
Provider Course – Self-Learning Packet

1.75 CME credits available upon completion and submission 

of the completed Attestation of Course Completion

Special Needs Plan (C-SNP/D-SNP)



Objectives 
Upon completion of this course, the learner will be able to:

• Define SNP and the eligible member’s demographics

• List your responsibilities related to Balance Billing

• Describe the Model of Care (MOC) for our SNP programs and how it 

improves the member’s health and health care experience

• Understand the key elements of the Model of Care’s holistic management 

approach; including the Individualized Care Plan and Interdisciplinary Care 

Team

• Identify the measurable performance outcomes



Overview

• MedStar Medicare Choice’s mission is to serve vulnerable populations 

with a holistic, integrated model to ensure they receive timely access to 

quality care in a setting most appropriate for their needs

• The MedStar Medicare Choice D-SNP/C-SNP are Special Needs Plans 

serving patients eligible for Medicare and Medicaid and patients 

diagnosed with diabetes or congestive heart failure (CHF)



Terms

Acronym Definition

SNP (special Needs Plans) A Medicare Advantage Coordinated Care Plan 

focused on certain vulnerable groups of 

Medicare patients that are:

• Institutionalized

• Dual-eligible

• Patients with sever or disabling chronic 

conditions

SNPs are designed to improve care for 

Medicare patients with special needs through 

improved coordination and continuity of care

C-SNP (Chronic Special Needs 

Plan)

A Medicare Advantage Coordinated Care Plan 

focused on patients with CHF and/or Diabetes

D-SNP (Dual Eligible Special Needs 

Plans)

A Medicare Advantage Plan for individuals 

eligible for both Medicare and Medicaid



Terms

Acronym Definition

HRA (Health Risk Assessment)

HAS (Health Assessment Survey)

A self-assessment tool used to determine 

a patient’s level of health and functioning

ICT (Interdisciplinary Care Team) A team comprised of the patient, care 

giver, Primary Care Physician, Care 

Advisor and other health care 

professionals, such as, social work, 

community health worker, pharmacy, etc.

ICP (Individualized Care Plan) Developed by the Interdisciplinary Care 

Team and based upon a comprehensive 

assessment of the patient’s needs

MAO Medicare Advantage Organization

H9915 The CMS unique ID for the MedStar 

Medicare Choice Plan is H9915. CMS may 

name this Medicare Plan: MedStar Family 

Choice.

HOS The Health Outcome Survey is used to 

help provide demographic information 

about the region
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Below is additional detail for the population diagnosed with diabetes 

by age and race/ethnicity for the MedStar Medicare Choice footprint:

Source: Kaiser Family Foundation State Health Facts

MedStar C-SNP Patients

Diabetes

Ages 65 – 74 Ages 75+

District of Columbia 11,000 10,000

Maryland 93,000 61,000

Condition Race/ Ethnicity
District of 

Columbia
Maryland US Average

Diabetes 

(Deaths per 

100,000)

White NSD 15.4 19.0

Black 35.4 35.5 38.7

Other NA 17.4 18.7



Heart Failure (Deaths per 100,000) for the 65+ population

Source: CDC Interactive Atlas of Heart Disease and Stroke

MedStar C-SNP Patients

Congestive Heart Failure

Condition Race/ Ethnicity
District of 

Columbia
Maryland US Average

Heart Failure 

(Deaths per 

100,000)

TOTAL 384.9 462.9 619.8

White 342.8 485 644.9

Black 419 430.7 601.7

Hispanic NSD 163.1 414.6

Condition Race/ Ethnicity
District of 

Columbia
Maryland US Average

Heart Failure 

(Deaths per 

100,000)

TOTAL 18.5 18.6 16.8

White 7.8 16.7 15.9

Black 21.5 27.9 27.4

Hispanic 15.4 11.6 19.7

Heart Failure Hospitalization Rate per 1,000 Medicare Beneficiaries, 65+



National Health and Nutrition Examination Survey: 2007–2010

Prevalence of Heart Failure by Age
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Source: Kaiser Family Foundation State Health Facts

MedStar D-SNP Patients

Condition Race/Ethnicity District of Columbia Maryland US Average

Asthma (% Adults 

Reporting Asthma)

White 7.5% 7.8% 8.6%

Black 11.4% 10.4% 10.5%

Non-Hispanic Multiracial 26.3% 9.9% 14.8%

Non-Hispanic Other 12.7% 5.4% 6.8%

Condition Race/Ethnicity
District of 

Columbia
Maryland US Average

SMI

(% Adults 

Reporting Poor 

Mental Health)

