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Welcome
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We enroll all eligible individuals — regardless of 
mental or physical condition, health status, claims 
history, genetic information, medical history, 
disability, age, sex, sexual orientation, marital status, 
race, ethnicity, religion or political beliefs.

We recognize Special Needs Plan members may 
experience multiple chronic health concerns, 
economic instability and other social factors which 
negatively impact quality of life and health outcomes.  

Samaritan Health Plans is dedicated to achieving the 
best possible health outcomes for members of our 
Medicare Advantage Special Needs Plan (SNP).
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Thank you,
Samaritan Health Plans 

Samaritan Health Plans — alongside our extensive 
network of providers and community partners — is 
here to support your valuable work with our Special 
Needs Plan Model of Care.

As a provider to this vulnerable population, your role is 
both central and critical to impacting positive health 
outcomes. 

The time, support and care you provide for some of 
the most vulnerable members of our community is 
appreciated. 



About This Training
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Providers offering services to members of Medicare Special Needs Plan are 
required to receive annual basic training on the Model of Care. [42 CFR 
422.101 (f)(2)(ii)].



Learning Objectives
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This training examines the four elements of a Medicare SNP MOC as they pertain 
to Samaritan Health Plans’ Medicare Advantage Special Needs Plan. During this 
training, you will leave with an understanding of: 

• Service area demographics, chronic conditions and barriers to care 
faced by our SNP members.

• How care coordination is achieved between providers and Samaritan 
Health Plans and our care management team.

• Clinical care guidelines and how SHP determines and shares quality 
and performance improvements.

• Additional resources and programs to support members. 



Part 1: 
Understanding 
Our SNP 
Members



Who Are Our SNP Members
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Samaritan Advantage Special Needs Plan is a D-SNP HMO open to eligible 
individuals in Benton, Lincoln and Linn counties. 

Members must meet “means tested eligibility 
requirements” for the Oregon Health Plan 
(Medicaid) and be enrolled in Medicare Part A 
and Part B due to age and/or disability. 

SNP members thus represent one of the most 
economically disadvantaged and medically 
vulnerable groups in our tri-county service 
area.



Who Are Our SNP Members — Continued
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In 2021 our Special Needs Plan served approximately 1,534 individuals.

Approximately 
60% identify as 
women.

59.9%

40.1% Female

Male

24.2%

20.1%

54.0%

1.7%

Benton

Lincoln

Linn

Other

SNP Members by  
county

Number of SNP Members 
by age group



Who Are Our SNP Members — Continued
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While SNP members may predominantly speak English and be classified 
as Caucasian, providing culturally and linguistically appropriate services 
is essential.
Cultural and Linguistically Appropriate Services (CLAS) are respectful of
and responsive to an individual’s culture and communication needs. For 
assistance understanding how to better implement CLAS in your practice, 
please contact a Samaritan Health Plans’ Provider Services representative.

Race or Ethnicity Count
White 735
Black/African American 8

Hispanic or Latinx 31

Other 33
Unknown 711



Who Are Our SNP Members — Continued
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In 2021, SHP completed a claims data study to determine the prevalence of chronic 
conditions among our Special Needs Population. 

Top Ten Chronic Conditions
Depressive disorder

Anxiety disorders

Hypertension

Diabetes

Hyperlipidemia

Chronic Kidney Disease

Fibromyalgia, chronic pain and fatigue

Bipolar Disorder

Acquired hypothyroidism

RA/OA (Rheumatoid Arthritis/Osteoarthritis)

Approximately 86.8 % of SNP members 
were identified as having a Chronic 
Condition that impacts them mentally, 
physically or behaviorally.

% of Pop
33.8

28.8

27.4

23.7

17

16.2

14.5

14.0

12.7

14



Who Are Our SNP Members — Continued
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Behavioral health conditions are a growing concern for our members. 

Behavior Health Conditions % of Pop

Depressive disorder 33

Anxiety disorders 25

Bipolar disorder 13

Schizophrenia and other psychotic disorders 9

Drug use disorders 9

Personality disorders 5

Alcohol use disorder 5

Learning disabilities, ADHD, conduct disorders 
and hyperkinetic syndrome 3

53% of our SNP members experience a 
behavioral health condition. Of these 
members, 51% are over age 65. 

Members’ ability to accomplish goals, 
maintain behaviors, and adhere to care 
plans may be impaired by depression and 
anxiety disorders.

In addition to causing reduced social 
engagement, depression may exacerbate 
other health conditions and cause 
increased pain. In turn these factors may 
affect the member’s quality of life and 
precise care they are given.



