
2020 Medicare Model of Care
PriorityMedicareSM D-SNP (HMO)

Provider training



Model of Care

training objectives 



Model of Care training objectives 

3

Understand PriorityMedicare® D-SNP as part of our Medicare portfolio

Understand the goals of our Model of Care (MOC) 

Understand the four elements of the MOC

Understand provider responsibilities within the MOC

Understand more about our supplemental benefits 

Upon completion of this training, providers will be able to:



Provider training in Model of Care (MOC)
CMS requirement

The Centers for Medicare and Medicaid Services (CMS) requires all 
providers who see PriorityMedicare® D-SNP members to complete 
Model of Care training upon onboarding and on an annual basis 
starting on Jan. 1, 2020 and annually thereafter. 
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Provider training in Model of Care (MOC)
Provider responsibilities

Our training is designed to educate providers who serve members who 
are enrolled in PriorityMedicare® D-SNP (HMO).

The training focuses on the responsibilities of the provider under the 
Model of Care. 
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PriorityMedicareSM D-SNP 

(HMO)



PriorityMedicare D-SNP (HMO)
Effective Jan. 1, 2020, we’ve expanded our Medicare portfolio 

PriorityMedicare D-SNP (HMO):

• Is available in all 68 counties in Michigan’s Lower Peninsula to serve 
persons who have Medicare and Medicaid benefits (also known as dually 
eligible).

• Is a type of Medicare Advantage (MA) plan. D-SNP stands for dual eligible 
special needs plan (SNP).

• Shares the same provider network, formulary and authorization 
requirements as our other Medicare Advantage plans. 
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What are Medicare Advantage SNPs?

Medicare Advantage (MA) Special Needs 
Plans (SNPs) are designed for specific 
groups of members with special health 
care needs. 

• CMS has defined three types of SNPs. 
Health plans can contract with CMS for 
one or more programs.

• We currently contract for D-SNP only 
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CMS has three types 

of SNPs: :

Dual Eligible Special Needs 
Plan (D-SNP)

Chronic Condition Special 
Needs Plan (C-SNP)

Institutional Special Needs 
Plan (I-SNP)



Our Model of Care



What is the Model of Care? 

• Our Model of Care (MOC) is our plan for 
addressing the diverse and complex 
needs of our members who are covered 
under Medicare and Medicaid.  

• The MOC includes four elements, which 
are required by the Centers for Medicare 
and Medicaid Services (CMS).

• Persons who are eligible for both 
Medicare and Medicare are also known 
as dually eligible persons.  
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MOC Element 1 
Description of the D-SNP 

population 

MOC Element 2 
Care coordination 

MOC Element 3 
Provider network 

MOC Element 4 
Quality measurement and 

improvement 



Our Model of Care goals 
We’ve established several goals for this program. 
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Improve access to preventive health services to improve member health 

Improve coordination through care management

Improve transitions of care across settings and providers 

Improve affordability and appropriate utilization and cost-effectiveness 



Providers need to understand the characteristics, conditions, and 
range of medical, behavioral health, long-term services and support 
and social needs of the population. 

Providers need to understand the range of tools that are used to 
address the goals of our MOC including the Health Risk 
Assessment (HRA) and Interdisciplinary Care Team (ICT). 

Providers need to understand training requirements and guidelines. 

Providers need to understand the goals and desired outcomes for 
members and how they can help to improve quality. 

What do providers need to know? 

The provider’s role 
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MOC Element 1 
D-SNP population 



D-SNP population: dually eligible individuals

D-SNP population 

Persons covered under Medicare and Medicaid 
are known as dually eligible persons. 

To be eligible for a D-SNP, individuals must:

• Live permanently within the approved 
Medicare counties; 

• Be eligible for and enrolled in Medicare Parts 
A and B;

• Be eligible for full Medicaid benefits; and

• Be 21 years of age or older 
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D-SNP verification of coverage

• Verify coverage

• Prior to serving the member, it’s important to verify 
coverage. D-SNP members may have both Medicare and 
Medicaid coverage from Priority Health, but not always. 
Providers can verify coverage using our Member Inquiry 
tool at priorityhealth.com/provider.

