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Overview of Presentation 

•  Background 
•  Overview of the CY 2012 SNP Model Of Care Approval 

Process 
•  Next Steps 
•  Contact Information 
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Statutory Basis 

The Affordable Care Act (ACA) requires that, starting in 
2012, all Special Needs Plans (SNPs) be approved by the 
National Committee on Quality Assurance (NCQA) based on 
standards developed by the Secretary.   
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Standards for SNP Approval 

•  April 2011 final rule (76 FR 21432 through 21577 )   
•  42 CFR §422.4, §422.101, and §422.152 
•  CMS established the SNP Model of Care (MOC) as the basis 

of NCQA’s approval of SNPs 
•  Important first step in ensuring that SNPs have in place a 

structure for care management processes and systems that 
will enable them to provide coordinated care for special needs 
individuals.  
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Standards for SNP Approval (cont.) 

•  Multi-year approval schedule: 
•  Incentives for SNPs to exceed our minimum passing score of 

70% 
•  Decreased burden for MAOs and CMS 

•  Benchmarks for approvals: 
•  Scores of 85% or greater received a 3-year approval 
•  Scores of 75-84% received a 2-year approval 
•  Scores of 70-74% received a 1-year approval 
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Overview	
  of	
  the	
  CY	
  2012	
  SNP	
  MOC	
  
Approval	
  	
  Process	
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Approval Process Implementation 

•  Implemented as part of the SNP application process: 
•  Leveraged an existing process 
•  Provided two opportunities for MAOs to cure MOCs (to include 

improving already passing scores) in parallel with MA 
application process 

 



10 

Implementation Challenges 

•  New process for all SNPs 
•  First time CMS has developed benchmarks for the Models of 

Care (MOC) and reviewed and scored them on specified 
standards 

•  Timing of the regulatory process 
•  Regulations and specific standards for approval not released 

until after the first submission 
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Technical Assistance  

•  Throughout the approval process, CMS and NCQA hosted: 
•  4 Initial Review TA calls 
•  2 Cure 1 TA Calls 
•  1 Cure 2 TA Call 

•  Many one-on-one TA calls with individual MAOs 
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Technical Assistance (cont.) 

•  TA calls provided: 
•  Comprehensive and detailed overview of each clinical and 

non-clinical element of the MOC  
•  Guidance for improving submissions 

•  TA was critical to the success of this process and, ultimately, 
a best practice 
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Overall Results 

•  No SNPs were non-renewed as a result of the MOC review 
and approval process 

•  Most plans received multi-year approvals 
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Public Posting of Results & Marketing 

•  CY 2012 SNP MOC approval information was 
available on our SNP webpage in mid-September 
2011 

•  CMS has developed marketing guidance on 
permitted disclosures of plan information regarding 
NCQA SNP approval to current and prospective 
beneficiaries 
•  For detailed information, see the August 26, 2011 

“Posting of NCQA SNP Approval Information and 
Guidance on Permitted Disclosure of this Information” 
HPMS memo 
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 NEXT	
  STEPS	
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Taking Stock of 2012 

•  “Lessons learned” session with the industry this fall 
•  Identification of “best practices” 
•  Review of MOC implementation for a sample of plans 

in 2012 
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Looking Forward to 2013 

•  CMS will release guidance for the CY 2013 MOC approval 
process this fall 
•  Standards for approval of MOC 
•  Applicable only to new applicants, service area expansions, 

and one-year approvals 
•  MOC reviews will occur during the MA application cycle 
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Contact Information 

Questions? 
Carolyn Mill 

 303-844-3522 
     carolyn.mill@cms.hhs.gov 
Don Marik 

  303-844-2646 
     donald.marik@cms.hhs.gov 
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SNP Best Practice 

HealthSpring Inc. 
Cheree Petty, Director of Medicare 

 
•  Interdisciplinary Care 
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Clinical Integration 

•  Interdisciplinary Care Team 
•  Provides the foundation for communication with the 

member, the provider and health plan resources to support 
clinical integration 

•  Community Based Interventions to meet the unique needs 
of the SNP members 
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Clinical Integration 