Challenges
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In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity



Challenges — Continued
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Social support is the perception and actuality of available assistance — be that emotional, 
informational, tangible or intangible. Social support is particularly important to aging and rural 
populations: aging individuals are more likely to live alone, while geography can be an isolating 
factor which limits the number of possible daily interactions. 

In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity



Challenges — Continued
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Economic circumstance: To qualify for Medicaid benefits, an individual’s means-tested income and 
assets must already be near or below the federal poverty line. Approximately 50% of our SNP 
members have a fixed income from Social Security Disability. In either case, the member’s economic 
circumstance limits opportunity and may be a source of significant anxiety.  

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity

In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 



Challenges — Continued
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Educational attainment has a direct and measurable impact on behavior, socialization, economic 
security and health literacy. Low health literacy may lead to difficulty comprehending diagnoses, 
complicating adherence to a pharmaceutical regimen or treatment plan. SNP literature is drafted for a 
sixth grade reading level in order to make detailed information as accessible as possible.

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity

In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 



Challenges — Continued
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Transportation presents a number of concerns, particularly for rural members without access to 
public transportation networks. While some members may not be able to operate a vehicle due to 
medical conditions, others find the costs to maintain a private vehicle prohibitive. Transportation 
challenges are not only barriers to provider visits - they also impact food security, 
socialization, and overall quality of life.

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity

In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 



Challenges — Continued
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Housing: Our service area — and Oregon itself — is in the midst of an ongoing housing crisis. For 
low-income individuals or those with accessibility needs, access to affordable housing can be 
daunting. In addition, subsidized housing is limited and often subject to years on a wait listing. SHP 
prioritizes outreach to individuals who indicate housing insecurity on their initial risk assessment.

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity

In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 



Challenges — Continued
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Food insecurity is the state of being without reliable access to a sufficient quantity of affordable, 
nutritious food. In 2019, one in six Oregonians were considered food insecure. For SNP members —
even those with SNAP benefits — access to affordable, nutritious food may be limited by location, 
transportation, knowledge or disability status. Food insecurity correlates with increased risk for 
chronic disease and hospitalization in aging populations. 

Social support Economics Educational 
attainment

Transportation Housing Food 
insecurity

In addition to chronic health conditions, our SNP members may experience additional 
challenges which impact overall health. 



Part 2: 
Care 
Coordination



Care Coordination — Continued
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Samaritan Health Plan (SHP) Care Coordination supports both member and provider 
with essential care management services such as health assessments, individualized care 
plans, health coaching, appointment reminders, transportation assistance and 
coordination for transitions of care. 

Care managers reinforce provider recommendations and seek to motivate care plan 
adherence through targeted interventions which develop healthy habits while mitigating 
behavioral and social barriers to self-care. 

Care managers are matched to member needs by the Health Risk Assessment and may be 
licensed RNs, clinical social workers, qualified mental health professionals or  
community health workers.



Care Coordination — Continued
21

In most cases, care managers will reach out to providers upon member assignment 
through provider letter or phone call. Additional methods of communication may be 
facilitated by circumstantial need.

Care managers are available Monday through Friday, from  8 a.m. to 5 p.m. by calling 
541-768-5207 or email carecoordinationteam@samhealth.org

mailto:carecoordinationteam@samhealth.org


Care Coordination — Continued
22

Each member’s care management is predicated on standard SNP MOC elements.

Health Risk 
Assessment Tool 

Individualized Care 
Plan

Interdisciplinary Care 
Team

HRAT/RAT ICP ICT



Care Coordination — Continued
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• Performed by an SHP staff member.

• Conducted within 90 days of enrollment, annually and anytime there is 
a change in health status or transition of care. HRAs are completed in 
person, by phone, mail or online.

• Questions around medical, functional, cognitive, oral and psychosocial 
health, social determinants of health and safety of environment.

• Assists in identifying barriers to care. 

Health Risk Assessment



Care Coordination — Continued
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• Created by the interdisciplinary care team.

• Maintained and monitored by the care manager.

• Member, caregivers, providers and/or family participate in creation, which is 
conducted in a trauma-informed, culturally and linguistically appropriate manner.

• Dynamically updated within care team meetings and member progress towards 
goals.

• It is updated annually or as transitions of care or diagnosis warrant.

• ICPs are mailed to member and shared with PCP, ICT and caregivers and stored in 
SHP’s care management platform.

• Barriers to care are addressed through goals, interventions and plans for follow-up.