• Providers can see members with PriorityMedicare D-
SNP who have Medicaid under another health plan or 
have traditional Fee-For-Service (FFS) Medicaid. 
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Prior to serving the member, it’s important to verify 
coverage. D-SNP members may have both 
Medicare and Medicaid coverage from Priority 
Health, but not always. Providers can verify 
coverage using our Member Inquiry tool at 
priorityhealth.com/provider.

Providers can see members with PriorityMedicare 
D-SNP who have Medicaid under another health 
plan or have traditional Fee-For-Service (FFS) 
Medicaid. 



Overview of the dually eligible population 
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D-SNP 
eligible 

population  

Chronic 
conditions 

Disabilities 
or

functional 
impairment 

Medical 
needs

Behavioral 
Health 
needs

Long-term 
services and 

support 
needs 

Social 
needs 

The dually eligible population includes some of the most vulnerable populations in Michigan, 
with high rates of a range of chronic conditions and disabilities and high social needs. 

Social needs

Low income

Food 
scarcity and 

nutrition

Low literacy

Social 
isolation

Transportation

Housing 
instability or 

homelessness



Diversity of the D-SNP eligible population

• The D-SNP population is diverse in race, ethnicity, and language. 

• Providers will need to develop a cultural competency in disability 
that is intersectional across race, ethnicity and language. 

The provider’s role 
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Addressing the needs of the D-SNP population
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• Difficulty accessing services to 
maintain or improve health status

• Inconsistent ability to find 
physicians or specialists

• Access to care in more appropriate 
settings 

• Lack of consistent coordination 
between medical and behavioral 
health systems

• Challenges navigating the 
complexities of Medicare and 
Medicaid 

• Identify, coordinate, and ensure access 
to needed services

• Person-centered care focused 
Individualized Care Plan (ICP)

• Ongoing support in home and 
community-based settings

• Educate and support beneficiaries and 
their caregivers in culturally-appropriate 
ways on resources

• 200+ languages for interpretation 
services 

Population challenges and needs 

Key challenges Key needs to address challenges 



Report spotlight: Michigan 
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Sharon, age 55
Grand Rapids, Michigan

Sharon’s depression was 
undiagnosed prior to her 
enrolling in a Medicare 
Advantage plan. Managing her 
care on her own, Sharon has 
difficulty locating providers who 
accept her insurance. 

Source: The Henry J. Kaiser Family Foundation. 
FACES OF DUALLY ELIGIBLE BENEFICIARIES: Profiles of People with Medicare and Medicaid Coverage July 2013
https://www.kff.org/wp-content/uploads/2013/07/8446-faces-of-dually-eligible-beneficiaries1.pdf



Report highlight: key challenges 
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“The profiles of people eligible for both Medicare and Medicaid 
illustrate the diverse needs of the dually eligible population and their 
wide array of medical conditions, personal circumstances, and health 
care needs. 

Yet the 14 personal stories presented here suggest that dually eligible beneficiaries’ 
experiences have some common themes. These beneficiaries rely on Medicare and 
Medicaid coverage for access to necessary medical and non-medical acute and long-
term care services and supports without which care would be unaffordable. Without 
Medicaid coverage as a supplement to Medicare, low-income Medicare beneficiaries 
with limited assets could face unaffordable out-of-pocket medical and long-term care 
costs. Navigating these two separate, yet complementary, programs on a day-to-day 
basis to obtain care, access providers, and achieve wellness poses several 
challenges for some, particularly those with the need for intensive services under 
both programs. Coordinating care, locating service providers, deciphering program 
materials, and managing the cost and administration of medications as a Medicare 
Part D prescription drug plan enrollee are among the challenges described by several 
beneficiaries included in this report.” Source: KFF, July 2013. 

