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OBJECTIVES

At the end of this course you should be able to:
Describe the Medicare model of care
Explain the requirements of the Medicare model of care

Explain who the interdisciplinary care team (ICT) members are & their roles
in the development of the individualized care plan (ICP)

Describe the role of the care manager & provider in the transition of care
(TOC)

Describe food programs & other benefits for Medicare members
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BACKGROUND _((,Medfcare

Why do we provide this training?

The Centers for Medicare & Medicaid Services (CMS) requires all contracted medical providers and staff, who
provide services to our Special Needs Population, to receive Model of Care training.

What are SNPs?
A SNP is a Medicare Advantage coordinated care plan that is limited to individuals with special needs and is
specifically designed to provide targeted care to plan members.
 D-SNP members are individuals who are dually eligible for Managed Medicare and have Medicaid
* Both the Medicare Advantage and Medicaid Advantage Plans are D-SNPs
This training covers both our MetroPlusHealth Advantage Plan and our MetroPlus UltraCare Plan.

What is a Model of Care?

Every SNP must have a Model of Care (MOC) approved by CMS. The MOC provides the basic framework
under which the Plan will meet the needs of its enrollees. The MOC is a vital quality improvement tool and

integral component for ensuring that the unique needs of each enrollee are identified by the SNP and addressed
through the plan’s care management practices.
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SPECIAL NEEDS PLAN

A Special Needs Plan (SNP) is for individuals who are dually eligible for Medicare
and Medicaid.
Full duals: Individuals who have Medicare benefits and receive full Medicaid
benefits.

Partial duals: Individuals who have full Medicare benefits but do not qualify for
full Medicaid because of their income. These individuals are eligible for Medicare
Advantage but not integrated plans like Medicaid Advantage Plus Plan

(UltraCare).

v MetroPlusHealth



CARE MANAGEMENT SERVICES FOR MEDICARE
MEMBERS

v MetroPlusHealth

MetroPlusHealth Care Management coordinates services to meet the
medical, behavioral, psychosocial, and functional needs of the dual
eligible members.

MetroPlusHealth care managers are either registered nurses or social
workers

Medicare Advantage and UltraCare (MAP) members are assigned a
care manager

« For MAP, the care manager is always a registered nurse

Members are assessed using the Health Risk Assessment (HRA) for
Medicare Advantage and the Uniform Assessment System (UAS-NY)
for UltraCare members

Following the assessment, an Individualized Care Plan (ICP) is
developed with participation of the member, care manager, PCP,
behavioral health provider, and others as needed



WHO ARE THE INTERDISCIPLINARY CARE TEAM (ICT)
MEMBERS?

The ICT functions as a multidisciplinary team to support the
member and to improve the members’ health conditions. The
member is the central focus of the team.

The purpose of the ICT is to:
= Assist the member with care coordination

= Assist the member with managing transitions of care after
an acute care admission; or discharge from rehab facility,
skilled nursing facility, and from home care services

= Mediate identified barriers to care

= Facilitate and coordinate the course of treatment
prescribed by the PCP, specialist or behavioral health
provider

While the core members of the ICT are the member, care
manager, PCP, and behavioral health provider (as applicable),
other members such as a pharmacist, physical therapist,
specialist, etc. can participate as needed.
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WHAT IS A PLAN OF CARE (POC)?

A plan of care (POC) identifies member-specific goals that address the member’s needs.

The Individualized Care Plan (ICP) addresses the following:
Short- and long-term goals
Issues identified in the annual assessment
Gaps in care
Medication reconciliation/review
Educational needs

For MAP, the Individualized Care Plan considers other elements such as residential setting
and supports.

The Individualized Care Plans are shared with the member and the provider.
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HEALTH RISK ASSESSMENT (HRA)

The Health Risk Assessment (HRA) is an objective tool used to collect information
on a beneficiary’s health status, health risk factors, social determinants of health,

and functions of daily living

Social determinants of health questions relate to food insecurity, transportation,
homelessness, and utilities

The HRA is conducted upon enroliment and annually.
For MAP, the HRA is the Uniform Assessment System of NY (UAS-NY).
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Presenter Notes
Presentation Notes
The health risk assessment is an objective tool used to collect information on a beneficiary’s health status, health risk factors, social determinants of health, and functions of daily living.