Individualized Care Plan



Care Coordination — Continued
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• Facilitated by and overseen by the care management team.

• Meeting cadence determined by member’s unique needs, with at least one 
annual meeting per member, quarterly as needed. 

• All ICTs include a minimum of an SHP care manager, member and 
member’s PCP.

• Membership may include specialist providers, community-based 
organizations and family members.

• ICTs collectively work to accumulate and share information that impacts 
the ICP and potential health outcomes for the member.

Interdisciplinary Care Team



Primary Care Homes
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As of Q3 2022, 94.3% of our SNP members were assigned to a PCPCH.

SHP has approximately 49 PCPCHs that provide high quality, patient-centered care 
to our SNP members. Assignment of SNP members to qualified PCPCHs is a key 
quality and performance metric for Samaritan Health Plans. 

Patient-centered primary care homes are clinics recognized by the Oregon Health 
Authority for their commitment to a comprehensive, patient-centered model of 
primary care organization and delivery. PCPCHs utilize a coordinated, team-based 
approach to support whole body health with a focus on accessibility, quality and 
safety.

The PCPCH model is naturally analogous to the SNP Model of Care. Both strive to respect an 
individual’s unique perspective and challenges, encourage active patient and family participation 
in care planning and tailor interventions to underlying causes.



Role of the PCP
27

An integral part of any ICT, a PCP contributes related health data, recommendations that 
fit the specific needs of the member and other information that may assist specialists in 
addressing higher levels of care. In addition, PCPs and PCPCHs:

• Provide oversight, negotiate or consult with other ICT 
members to prioritize care and eliminate 
contradiction or duplication in care.

• Work collaboratively with care managers during 
transition of care periods to support the member.

• Provide updates to the ICP as they see appropriate and 
communicate changes with the care manager.

• Support and encourage member to continue with 
interventions contained within the ICP.



Transitions of Care
28

When a transition of care event is identified, the care manager coordinates between the 
member, PCP and ICT.

A transition of care (TOC) occurs when a member moves from one care setting to 
another — such as returning home from inpatient hospitalization or outpatient surgery, 
changing PCPs or initiation of home-based services. 



Transitions of Care — Continued
29

The care manager then collaborates with the PCP and interdisciplinary 
care team to develop new interventions and encourage follow up, as 
necessary. 

Following a TOC event, the care manager contacts the member to assess 
member’s understanding, evaluate potential new barriers to care and 
share applicable self-management techniques.  

Finally, the care manager updates and redistributes the individual care 
plan to all parties by mail and/or fax.



SHP Care Coordination Team
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CHIEF MEDICAL OFFICER 
Provides clinical leadership for system-wide quality program through active participation in 
development and oversight of the implementation of the quality program and all committee 
activities that support the quality program. Chairs the QMC and Quality Improvement Committee 
(QIC). Conducts and/or observes ICT meetings on a non-scheduled basis to ensure that all medical, 
pharmacological, and other service needs are being met for the SNP population. Must be a board-
certified Doctor of Medicine (MD) or Doctor of Osteopathic Medicine (DO).

MEDICAL DIRECTOR
A board-certified physician, who, under the direction of the Chief Medical Officer, provides clinical 
expertise needed to support Health Plan operations that ensure clinical guidelines and criteria are 
up-to-date and members receive medically appropriate evidence-based care at the appropriate level 
of care.

BEHAVIORAL HEALTH DIRECTOR
A doctoral-level practitioner with an active and unrestricted license who, under the direction of the 
Chief Medical Officer, providers behavioral health expertise needed to support care management and 
utilization management programs that ensure members receive medically appropriate evidence-
based care at the appropriate level.



SHP Care Coordination Team
31

ASSOCIATE VICE PRESIDENT OF CLINICAL SERVICES DIVISION (AVP)
Reports directly to the CEO of the Health Plan and is required to hold an active RN license. Response 
for oversight of the department operations, including population health management, care 
management and utilization review, pharmacy and quality programs. Provides expertise and 
leadership within SHP and the community.

DIRECTOR OF CLINICAL SERVICES
Reports directly to the AVP for Clinical Services Division, is required to hold an active RN or Social Work 
license, and is responsible for the daily operational oversight of care coordination and utilization review. 
Provides expertise and leadership within SHP and the community.

CARE MANAGERS AND COMMUNITY HEALTH WORKERS
Ensure a collaborative and holistic approach to care coordination through integration of physical, 
behavioral and oral health. Advanced training in trauma informed care and mental health first aid 
are used to promote member engagement and access to care. They assist in identifying and 
resolving barriers to care and safeguards vulnerable populations through early identification and 
resolution of their needs.