Report highlights key challenges 
facing dually eligible individuals: 

• Range of medical and non-
medical acute and long-term 
services and supports 

• Navigating separate Medicare 
and Medicaid programs 

• Coordinating care

• Locating service providers

• Deciphering program 
materials

• Managing cost and 
administration of medications  



Significant risks of instability 

Significant care needs and instability in clinical and social situations 
that puts the member at:

• Immediate risk for institutionalization or increased morbidity; and

• Increased risk for institutionalization or increased morbidity. 
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MOC Element 2 
Care coordination 



Care coordination for the population 
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Care coordination 
Tools to support coordination of care, continuity of 
care, seamless transition to care and access to 
least restrictive setting

Health Risk 
Assessment (HRA)

Individualized Care 
Plan (ICP)

Interdisciplinary Care 
Team (ICT)

Care coordination: care 
management  and care 

transitions

MOC element 1 
Description of the D-SNP 

population 

MOC element 2 
Care coordination 

MOC element 3 
Provider network 

MOC element 4
Quality measurement and 

improvement 



Health Risk Assessment



What is a Health Risk Assessment? 

• The Health Risk Assessment (HRA) is an important part of the member’s care 
coordination, helping us identify members with the most urgent needs.

• Within 90 days of enrollment, our care management team will conduct a telephonic 
HRA. HRAs are repeated within 365 days. 

• The HRA helps us collect information about the member’s medical, behavioral health, 
cognitive and functional needs. It also helps identify medical and behavioral health 
history. We use this information to create the member’s Individualized Care Plan 
(ICP). 
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The Health Risk Assessment (HRA)

Every D-SNP member is asked questions that address the following domains: 

• Medical

• Behavioral health and substance use

• Functional status

• Cognitive needs

• Long-term services and support (LTSS) needs *

• Social needs 

LTSS is not a covered service under D-SNP.
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The Health Risk Assessment (HRA)

What happens after the HRA is completed?

• Upon completion of the HRA, the member is assigned a member of 
the care management team

• The care management team member will lead the development of the 
Individualized Care Plan (ICP) in collaboration with the member and 
the Interdisciplinary Care Team (ICT). 
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Providers should remind members of the importance of the annual 
HRA, which is essential in the development of the ICP. 

However, providers are not responsible for completing an HRA for their 
D-SNP patients.

The provider’s role in the HRA

The provider’s role
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Individualized Care Plan (ICP)



What is an Individualized Care Plan (ICP)?

The ICP is a living document that changes as the member changes. 
ICPs are reviewed: 

• At least annually or more frequently based on the needs identified 
and interventions deemed urgent, routine and maintenance

• With significant change in member’s condition 

• With a hospitalization

• At the member’s request
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How is the ICP developed? 
An ICP is developed and maintained for each D-SNP member 

• Member centric document and tailored to member needs 

• Identifies problems, needs, strengths, goals, interventions (type and frequency), 
measurable outcomes and responsible personnel

• Accounts for member and caregiver’s goals, preferences and desired level of 
involvement in the ICP

• Captures important data and information including: 

– Results from the Health Risk Assessment (HRA)

– Lab results

– Pharmacy, emergency department and hospital claims data

– Input from the Interdisciplinary Care Team (ICT)

– Care manager interaction
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The provider’s role in the ICP 

Providers are responsible for collaborating with us in the development of the 
ICP. They are also responsible for maintaining the member’s ICP in their 
medical record. 

Providers are not responsible for completing an HRA for their D-SNP members 
but should remind them of the importance of the annual HRA, which is 
essential in the development of the ICP.

Providers are critical partners in achieving the goals of the ICP.

The provider’s role
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Interdisciplinary Care Team 

(ICT) 



What is an Interdisciplinary Care Team (ICT)?

Each PriorityMedicare® D-SNP member is 
managed by a care team. 