Social determinants of health questions relate to food insecurity, transportation, homelessness, and utilities

A health risk assessment is conducted upon enrollment and annually.

For a Medicare Advantage Plan, the health risk assessment is the Uniform Assessment System of NY.



HEALTH RISK ASSESSMENT

Includes questions about:
Preferred language
Appointments
Transportation
Public assistance
Need for support with activities of daily living
Pain
Chronic conditions

Medications
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METROPLUSHEALTH
MEMBER ANNUA
HEALTH ASSESSMENT
FORM | .
TELLUS HOW ,

Y YOU'RE DOING.

' N

PLEASE COMPLETE IN FULL AND MAIL BACK TO US AT:
MetroPlus Health Plan + 50 Water Street, 7th Floor + New York, NY 10004

First, Last Name: Member |D&:
Mailing Address:
Phone: Date of Birth: Haight: fit. in. Weaight: Ibs.

Preferred Language: 3 English O Spanish O Chinese O Crecle O Urdu O Bengali Q Other:
Race: OWhite QAmerican Indian QAlaskan Native QAsian QBlack / African American
3 Native Hawaiian / Pacific Islander O Two or Maore Races O Othar: O Decling to answar

Ethnicity: O Hispanic or Latino @ Mon Hispanic or Latino QO Decline to answer

In general, would you say that your health is: O Excallent O Good O Fair O Poor

Would you like us to call you to help you with any urgent health problem? O Yes 0O Mo

Do you have a doctor you see regularly? OQYes O No
If Yes, has your doctor advised you to start, increase, or maintain some level of exercise or physical
activity? (for example, start taking the stairs, increase walking from 10 to 20 minutes every day or to
maintain your current exercise program)? O Yss O No

Do you have any of the following? O Diabetes O Heart problems O High bleod pressurs O Cancer
2 Breathing problems (asthma or COPD) QO Memery problems O Hearing preblams O Vision problams
3 Mental ¥ emotional problems O Urinary Incentinence 3 HIV - Q Drug or alcohel problems
3 Cther medical problems:

How many different medicines do youtake a day? O Nonse QO1-3 Q47 Q8 ormore

Do you need help with your basic activities [such as getting dressed, taking a bath, eating,

getting in / out of a chair}? Q1'm able to do this without help O | nead halp, and get the halp | need
3 | nead help, and do not get the help | nesd
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TRANSITION OF CARE (TOC)

Upon admission to a hospital, the member’s current ICP is sent to the admitting

facility and an admission and discharge notification letter is faxed or emailed to the
provider

Upon discharge from the hospital, a care manager will reach out to the member to:
Conduct a transition of care (TOC) assessment
Ensure the member’s discharge plan is in effect
Develop a new ICP
Send the new ICP to the provider of record for feedback, if needed

Contact the member weekly for up to 30 days
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YOUR ROLE AS A
PROVIDER

Ensure the admission and discharge
notifications, as well as the discharge
summaries are uploaded into your EMRs
within 72 hours of admission and
discharge.

See your patients for their annual wellness
visit
Schedule an appointment within 7 days of

discharge from a hospital, rehabilitation or
skilled nursing facility

Review medications with your patient

Review the member’s individualized care
plan (ICP) and submit feedback where
applicable

Contact us at
healthpromotion@metroplus.org
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RESOURCES

Contact the MetroPlusHealth Care Management Department for assistance with
care coordination.

 Email: healthpromotion@metroplus.org
* Phone: 212.908.8445

« Additional information is available on the Provider website, in the Provider
Newsletters, and the Provider Manual.