SHP Care Coordination Team 32

DIRECTOR OF INTEGRATED CARE COORDINATION
Reports directly to the AVP, is required to hold an active RN or Social Worker license and is 
responsible for the oversight of care management. Provides expertise and leadership within 
SHP and the community.

DIRECTOR OF BEHAVIORAL HEALTH
Reports directly to the AVP and is responsible for development of the Behavioral Health 
Network and Services. Provides behavioral health expertise and leadership within SHP and 
the community.

MANAGER – INTEGRATED CARE COORDINATION
Reports to the Director of Integrated Care Coordination and is responsible for integration of 
physical and behavioral health care coordination teams. Ensures SNP MOC, care coordination 
and intensive care coordination processes are developed, implemented and followed



Further Questions or Concerns
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Samaritan Health Plans is here to assist your practice. 

To reach any of other SHP departments — please call our dedicated 
provider lines, Monday through Friday, from 8 a.m. to 5 p.m. 

541-768-5207 or 888-435-2396

For questions regarding the SNP MOC or care coordination, contact our Care 
Management team at carecoordinationteam@samhealth.org.

mailto:carecoordinationteam@samhealth.org


providers.samhealthplans.org
34

• Prior authorization 
requests. 

In addition to hosting the ProviderConnect portal — providers.samhealthplans.org 
is your resource for: 

• Formularies. 

• Clinical practice 
guidelines. 

• Plan forms. 

• Provider's directory
for in-network referrals.

• Provider newsletter 
and articles.



Part 3: 
Clinical Care 
Guidelines
SNP Goals & Quality 
Improvement



Clinical Care Guidelines
36

Samaritan Health Plans’ Quality Management Council reviews, approves and disseminates 
evidence-based clinical practice guidelines and nationally recognized protocols to community 
clinicians, network providers and members. 

Approved clinical practice guidelines are available online at
providers.samhealthplans.org/ClinicalGuidelines

https://providers.samhealthplans.org/ClinicalGuidelines


SNP Model of Care Goals
37

Samaritan Health Plans’ Quality Improvement Committee (QIC) delegates development and 
monitoring of quality improvement goals to the SNP MOC Task Force.   

Improve access and affordability to essential 
medical and mental health services.

Improve coordination of care through direct 
alignment of the HRAT, ICP and ICT.

Improve seamless transitions of care across all 
health care settings and providers.

Ensure appropriate utilization of services for 
preventive health. 

The National Committee for Quality Assurance (NCQA) provides goals for SNPs. 

Ensure appropriate utilization of services for 
chronic conditions.



SNP Model of Care Goals — Continued
38

NCQA SHP METRIC
Improve access and affordability to 
essential medical and mental health 
services.

Improve coordination of care through 
direct alignment of the HRAT, ICP 
and ICT.

Improve seamless transitions of care 
across all health care settings and 
providers.

Ensure appropriate utilization of 
services for preventive health.

Ensure appropriate utilization of 
services for chronic conditions.



SNP Model of Care Goals — Continued
39

Ensure SNP members receive 
comprehensive primary care including 
medical and behavioral health services.

95% of SNP members are assigned a 
patient-centered primary care home 
(PCPCH) .

NCQA SHP METRIC
Improve access and affordability to 
essential medical and mental health 
services.

Improve coordination of care through 
direct alignment of the HRAT, ICP 
and ICT.

Improve seamless transitions of care 
across all health care settings and 
providers.

Ensure appropriate utilization of 
services for preventive health.

Ensure appropriate utilization of 
services for chronic conditions.



SNP Model of Care Goals — Continued
40

NCQA SHP METRIC

Timely completion of initial and annual 
Health Risk Assessments to properly 
inform the ICP and ICT.

74% of all SNP members complete 
HRA as defined by the STARs 
measure.

Improve access and affordability to 
essential medical and mental health 
services.

Improve coordination of care through 
direct alignment of the HRAT, ICP 
and ICT.

Improve seamless transitions of care 
across all health care settings and 
providers.

Ensure appropriate utilization of 
services for preventive health.

Ensure appropriate utilization of 
services for chronic conditions.



SNP Model of Care Goals — Continued
41

NCQA SHP METRIC

Ensure beneficiaries are seen by their PCP 
or other appropriate provider after an acute 
inpatient hospital discharge.