White 36.2% 33.9% 35.0%

Black 39.5% 33.7% 36.5%

Hispanic NSD 30.0% 36.8%

Condition Race/ Ethnicity
District of 

Columbia
Maryland US Average

Heart Disease 

(Deaths per 

100,000)

White 135.2 174.8 176.9

Black 279.0 217.8 224.9

Hispanic NSD 86.9 105.5



Balance Billing Overview

• Clarify the billing rules that apply to Medicare-Medicaid Enrollees (i.e. 

dual eligible’s ) for Medicare Cost-Sharing 

– Your contract offers that you are to accept the contract payment in full or bill the 

state for any additional cost-sharing components. 

• Do not collect any Medicare Part A and Medicare Part B deductibles, coinsurance, or 

copayments from the member.

• Applicable for ALL contracted providers and those that accept Medicaid

– The balance billing restrictions apply regardless of whether the State Medicaid 

Agency is liable to pay the full Medicare cost sharing amounts.

– “PLAN” monitors provider compliance with balance billing rules from plan 

grievance and CMS Complaint Tracking Module data.

• As any abuse is identified, targeted provider outreach will occur.



Holistic Health Management

• Complex Care Management

– Assessment and evaluation of individual needs

– Assist in improving overall health and/or improving functional 

capabilities

– Individual plan of care

• Chronic Condition Care Management using evidence-based guidelines

• Medication Therapy Management Program (MTM):

– Therapeutic duplication

– Medications filled that are on the CMS defined list of drugs for 

inappropriate use in the elderly

– Potential drug/drug interactions

– Drugs used to treat specific diseases that may not be appropriate

– Compliance issues

– Educational opportunities



Holistic Health Management

• Care Advisors

– Identify gaps in care, ER visits, hospital admissions, chronic conditions 

– Collaboration with social worker, dietician, pharmacist, community health 

worker, etc.

– Care planning based on patient goals 

• Community Partners

– Community Health Worker, as part of the ICT assists patients and their 

caregiver(s) identification and assistance in arrangement of community 

resources to maintain the patient’s independence and safety in their home

– Many services are available through the Department of Health in the 

District of Columbia’s Office on Aging, and the Department of Health and 

Mental Hygiene in Maryland if the patient is over the age of 60 or meets 

other waiver criteria (e.g., home delivered meals, etc.)



SNP Model of Care (MOC)

Model of Care is best practice as it offers the following benefits:

– High level of attention to the patient’s specific health and individual 

needs

– Health Assessments to identify risks and concerns

– Individualized attention and coordination of care from assigned Case 

Advisors

– Individualized Care Plan developed by the Interdisciplinary Care Team

– Transition of care across healthcare settings and providers

– Network Providers experienced with SNP Members



MOC Overview and Goals

• The Model of Care is designed to address the unique needs of those 

eligible for Medicare and Medicaid; including medical, pharmacy, and 

behavioral health. There is a focus on chronic conditions and socio-

economic factors that may impact a patient’s ability to access quality care 

by:

– Improving a patient’s access to medical and mental health services

– Improving coordination of care through the Care Advisor

– Improving and reducing transitions of care

across health care settings and providers

– Improving access to preventative

health services

– Assuring appropriate utilization of services

– Improving patient health outcomes



MOC Key Performance Indicators

• Effective January 1, 2015 SNPs are required to have an evidence based 
Model of Care (MOC) that includes:

– Measurable Goals

– Use of Clinical Practice Guidelines across a specialized provider 
network

– Health Risk Assessment (HRA) and annual reassessments

– Individualized Care Plan (ICP)

– An Interdisciplinary Care Team (ICT) for each patient

– Annual Model of Care training for personnel and providers

– Communication among staff, providers,
and patients



Health Risk Assessment (HRA)

• MedStar Medicare Choice C-SNP/D-SNP uses an internally developed tool, 

known as the Health Risk Assessment (HRA), that was designed to include 

information on the use of services, access barriers, caregiver supports, 

assistance with daily activities, medical and behavioral health conditions, 

and lifestyle risk factors

• The HRA will be used to:

– Identify a patient’s needs

– Develop the individual care plan

– Identify changes in patient’s health year to year



Interdisciplinary Care Team Members



Interdisciplinary Care Team (ICT) 

• Definition:

– “A team of professionals from multiple disciplines who work together to 
coordinate and facilitate patient focused care.” The goal of the ICT is to 
seek input from a multidisciplinary team on the top priority problems, 
goals, interventions and barriers for the high risk, complex care 
population.  Actions steps and responsibilities are determined”.

