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Thank you for taking time to review the training material on the HealthTeam
Advantage Chronic Special Needs Plan Model of Care. The goals of the training are to 
explain the differences between a Special Needs Plan and standard Medicare 
Advantage and how Special Needs Plans tailor additional services and benefits to 
Medicare beneficiaries who are considered more vulnerable. This training will include 
information of how beneficiaries qualify for a Special Needs Plan,  what a Special 
Needs Plan Model of Care encompasses, and details the critical importance of care 
coordination for a Special Needs Plan member through the development of an 
individual care plan and the interdisciplinary care team. In 2021, HTA CSNP members 
will have some additional benefits that will help them get the care they need to 
successfully manage their conditions. Most importantly, the Senor Savings Program 
which is designed to offer insulin at an affordable and predictable cost.
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HealthTeam Advantage is 100% owned by Cone health. It was launched as a new 
Medicare Advantage insurance plan in 2016, initially serving beneficiaries in Guilford, 
Alamance, Randolph, and Rockingham counties. Initial enrollment was a little more 
than 6,000 lives. It has subsequently expanded to 13 counties in North Carolina and 
provides Medicare Advantage coverage to more than 16,000 beneficiaries. The HMO 
CSNP plan was a new offering in 2020 to provide additional coverage options for 
members with special needs. In 2021, it will remain available only to residents of 
Guilford County with expansion to other counties being considered for 2022.
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When a person qualifies for Medicare, they have several choices. They may remain in 
the traditional Medicare program or they can choose a Medicare Advantage plan. In 
addition to these choices, Medicare beneficiaries with certain qualified conditions or 
qualifying situations may be able to enroll within a Medicare Advantage Special 
Needs Plan. CMS has approved three types of Special Needs Plans. The first is 
designed for beneficiaries who have dual eligibility for both Medicare and Medicaid. 
The second type is designed for beneficiaries with certain chronic or disabling 
conditions. Finally, Institutional Special Needs Plans enroll beneficiaries who reside in 
institutions or are nursing-home certified. 
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In general, Special Needs Plans have limited enrollment as potential members must 
have a qualified condition. Most Special Needs Plan beneficiaries have multiple 
comorbid conditions and are more challenging, complicated, and costly to manage. 
Special Needs Plan benefits are generally customized to better meet the needs of the 
select population. For each of the Special Needs Plans, a comprehensive Model of 
Care that provides a detailed roadmap for the care management, policies, and clinical 
operations must be developed. 
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When Chronic Special Needs Plans were originally developed, a panel was tasked 
with creating a list of eligible conditions. This ranges from issues with alcohol and 
drug dependence all the way through neurologic disorders. Most commonly, Chronic 
Special Needs Plans focus on diabetes mellitus and heart conditions.
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Given the integration HealthTeam Advantage enjoys with a successful ACO (THN) and 
a strong health system, HTA leadership felt the plan was well positioned to offer the 
expanded comprehensive services needed for a special needs population. Analysis of 
the existing HTA population indicated a strong need for additional services to manage 
diabetes and heart failure. Given the increased resources required to manage these 
more venerable members, enrollment was limited to a single county (Guilford) with 
plans to expand as we gain experience. The HTA Diabetes & Heart Care HMO CSNP 
was first offered January 1st, 2020.

Eligibility for a Chronic Special Needs Plans requires first and foremost that potential 
members be entitled to Medicare benefits. The members will also need to attest that 
they have diabetes, congestive heart failure, or both conditions at the time of their 
enrollment. Members will only be eligible if they reside in Guilford County. A simple 
chronic condition verification form will need to be completed by their identified PCP 
to remain enrolled within the CSNP.
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For potential members with diabetes and/or heart failure, a Special Needs Plan 
provides an opportunity to have insurance coverage designed around their chronic 
condition. Each member has an assigned care manager who develops an 
individualized care plan. That care plan is built around national guidelines for the 
management of diabetes and heart failure but also considers an individual’s unique 
situation and personal health goals. The benefits are designed to make it easier and 
more affordable to obtain needed services. There are $0 copays for key specialty 
visits in addition to the $0 copays for primary care appointments. The medication 
formulary is tailored specifically to improve affordability and therefore compliance 
with the medication necessary to improve diabetic control and stabilize heart failure. 
The Part D Senior Savings Model allows participating Part D plans to offer a broad set 
of formulary insulins at a maximum $35 copayment per month’s supply, throughout 
the deductible, initial coverage, and coverage gap phases of their Part D drug 
coverage. This means that starting in January 2021, participating Part D plans will 
offer enrollees predictable, stable copayments for insulin, helping enrollees save 
money on their drug costs 