90% of all SNP members who have 
experienced an acute inpatient 
hospital discharge will be seen by 
their PCP or appropriate provider 
within 14 days of discharge. 

Improve access and affordability to 
essential medical and mental health 
services.

Improve coordination of care through 
direct alignment of the HRAT, ICP 
and ICT.

Improve seamless transitions of care 
across all health care settings and 
providers.

Ensure appropriate utilization of 
services for preventive health.

Ensure appropriate utilization of 
services for chronic conditions.



SNP Model of Care Goals — Continued
42

NCQA SHP METRIC

Encourage preventive care, early diagnosis 
and treatment of potentially serious health 
problems through Annual Wellness Visits.

3% annual increase in SNP members 
having an Annual Wellness Visit.

Improve access and affordability to 
essential medical and mental health 
services.

Improve coordination of care through 
direct alignment of the HRAT, ICP 
and ICT.

Improve seamless transitions of care 
across all health care settings and 
providers.

Ensure appropriate utilization of 
services for preventive health.

Ensure appropriate utilization of 
services for chronic conditions.



SNP Model of Care Goals — Continued
43

NCQA SHP METRIC

Increase medication adherence and 
enhance patient safety around diabetic 
medication for SNP members.

85% of SNP members with diabetes 
are adherent to their diabetic 
medications.

Improve access and affordability to 
essential medical and mental health 
services.

Improve coordination of care through 
direct alignment of the HRAT, ICP 
and ICT.

Improve seamless transitions of care 
across all health care settings and 
providers.

Ensure appropriate utilization of 
services for preventive health.

Ensure appropriate utilization of 
services for chronic conditions.



Part 4: 
Provider 
Resources



Provider Resources
45

Provider website The website provides updated information on all thing's provider. Visit us 
to explore the resources available to you.

Provider News Sign up to receive important quarterly newsletters, webinar invitations, 
and resources for clinic managers and staff. 

SHP Provider Manual The manual is an extension of your contract and provides valuable tools to 
assist in the delivery of health care to our members.

ProviderConnect
The provider portal gives access to your member panel, member 
eligibility, benefits and claims information. ProviderConnect is also where 
you can submit and monitor your authorization information.

SHPprovider@samhealth.org
Local: 541-768-5207
Toll free: 888-435-2396

Provider Relations representatives are available to support you by assisting with educational 
requirements, data and reporting, compliance, care coordination and to resolve any operational issues you 
may have. We are here for you! Please contact us using the following methods:

https://www.samhealthplans.org/providers/provider-information/update-your-information/panel-availability
https://www.samhealthplans.org/providers/resources/subscribe-to-provider-news
https://www.samhealthplans.org/providers/resources/manuals
https://identity.onehealthport.com/EmpowerIDWebIdPForms/Login/SAM_HP
mailto:SHPprovider@samhealth.org


This Completes Your 2023 SNP 
MOC Provider Training

Please complete your attestation here

From all of us…
Thank you.

https://providers.samhealthplans.org/working-with-samaritan-health-plans/required-attestations/special-needs-plan-training

	Special Needs Plan Model of Care
	Welcome
	Slide Number 3
	About This Training
	Learning Objectives
	Part 1: Understanding Our SNP Members
	Who Are Our SNP Members
	Who Are Our SNP Members — Continued
	Who Are Our SNP Members — Continued
	Who Are Our SNP Members — Continued
	Who Are Our SNP Members — Continued
	Challenges
	Challenges — Continued
	Challenges — Continued
	Challenges — Continued
	Challenges — Continued
	Challenges — Continued
	Challenges — Continued
	Part 2: �Care Coordination
	Care Coordination — Continued
	Care Coordination — Continued
	Care Coordination — Continued
	Care Coordination — Continued
	Care Coordination — Continued
	Care Coordination — Continued
	Primary Care Homes
	Role of the PCP
	Transitions of Care
	Transitions of Care — Continued
	SHP Care Coordination Team
	SHP Care Coordination Team
	SHP Care Coordination Team
	Further Questions or Concerns
	providers.samhealthplans.org
	Part 3: Clinical Care Guidelines
	Clinical Care Guidelines
	SNP Model of Care Goals
	SNP Model of Care Goals — Continued
	SNP Model of Care Goals — Continued
	SNP Model of Care Goals — Continued
	SNP Model of Care Goals — Continued
	SNP Model of Care Goals — Continued
	SNP Model of Care Goals — Continued
	Part 4: Provider Resources
	Provider Resources
	This Completes Your 2023 SNP MOC Provider Training