• Components of Team Meeting

– All vulnerable patients will have an ICT meeting quarterly 

– The Care Advisor will engage the patient and start the initial 
assessment 

– A care plan will be started with input from the patient/caregiver and 
physician and will be reviewed/discussed with a focus on progress, 
barriers, and updates

– Documentation will include participants, key topics, and the action plan 
with responsible team members



Individualized Care Plan (ICP)

• The Care Advisor, with active involvement from the patient/caregiver and 

the patient’s PCP, specialists, and ancillary care providers works to 

identify and prioritize a problem list and comprehensive ICP

– The ICP is a patient centered approach

that emphasizes patient engagement 

and in-depth understanding of the 

patient’s strengths and vulnerabilities

– The ICP is developed after the Care

Advisor reviews the HRA and

completes a comprehensive assessment

– The Care Advisor discusses the ICP

with the patient/caregiver

– If a SNP member cannot be contacted or 

refuses to participate, the Care Advisor 

will develop a care plan with clinical information that is available and

will share this with the PCP



SNP Provider Network
• MedStar Medicare Choice SNP maintains contracts with credentialed 

providers to ensure that Members in the targeted special needs population 

have access to high quality care. 



SNP Provider Network

• MedStar Medicare Choice providers and facilities have physicians and staff 

trained in the use of clinical practice guidelines, protocols and evidence-

based medicine. All MedStar Medicare Choice providers have access to 

clinical guidelines, UM guidelines, patient health guidelines and medical 

policies and procedures through the following website 

http://medstarprovidernetwork.com/

• MedStar Medicare Choice maintains an accurate and timely credentialing 

and re-credentialing process and monitors delegated credentialing activities 

to assess adherence to the processes outlined in the MedStar Medicare 

Choice policies

• Information related to a physician's quality of service is integrated into the 

re-credentialing process through a file review

http://medstarprovidernetwork.com/


Communication Network

• Network manager   

office visits

• Network pharmacy 

office visits

• Annual regional 

provider meetings

• Provider advisory 

committee meetings 

• Physician portal 

• Provider newsletters

• Provider manual 



Measurable Performance Outcomes

Increase 
Annual PCP 
Visits

Increase F/U 
Post BH 
Admission

Improve 
Access to BH 
and 
Preventative 
Services



Measurable Performance Outcomes

Decrease in 
Avoidable ED 
Visits

Increase 
Preventative 
Screenings

Improve F/U 
Post Medical 
Admission



Measurable Performance Outcomes

Increase 
Breast 
Cancer 
Screening

Increase 
Glaucoma 
Screening

Increase 
Colonoscopy 
Screening



Measurable Performance Outcomes

Decrease 
Gaps in Care

ICP 
Developed 
with Patient 
and PCP

Improve 
Patient 
Perception 
of Health 
Status



Ongoing Performance Improvement Evaluations

• MedStar Medicare Choice C-SNP/D-SNP Quality Improvement Program 

and an Annual Work Plan outline the quality management approach; 

including data to be collected and analyzed, measurement of health 

outcomes, effectiveness of the health management programs, HEDIS 

measures, and patient and provider satisfaction

• The Director for Performance Improvement and the senior clinical team 

work with MedStar Medicare Choice’s Quality Improvement functional 

leadership team in the development of the SNP Annual QI Program 

description, Annual Evaluation, and Work Plan



Ongoing Performance Improvement Evaluations

• MedStar Medicare Choice C-SNP/D-SNP has multiple ongoing 

methods to assist in monitoring health outcomes, quality metrics, 

and surveying the cost and utilization of services and include but 

are not limited to:

– Monthly Healthcare Effectiveness Data and Information Set 

(HEDIS) to identify opportunities for improvement

– Monthly identification of patients for care management 

programs 

– Monthly analysis of cost and utilization of services for the 

entire population and sub-populations

– Quarterly updates to the SNP QI Work Plan

– Annual evaluation of the MOC



To Receive 1.75 CME Credits

Two Steps

– Complete a post-test: 

i. Select ‘Complete’ on the drop down next to ‘Launch’ for this 

presentation. The assessment (post-test) will activate.

ii. Click ‘Activate’ then ‘Launch Test’ to complete the post-test.

– Complete an evaluation:

i. Click ‘Training’, then ‘My Transcript’ from the main menu, 

then click ‘Evaluate’ for this activity to complete the 

evaluation. 

• Upon completion of the evaluation, an email containing instructions 

on accessing the CME certificate will be sent to you.