Early	
  
Assessment	
  /	
  
IdenJficaJon	
  
• HRA	
  
• Predic,ve	
  
Modeling	
  

• 360	
  Exam	
  
• HEDIS	
  Gaps	
  in	
  
Care	
  

Care	
  
TransiJons	
  
• Interdisciplinary	
  
Care	
  Team	
  

• CTC	
  
• On-­‐site	
  Nurse	
  
Support	
  

Complex	
  Case	
  
Management	
  
• Long	
  Term	
  and	
  
Episodic	
  Case	
  
Management	
  

• Special	
  
Programs	
  
• CHF	
  Clinics	
  
• Respiratory	
  
program	
  

Community	
  
Resource	
  
Unit	
  
• Medica,ons	
  
• Meals	
  
• U,li,es	
  
• Transporta,on	
  
• Legal	
  
• Community	
  
Services	
  

• Taxes	
  

Point	
  of	
  Care	
  
Delivery	
  
System	
  
• LWHC	
  
• ACC	
  
• LWP	
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D-SNP Best Practice 

Colorado Access 
Julia Hutchins  

Executive Director, Medicare 
 

•  Training of customer service/care management staff 
•  Program interface with Medicaid 
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D-SNP Best Practice 

Denver Health Medical Plan 
Mary Pinkney, Director 

Quality Improvement/Accreditation 
 
 

•  Diabetes registry  
•  Additional initiatives  
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D-SNP Best Practice 

Denver Health Medical Plan (DHMP)  
Mary Pinkney, RN 
Director of Quality Improvement/

Accreditation 
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DHMP Diabetes Data 

Diabetes registry available in all ambulatory primary 
care clinics 
 
Generates a report card for each patient--refer to 
pages 5-6 for English and Spanish versions 
 
Refer to page 7 for a screen print of the diabetes 
registry 
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DHMP Diabetes Data 

QI tracks and trends data 
 
Share data with Medical Management Committee and the 
Diabetes work group  
 
Conduct interventions in collaboration with the clinics 
 
Partner with diabetes work group to improve diabetes 
measures--encourage LDL screening with A1C screening 
even if patient not fasting 



27 

DHMP	
  Diabetes	
  HEDIS:	
  
	
  3	
  Year	
  Trends	
  

2011 
SAMPLE 

SIZE
2009  MCR 

ADV
2010 MCR 

ADV
2011 MCR 

ADV
MCR 

percentile

2011 HEDIS       
90th 

percentile 
MCR ADV

HbA1c Testing 411 93.92% 94.29% 92.46%
Above 
50th% 95.60%

**Poor HbA1c Control >9.0% 411 24.33% 18.25% 25.55%
Above 
25th% 10.70%

LDL Screening 411 84.43% 86.13% 81.27%
Below 
50th% 94.90%

LDL <100 411 64.96% 66.91% 60.10%
Above 
50th% 72.40%

Blood Pressure <130/80          
(changed to 140/80 in 2011) 411 48.91% 50.61% new new

Blood Pressure <140/90 411 72.02% 71.29% 71.78%
Above 
75th% 74.20%

Eye Exam 411 58.39% 57.91% 61.56%
Below 
50th% 82.10%

Monitoring for Diabetic 
Nephropathy 411 91.24% 91.97% 94.40%

Above 
90th% 93.60%

**Lower rate=better performance so 10th percentile is a better performing level than 90th percentile

Comprehensive Diabetes Screening (18-75 y/o)
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Diabetes	
  Registry	
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Diabetes Work Group 

Monthly meetings of diabetes champions from the clinics, 
DHMP, Registry, and Research areas 
 
Review article of the month 
 
Discuss QI Initiatives in the clinics 
 
Various models of outreach activities utilizing MDs, RNs, 
navigators 
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DHMP Challenges: Diabetes 

Clinics: patient outreach approaches not standardized 
 
Patient “report Card” distribution not standardized 
 
Involving patients in focus groups to obtain feedback on 
what they would like to see on report card-currently too 
much data 
 
Collaborate with practitioners to improve outcomes 



33 

Q	
  &	
  A	
  	
  