• The ICT is a member-centric process, 
where the member sits in the center

• Care managers keep the team updated 
with information involving the member’s 
care plan

• ICT participants are based on the 
member’s care needs

• The ICT meets formally, with smaller 
meetings occurring as needed
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Member

Care 
manager

Primary 
care 

provider

Specialists

PharmacyCaregiver

Social 
services

Home 
Health



population
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• Partner with the member to support 

their goals and needs

• Coordinate member care

• Identify problems and anticipate 

crises

• Educate members about their 

conditions and medications

• Coach members to use their 

Individualized Care Plan (ICP)

• Refer members to community 

resources

• Managing transitions by: 

• Identifying problems that could 

cause transitions

• Working to prevent unplanned 

transitions

• Coordinating Medicare and Medicaid 

benefits for members

• Identifying and assisting members with 

changes in their Medicaid eligibility 

ICT roles and responsibilities 

Roles Responsibilities 



Who are the core members of the ICT? 

36

Care Manager

Primary point of contact

The CM could be an RN, a social 
worker or a medical care 

coordinator (MCC) 

Primary Care Provider (PCP) 

Clinical leader of ICT

Caregiver & member

Participates in the initial 
development of and updating of 

the ICP



ICT: the provider’s role

• Engage members in their care, and provide access to urgent and routine care for the 
management of acute and chronic conditions

• Focus on each individual member’s special needs 

• Enhance communication between care managers, ICT members, members and 
caregivers

• Accept invitations to attend member’s ICT meetings

• Support the member’s plan of care

• Maintain copies of the ICP, ICT worksheets and/or transition of care notifications in 
the member’s medical record when received 
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The provider’s role 



Integration and care coordination



The central role of the care manager

We coordinate care for PriorityMedicare D-SNP members across the 
care continuum through a central contact: a Priority Health care 
manager (CM), a core member of the ICT. 

The CM functions as this central contact across all settings and 
providers to improve coordination of care between the member’s 
primary care provider (PCP) and other participants in the ICT.

All D-SNP members have a CM and a PCP.  
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Integration and care coordination
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High intensity
(Complex Care 
Management) 

Medium intensity
(Care Management)

Low intensity
(Health Management) 

Vulnerable - imminent risk (high intensity)
Significant care needs and instability in 
clinical and social situations that puts the 
member at immediate risk for 
institutionalization or increased morbidity.

CM assigned to members based on risk

How do we assign CMs?

We assign CMs based on the 
stratification group each 
member falls into. 

Stratification groups are 
based on criteria that is 
identified in the member’s 
HRA. 



Integration and care coordination
Care transitions are an important part of care coordination 

The CM manages the care transition to ensure seamless transitions between 
care settings and improve health outcomes for members by:

• Notifying the member’s PCP of care transitions

• Sharing the member’s ICP with their PCP, hospitalist, facility and/or 
caregivers and working with the ICT to support transitions

• Contacting the member prior to a planned transition to provide educational 
materials and answer questions related to the upcoming transition
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The care manager and care transitions 



Care transition plans  
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• Change in care setting

• Transition to another caregiver or no 

caregiver

• Transition to or from another health 

plan or health insurance coverage

• Acute hospital or behavioral health 

facility admission transitions

• Skilled Nursing Facility (SNF) transitions

• Home transitions/community providers 

• Insurance coverage changes 

• Care manager transitions 

When are care transition plans needed? Care transitions include:  



CM works to ensure smooth transitions 

• CMs partner closely with facilities, PCPs and specialty providers 
throughout discharge planning process to ensure a smooth 
transition with member receiving all needed supports

• Discharge plan developed with input from ICT including PCP, 
appropriate specialists, member and family/caregiver.

• CM will implement discharge plan including communication with all 
providers, confirm that the plan was executed and continue to 
follow member post discharge to ensure safe transition.
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MOC Element 3 
Provider network



Our provider network

• We have a robust provider network to 
support our D-SNP members. 

• Providers are an invaluable part of the ICT. 