You are our partner in caring for our members!

v MetroPlusHealth
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mailto:healthpromotion@metroplus.org
https://metroplus.org/providers/provider-resources/forms-manuals-policies/
https://metroplus.org/providers/provider-resources/news/provider-newsletters/
https://metroplus.org/providers/provider-resources/news/provider-newsletters/
https://metroplus.org/wp-content/uploads/2024/08/PRV-24.075_MPH_2024-Provider-Manual_FINAL_081224.pdf

Social
Determinants of

Health (SDoH)
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SOCIAL DETERMINANTS OF HEALTH

Social determinants of health (SDoH) are the conditions in the
environments where people are born, live, learn, work, play,
worship, and age that affect a wide range of health, functioning,
and quality-of-life outcomes and risks. For example:

= Safe housing and reliable transportation

= Exposure to racism, discrimination, and violence

= Access to quality education, job opportunities, and income

= Access to nutritious foods and physical activity opportunities

= Exposure to polluted air and water

» Language and literacy skills

MetroPlusHealth has programs to address SDoH:
= Housing, food, and transportation

= Staff can link members to community-based organizations (CBOs)
and services through FindHelp

Source: https://health.qgov/healthypeople/priority-areas/social-determinants-health

v MetroPlusHealth
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https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health

WHAT WE KNOW

In 2024, the top member health-related social needs among Medicare members
were:

Food insecurity (27%) Poor housing quality (9%) Transportation (8%)

A total of 14,694 members in all lines of business were in Department of Homeless
Services (DHS) shelters during 2023
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FINDHELP

FindHelp is an online community resource referral platform that immediately allows
staff to provide members with community resources within their ZIP code.

Staff can use FindHelp to assist members in finding food pantries, community
organizations that can assist with SNAP/WIC applications or provide diapers,

birthing classes, etc.

r s, medical care, and other free or reduced-cost help HEALTH
HOSPITALS

v MetroPlusHealth
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FIND HELP SEARCH DATA

* Find Help is an online platform designed to connect members to resources in their community.

e Care Managers and support staff can send information to members and complete closed loop referrals to
participating community-based organizations (CBOs).

* There were 9,971 searches between 01/01/2024 — 12/31/2024.

e 2024: FindHelp updated training provided to staff. To be available as self-paced module.

TOP 6 MOST REFERRED TO PROGRAMS
*  Amazon (Discount on Amazon Prime)

* Lasagna Love (Prepared Meal

Delivery)
* My Housing Search (Housing Locator
Call center)
v MetroPlusHealth

mRelief (Food Stamp Assistance)

Dollar For (Medical Debt and Hospital
Bill Financial Assistance)

NYS Office of Temporary and
Disability Assistance

Top Search Term YTD

2.148%: Lagal

2.9%: Wark

7.009%: Education

5.949%: Health

2.01%: Transit—"

£.511%: Goods—"

26.917%: Housing

*Data as of 12/31/2024




Food programs for
Medicare members
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FOOD PROGRAMS WE OFFER

InComm Flex Card: Medicare Advantage and

UltraCare members receive $475/quarterly worth =

of Flex Card benefit that can be used to purchase
groceries, over the counter items, and pay for
utilities

Nutritional/Dietary counseling benefit: 6 visits
per year with a registered dietician

Discharge Medically Tailored Meals

(Discharge MTM): Partnership with God’s Love
We Deliver (see next slide)

v MetroPlusHealth
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DISCHARGE MEDICALLY TAILORED MEALS

Overview of benefit: Members receive 10 days worth of pre-made nutritious meals post hospital
discharge (20 meals total, lunch and dinner)

Qualifying plans: MetroPlusHealth Medicare Advantage and UltraCare
Qualifying condition: Chronic disease

Eligibility requirements
Discharged from the hospital within the last 30 days

Additional screening criteria: refrigerator to store meals, stove or microwave to heat meals

Members are required to choose one of the following pre-made options: standard, dialysis, or
vegetarian

*Contact us at foodprograms@metroplus.org

v MetroPlusHealth
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Non-emergency
transportation
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NON-EMERGENCY In 2025, our Medicare plans offer 48 one-way trips

for non-emergency transportation for plan-approved
TRANSPORTATION health-related locations
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Attestation
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2025 MODEL OF CARE ATTESTATION

Please click the link below to fill out and submit to attest that you
have completed the 2025 Model of Care Training.

Provider/Group - Training Information
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https://east-webbhtrainingintake-prod.dmzeast.azure.metroplus.org/MOC
https://east-webbhtrainingintake-prod.dmzeast.azure.metroplus.org/MOC
https://east-webbhtrainingintake-prod.dmzeast.azure.metroplus.org/MOC

Thank you!
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