These plans are designed to partner with Medicare beneficiaries to better manage 
their chronic conditions, improve their outcomes as well as their experience of care.
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There is evidence that Special Needs Plans can provide beneficiaries with improved 
outcomes for their chronic conditions. For example, one study by Avalere 
demonstrated that Medicare beneficiaries with diabetes who were enrolled in a CSNP 
were significantly more likely to have appropriate testing and improved compliance 
and less likely to have hospital admissions and/or readmissions compared to similar 
diabetic members in traditional Medicare Advantage plans. 
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Special Needs Plans are required to conduct initial and then annual Model of Care 
training for both in-network and out-of-network providers who see CSNP members 
on a routine basis. The plan is required to document evidence that the organization 
makes Model of Care trainings available to these providers and performs outreach 
when necessary to encourage their completion of this training.
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What really differentiates a Special Needs Plan from a traditional Medicare Advantage 
plan is the Model of Care. The Model of Care provides the road map for promoting 
quality care management as well as the policies and procedures that will be deployed 
to deliver on the unique needs of enrollees. CMS considers the Model of Care to be a 
vital quality improvement tool and an integral component for ensuring that the 
unique needs of each member are identified and addressed. The Model of Care has 
approximately 75 sections divided into four major elements.
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The first element of the Model of Care requires that a plan uses analytic, utilization, 
and cost data to understand the intended population so the most needy and 
vulnerable members can be identified. The expectation is that the cohort population 
is evaluated not only for its medical requirements but also social economic needs as 
well as potential barriers to receiving needed care and services. We analyzed our 
current Guilford County membership who have diabetes and/or heart failure to 
access not only their medical status but utilization patterns, social factors, cognitive 
challenges, and medical comorbidities to understand the most vulnerable sub-groups 
that require the most comprehensive care management and ancillary services.
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The second element of the Model of Care focuses on care coordination. This requires 
a very detailed description of how the health plan will coordinate the healthcare 
needs and preferences of the member and share that information with the 
interdisciplinary care team (IDT). This element includes descriptions of the health risk 
assessment tool (HRAT), development of the individualized care plan (ICP), and 
membership of the interdisciplinary care team (IDT).

This element also includes how information will be shared during the care transitions 
or with other significant changes in the individual care plan.
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HTA member’s special needs assessment and care coordination development begins 
with a comprehensive health risk assessment tool. It is a CMS requirement that each 
member enrolled in a Special Needs Plan completes a health risk assessment that 
addresses not only their medical status but also helps determine social economic 
needs, barriers to getting care, impediments to activities of daily living, as well as self-
reported concerns, and personalized health goals.
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This slide shows some sample questions from the HealthTeam Advantage health risk 
assessment tool. The assessment is available to members online or in print. 
Assistance is available for members who have difficulty completing the form either 
through the member’s personal HealthTeam Advantage Healthcare Concierge or their 
assigned THN Care Manager.
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Responses from the health risk assessment, along with any available utilization data, 
is then used to risk stratify each member into a low-risk, medium-risk, or a high-risk 
cohort. The high-risk group represents our most vulnerable membership.

16



Stratification of the CSNP membership is done using a variety of data elements 
including member responses to the health risk assessment, utilization data (if 
available), and a chronic condition points system.
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Each unique member of the HTA CSNP will have their own Individual Care Plan (ICP) 
developed by their assigned Care Manager with input from the interdisciplinary care 
team as needed. This is created from the HRAT responses along with prior utilization 
data. Important components will include the member’s own self-stated management 
goals and health objectives. The ICPs will include disease specific goals based on 
approved national guidelines. Care plans are reviewed and updated on a regular 
schedule based on the member’s risk level. Additional reviews and updates are 
performed as needed during care transitions or based on IDT discussions.
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An example diabetes care plan for a low-risk member.
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Member outreach and education efforts are a large component of the ICPs. These are 
some examples:

Left: Heart failure zone guide

Right: Personal checklist to track needed care
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The member and their caregiver(s) are at the center of the Interdisciplinary Care 
Team (IDT) with their participation being encouraged through self-help strategies and 
personal health goals established at the time of the HRA. The member’s primary care 
provider (PCP) is the IDT member who ultimately determines which services the 
member will receive and should drive clinical decision making. The member’s care 
manager acts as the coordinator of services and is the single point of contact for all 
IDT members involved in the member’s care. The other IDT members contribute to 
care planning and utilization as the members care needs change over time. Additional 
members may include: specialty physicians, pharmacist, nutritionist, personal health 
plan concierge, or social worker.
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The third element of the Model of Care centers around the provider network. CMS 
requires that Special Needs Plans demonstrate that the provider network has 
specialized clinical expertise necessary to deliver the needed care to beneficiaries and 
processes are in places to oversee that the providers have appropriate credentialing 
and active licenses.
Provider responsibilities include:

Accepting invitations to participate in member’s IDT meetings 
whenever possible

Provide feedback to THN care managers on the ICP
Maintaining copies of the ICP and transition of care notifications in the 

member’s medical record when received
Collaborating and actively communicating with THN care managers 

assigned to the CSNP membership
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HTA has adopted several nationally accepted guidelines for management of members 
with diabetes and or heart failure. These guidelines have been vetted by local experts 
as well as the HTA medical management committee. HTA is expected to monitor 
performance in the use of these guidelines and to have policies and procedures in 
place to adjust, modify, or alter these guidelines when they are not appropriate for 
specific vulnerable members
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HTA employs a comprehensive quality performance and improvement plan. This plan 
ensures that HTA can monitor and evaluate the effectiveness of the MOC program 
and make necessary changes to meet and exceed stated goals. This is accomplished 
in collaboration with its provider network. 
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These are some of the processes and outcomes HTA measures, appraises, and reports 
that help gauge the effectiveness of the MOC objectives. These results are shared 
with leadership as well as representatives of the local medical community through 
the HTA Medical Management and Quality Committee.
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The final sections of the MOC describe how HTA communicates its quality 
improvement plan and performance to various stakeholders. 
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In summary, The CMS MOC and MOC guidelines require that HTA and its provider 
network work together for the benefit of our special needs members. This is done 
through:

• Enhanced communication with members, HTA, and the providers 
• Interdisciplinary approach to meeting medical as well as social needs 
• Comprehensive coordinated care across the entire care journey
• Consideration for an individual member’s care plan preferences and 
    self-care goals
• Strategic quality improvement plan with monitoring and adjustments as 
    needed to maximize effectiveness

If you have concerns or comments, please reach out to HealthTeam Advantage.
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Thank you for taking care of our members and for participating in this MOC 
training! 

Please complete the attestation form located at: https://
healthteamadvantage.com/providers/required-annual-model-of-care-
training-for-csnp-providers/attestation/
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