• Together, we can collaborate with our 
provider partners for the benefit of D-SNP 
members. 
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Provider training and requirements 
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The provider’s role

New providers

• Training done by 
assigned performance 
specialist

• Customized to meet 
needs of 
provider/group

Annual and ongoing 
training

• Bimonthly webinars

• Recorded webinar 
videos

• Quarterly email 
newsletters

• Daily updates on 
website

• In person meetings

• Email campaigns

• Letters

Provider 
organizations in 

risk-based contracts

• Regularly scheduled 
meetings of the Joint 
Operating Committee 
(JOC)

• Joint governance 
structure

• Review progress

• Provide updates and 
training to maximize 
performance

Participation 
metrics tracked

• Provider attestations 
of training

• Webinar registrations 
and attendance

• Email views

• Attendance at in 
person training events



Provider’s role on the ICT and ICP

• Engage members in their care, and provide access to urgent and routine care for the 
management of acute and chronic conditions

• Focus on each individual member’s special needs 

• Enhance communication between care managers, ICT members, members and 
caregivers

• Accept invitations to attend member’s ICT meetings

• Support the member’s plan of care

• Maintain copies of the ICP, ICT worksheets and/or transition of care notifications in 
the member’s medical record when received 
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The provider’s role



MOC Element 4 
Quality 



Quality measurement and improvement
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Member centricity
Provider 

partnerships
Leadership 

collaboration

Evidence based
Measurable goals 

& outcomes
Positive 

incentives

Transparency
Variety in 

learning methods
Community 
Integration

Systemic 
approach

Our guiding principles
MOC element 1 

Description of the D-SNP 
population 

MOC element 2 
Care coordination 

MOC element 3 
Provider network 

MOC element 4
Quality measurement and 

improvement 



Our measurable goals

For our D-SNP plan, we have established measurable goals across 
several domains including: 

• Improving access including preventative care for adults 

• Improving care coordination including members with HRAs 
done and care plans completed 

• Improving care transitions including follow up care after 
hospitalizations

• Ensuring appropriate utilization including preventative care 

• Improving member experience 

The provider’s role 
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Expectations

We partner with providers in 
many ways to achieve these 
goals to improve member 
health. 



Measurable goals: HRA

• Conduct routine medical and behavioral health screenings to 
provide information necessary to inform the HRA 

• Engage with care managers conducting HRAs to provide insight 
into medical needs, health conditions, ongoing treatments, 
behavioral health and substance use, and other needs to which 
the provider has line of sight

The provider’s role 
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Measurable goals: ICT

• Act as the clinical lead of the ICT

• Participate in the ICT to manage transitions of care and to develop the ICP 

• Medication reconciliation and medication management with ICT and/or 

clinical pharmacist 

• Provide and/or integrate primary health, behavioral health, and specialty care 

as needed 

• Adopt strategies to prevent unnecessary hospitalizations and other higher 

levels of care 

The provider’s role 
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Measurable goals: ICP

• Review and approve the ICP and any future revisions 

• Collaborate with the care manager and behavioral health 
specialists for treatment plans for members with high needs 

The provider’s role 
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PriorityMedicare D-SNP 
supplemental benefits 



What are supplemental benefits?
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PriorityMedicareSM D-SNP (HMO) will provide supplemental benefits 
to its enrollees. 

Supplemental benefits are extra benefits that are available to 
Medicare Advantage enrollees. They are not covered under Medicare 
Part A and Part B. They are primarily health related. 



Supplemental benefits

• Over-the-counter allowance

• Routine vision

• Routine dental

• Routine hearing

• Fitness membership through 
SilverSneakers®

• Medication therapy management

• Diet and nutritional education

• Behavioral health services

• End-of-life support services

• In-home safety assessments

• Community-based services and  
partnerships
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Resources for providers



Resources for providers

Providers will be notified with every change to the member care plan.

• For highest risk members: via phone or face-to-face

• For moderate and lower risk members: via letter

• Future state : via the provider portal

Providers will contribute to the care plan via mail, phone,  and 
eventually the provider portal.
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Resources for providers

• Provider Manual

– priorityhealth.com/provider/manual

• Priority Health Provider Services department

– 800.942.4765

• Care Management department

– Providers who have members enrolled in our D-SNP plan will 
receive a letter from a designated care manager with direct 
contact information. 
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