.) followed by mailed/returned letters, digital platforms, etc.
• Documentation of 3 outreach attempts and a mailed letter are required within 90 days of enrollment and
365 days of the previous.
• Members HRAT results and ICPs are shared with the member or authorized representative.
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SNP Resources
• To encourage care coordination, United Healthcare shares ICP’s with the members primary care provider
(PCP) verbally, online or by fax, mail or email.
• You can view your patient’s ICP online and add comments by using the Care Conductor and/or Community
Care tool on Link.
- To access the tool, go to http://uhcprovider.com click on the link button in the top right corner.
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Model of Care
• The Model of Care describes:
- The care providers expertise for the special needs population
- Oversight of the care provider network and collaboration with the ICT through the ICP process
- The use of Clinical Practice Guidelines (CPG’s) and care transition protocols
- Initial and annual MOC training for care providers
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Performance Measurement
We measure MOC performance goals and share our results. Our ongoing performance monitoring and
annual evaluation focuses on:
• Improving member access to healthcare, based on • Enhancing care transitions across health care
SNP population needs.
settings and care providers
• Improving care coordination and service delivery
by aligning the members HRAT, ICP and ICT.

• Helping members utilize services for preventative
health and chronic conditions.
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Resources
• If you have questions about this United Healthcare training, please contact our SNP MOC training team at
snp_moc_providertraining@uhc.com
• You may review the additional resources* listed below in the United Healthcare Special Needs Plan Model
of Care Provider Training at: https://chameleoncloud.io/review/3030-5ed65670ea37f/prod
- Special Needs Plan Model of Care Frequently Asked Questions
- Special Needs Plan Model of Care Flyer
• Additional resources for United Healthcare Special Needs Plans may be found at :
https://www.uhcprovider.com/en/health-plans-by-state.html

* These documents can be located in the resource section in the bottom left hand corner.
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Attestation
• Please complete the Model of Care attestation included with this training, indicating you have completed the 2021
annual MHACO Model of Care training requirements by reviewing this presentation.
• Your attestation indicates you understand the goals of your SNP programs and your role in the Model of Care
requirements including;
- Plan of Care feedback and consensus
- Clinical coordination and transition management for the members
- Participation in ICT’s
- Responsive and Cooperative with plan clinical representatives
- Referring members to medically necessary services in accordance with plan benefits
- Appropriate communication with the members family or legal representative
- Timely submission of documentation
- How to obtain additional information or resources for your member
82

83

